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God permitting and by your election I 
have served as your President during the 
past year. Of the honor of the election I am 
sharply aware and highly proud. During 
the year the bearing of the not inconsider- 
able weight of the burdens that go with 
serving in your highest office has yielded 
me great satisfaction. It is the satisfaction 
of knowing that the majority of you had 
the faith, the hope or the charity to be- 
lieve I would bear such burdens at least 
passably well. Today you accord me a 
most special privilege,—that of saying pub- 
licly what I will on any matters related to 
our common work under your great trust 
that what I may say, even though an ex- 
pression of my private opinions, will do 
our Association no discredit. I am humbly 
grateful for the privilege you grant me 
and the trust you repose in me. 

In its content an address made at the 
ending of a term of office seems to divide 
quite naturally into two parts. One part 
concerns comments and projections of 
thought upon the events and developments 
experienced during the period of service. 

The other and, to me, more pressing 
part of my privileged duty today, concerns 
a reexamination and discussion of some 
most important ways in which human rela- 
tionships are involved in connection with 
the enduring principles upon which the 
practice of medicine was founded. The 
particular principles I will hold in view 
are these :—first, the physician should have 
a sufficient comprehension of what is re- 
quired if he would treat the patient ade- 
quately as well as the diagnosable ills from 
which the patient may suffer ; second, that 
while practically it may be necessary, often, 
to depend upon empirical remedies and also 
upon intuitive perception and procedure 

1 Presidential Address delivered at the 115th an- 
nual meeting of The American Psychiatric Association, 
Philadelphia, Pa., April 27-May 1, 1959. 
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in the relation of the physician to th 
tient, there should never a Ыш 
dependence upon these means, rathi 
the constant endeavor should be to sul 
ject empirical and intuitive means of tre 
ment to as close scientific scrutiny i 
possible to find out the secrets 
operation. The condition of our knov 
establishes empiricism in the о 
our агі. The requirement of science is that 
the condition of our knowledge should 
improved to the end that in the practice 
our art we will progressively need to ask] 
and less of empiricism intuition. 
Meere Be vinee si 
organizational happenings M 
i dbania of this subject will proceed 
on the theme of the physician and psycho- 
therapy. t 4 
Some events worthy of notice now have 
happened during the past year. The out- 
standing ones are the first appearance Ё 
vice-presidents in the roster of our offic 
in the persons of Doctors William Terhu 
and David Wilson ; the retirement of Doc- 
tor Daniel Blain as Medical Director Е 
the assumption of that office by Doc or 
Mathew Ross ; and finally, the occupation | 
of the new home of the Association, 
first which it has owned in the 115 
of its history. I have called upon both 
presidents when I could for a re: › 
proffered aid. Unfortunately, their duti 
have been poorly defined so far. Very par- 
ticular service to the association am 
justified their election to office. Doctor 
hune put together the foundation for o 
new home,—that is, he conducted the cam- 
paign for the dollar foundation, wi! 
which there would have been no h 
Doctor Wilson has done much to build 1 
foundation for a new part of our 
ganization,—the Assembly of the Dis 
Branches, which more and more is sha 
the ends of our work. I told Doctor Bla 
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that I wished he had picked some other 
“time than my term of office to resign, so 
much do 1, as 1 am sure do all of you, 
value the extraordinary worth of what our 
first medical director has done to develop 
American psychiatry through his position 
in The American Psychiatric Association. 
The search for a new medical director was 
_ а long one which Doctor Malamud and 
— Doctor Branch pursued with assiduity and 
to good purpose for it has brought us 
- Doctor Mathew Ross, who has glided into 
- the stream of our activity smoothly and 
‘with firm stroke. As to the new home, I 
-— need say little except that you should visit 
it and discover that large though it may 
“have seemed at first, already its busy staff 
- finds no excess of room. 
Our increasing membership is a reflec- 
_ tion of a general public need—it is not an 
"aecident—nor is it purely an indication of 
our activities in improving treatment serv- 
ices in our specialty. So far we do not 
succeed in meeting the need fully. No 
specialty of medicine is or should be more 
- sensitive in responding to this need,—a need 
- arising in individuals and in the relation- 
_ ships of individuals to one another,—than 
. Ours. 
| The membership increase brings special 
f organizational problems. We must be care- 
- — ful that organization does not become our 
most important business. Our chief at- 
tention must always be given to the im- 
|... provement in our ability to do our pri- 
- mary work through every means that we 
_ ean use to promote the increase of knowl- 
— edge and to make that increase show as а 
- value in application. Scientific discovery 
__ and education of others in the mysteries of 
our art and science are the things for which 
_ the chief prizes of recognition should be 
E reserved. In small scientific organizations, 


|... recognition. When the organization be- 

- . comes large, the proneness to use the demo- 
= cratic process for all purposes often inter- 
> poses a difficulty in the way of according 
recognition for scientific contribution 
-through election to office. I would suggest 
that the Presidency might well be given 
- sometimes, and not too infrequently, as a 
recognition to our leaders in the fields of 
thought and scientific exploration. Even 
this will not fully serve the purposes of 
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according recognition that should be given 
for research, for teaching, and for directing 
organization specifically to such purposes. 
Some of our members have deserved such 
recognition while they were living. The 
processes for granting it are still not well 
established. To Some our recognition has 
come only posthumously and unofficially. 
One of our past presidents, Doctor Brace- 
land, has suggested that we officially es- 
tablish some means of honoring those who 
furnish the chief sustenance for our growth. 
I join him in expressing the hope that this 
will be done. Organization for organiza- 
tion’s sake will never suit the real ends 
and aims of medicine. 

I have said that the growth of our asso- 
ciation is an index of a public need. It is a 
need which is increasing. I shall not picture 
it in detail. Its bulky outlines must already 
loom before you. The country is moving 
into a period of great population growth. 
It is estimated that the present 179 million 
people in the United States will be 228 
million by 1975, a little more than 15 
years hence. Medical schools are graduating 
a few over 6,800 physicians a year cur- 
rently (the figure for 1955-56 was 6,802). 
The projected plans do not indicate a very 
remarkable increase in this number since 
it is estimated that 8,000 will be graduated 
in 1970-71. For psychiatric treatment this 
deficiency of service is reflected very sadly 
in all states. The facts are so well known 
that I do not intend to restate them. I be- 
lieve that the assumption of deficiency of 
psychiatric service is well enough justified 
that I may now turn to my theme of the 
physician and psychotherapy. 

From its very beginning, even before 
history made the record, the practitioners 
of medicine have had to depend heavily 
on their understanding of human relation- 
ships and of the processes of thought 
and emotion existing within individual pa- 
tients. Intuitive though that understand- 
ing may have been and empirical in its 
application, it has been one of the im- 
portant instrumentalities of treatment. In 
other words, something that constitutes 
the crude ore of psychotherapy has always 
been in use. Like some of the rarer ele- 
ments now becoming known in physics and 
chemistry and being put to use in terms of 
their scientifically known characteristics, the 
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refined elements of psychotherapy are be- 
ing discovered and used. It will be my in- 
tention to point out that medicine must 
become aware of this,—much more aware 
of it than it seems to be at present and that 
it must be prepared to meet the enormous 
demand which is bound to occur in view 
of the statistical projections which I have 
indicated above. It is already obvious that 
in numerical production of physicians we 
shall be woefully inadequate. This makes 
the adequacy of preparation in view of 
present and impending demands all the 
more important. What can we say as to this 
preparation at the pre-medical level, at the 
pre-clinical level, and at the clinical level ? 

Speaking for the moment only of prepara- 
tion for medical practice in a general way, 
not insofar as specialization is concerned, 
is a progressive and enlightened basic 
preparation for the refined uses of psycho- 
therapy being given ? Are those physicians 
at present in practice, many of whom are 
engaged in the teaching of the coming 
generation of physicians, aware of the needs 
for psychotherapy and its practical uses in 
the field of medical service ? I do not in- 
tend to labor the point, but my impression 
is that there is still a greater proportional 
preoccupation with physical techniques 
and the application of physical means of 
treatment by them than there should be 
in view of the total picture as to need and 
effectiveness of remedy. Also in medicine 
a somewhat peculiar goal-setting tends to 
deviate teaching in general away from the 
goal of inculcating the best principles and 
practice of psychotherapy. This refers to 
intelligent recognition of the need for it, 
of its relation to other treatment, and of 
its use at least at the minimum level in 
every field of medical practice and at its 
optimum level in many instances. In this 
connection, I shall have to make some 
other observations. One concerns the re- 
markable development of specialization and 
sub-specialization in medicine. Here I re- 
turn to goal setting. 

We know that pre-medical education is 
particularly afmed at getting the student 
admitted to medical college. This may pos- 
believe it is, often at the 
sacrifice of giving him the preparation 
which he needs, and particularly that prepa- 
ration which he will require if, in his later 
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of psychotherapy j 
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in setting the very first 
happens from then on? Is the n 
the medical curriculum and the ch 
bents and proclivities of the teachers 
that there will be supplementation for what 
has been left out in the haste to reach 
primary goal—the admission to the mec 
college ? I doubt that medical curricu 
are designed very adequately for this 
pose. What, then, is the next goal 
is set? My experience with medical 
dents would indicate that it is the. ‹ 
specialization. x f 
It is true that a considerable numi 
medical students still go into gi 
practice. However, medical students 
becoming aware that the general 
tioner is now a somewhat handic 
member of the profession. His han 
is evident to him when he seeks ap 
ment to a hospital staff, when he. 
templates how much the illnesses Ww. 
affect any human individual are divided u 
and parcelled out to practitioners of va 
specialties and sub-specialties who 
their own field and its techniques ext 
dinarily well but who almost make a vii 
of eschewing knowledge of things outs 
their own area of special competence, Ii 
this which lays medicine, and not medicin 
alone, but the other learned professi 
open to the charge that they breed mode 
barbarians—persons not entirely ign 
because they know something very 
intelligent in a highly - restrictive 
technicall selective way, so 
philosopher (Ortega y Gasset) has referred р, 
to them, including physicians, too, as in- 
telligent ignoramuses. This is, of cours 
one of the difficulties of setting the gc 
to too special and utilitarian ends; of not - 
setting them to the selection of thought 
men who will use the broad base of knowl- 
edge for the purposes which will serve the 
best overall advantage of the patient. — 
It is my thought that the specialty 0! 
psychiatry is the broadest of all specialties — 
in the setting of goals. In this respect it a 
should contribute something of essential 
value in meeting an essential need. How- — 
ever, this will not be accomplished easily. a 
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‘Though one must acknowledge the im- 
“portance of psychotherapy in medical prac- 
"tice, from the very beginning the most an- 
‘cient of all the ingredients in the physi- 
cian's prescription for the patient because it 
includes the physician himself, one must 
also acknowledge that its teaching and 
E gaining acceptance for its enlightened use 
- js no easy matter. The obstacles are many 
and there is grave danger that medicine 
_ may lose it prerogative and privilege as to 
. the use of psychotherapy unless there is 
— some change in belief, in attitude, in teach- 
- "ing, and in practice within the fold of medi- 
_ eine. Some of these obstacles have been 
| mentioned, including the preoccupation 
with special technical and practical goals 
- "and the lack of broad vision in planning the 
curriculums and programs of studies in our 
“medical schools. Other obstacles are the 
- specialist and sub-specialist character of 
psychiatry as it is commonly known to 
— physician and layman alike. As psycho- 
therapy in its modern form is a product of 
_ psychiatry, this becomes an obstacle to its 
. widespread acceptance and use. 
— . It would be very unwise to represent psy- 
= ehotherapy as a thing easy to define, easy 
to understand in theory and practice, and 
- therefore easy to learn and apply. We 
- realize well that it is quite the contrary in 
- fact. However, the same observations may 
| be made justly about the difficulties in the 
_ way of full understanding of the scientific 
_ basis for the use of whole categories of 
- physical treatment. Even with reference to 
- relatively simple drugs, such as opium or 
aspirin, easy to identify, measure, and ad- 
. minister, we know much more about what 
_ they do than about why and how they do 
it. The applications of knowledge drawn 
from the sciences as they are used in a 
- profession and practical art such as međi- 
. eine must always allow for a considerable 
measure of empiricism. This does not mean 
- that no scientific basis will ever be found 
_ for what works in practice. Because some- 
thing works or because we reason that it 
ought to work and find it doesn’t should 
be a mandate to try to find out why. This 
. applies to psychotherapy. It is well to 
- . remember this as a support to one's morale 
— when a medical colleague, at some 
- meeting or, worse still, in the ward of a 
hospital or at a clinical conference with 
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students, indicates with some expression ~ 
of bland and quiet agnosticism that the 
foundation for most formally practiced 
psychotherapy is an imagined structure, 
certainly not a truly scientific one. Such a 
critic may use certain therapeutic devices 
quite regularly in his own treatment of 
patients which we would have to classify 
as fitting into the general category of psy- 
chotherapy,-such things as reassurance, 
persuasion, suggestion, or most commonly 
an individually characteristic professional 
manner. These things very possibly actually 
glue together the pieces in the framework 
of his treatment, and still, little question 
or no question arises in his mind as to 
their special nature and origin, their rela- 
tion to himself and to his patient. For him 
these original, most ancient elements in the 
art of treatment operate in an almost 
wholly unconscious manner and of all of: 
the elements that enter into his total pro- 
gram of treatment, they alone are excused 
from scientific scrutiny. By this I do not 
mean to say that practically he may not be 
a good doctor but about no other matter 
in his treatment armamentarium would he 
be content to be so ignorant. A 
all else he accepts on faith and as a faet 
needing no investigation that somehow he 
has been endowed with the gifts and grace 
that make him a good physician. When his 
remedies and techniques work his faith is 
displaced on to them. His sincere belief in 
the efficacy of his material agents and his 
procedures may work wonders for his pa- | 
tients. If his belief is shaken, the wonders 
may cease. : 

When І was an intern and resident 
physician, long before the days of specialty 
examining boards and with never a psy- 
choanalyst in town, much less a psycho- 
analytic institute, there was on the attend- 


_ ing staff of the Cook County Psychopathic 


Hospital, a sincere, skillful, kindly and 
learned physician, thoroughly trained in 
neurology and psychiatry in his native 
Germany at the end of the last century. 
His was one of the largest practices in the 
city, Nevertheless, he faithfully gave much 
more time to charity service and to teaching 
in the hospital than many newly graduated 
residents do nowadays. In his practice were 
many psychoneurotic patients. To him the 
psychoneuroses were physical disorders 
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with mental and emotional manifestations. 
He thought there was some deficiency of 
those usual organic resources of the organ- 
ism which should have been present to en- 
able it to meet life's stresses. He had three 
sovereign remedies,—one was an organic 
form of iodine, presumably especially ef- 
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fective in supporting the activity of the 
thyroid gland ; a second, sodium cacodylate 
by injection, the arsenical content of which 


increased the viability of the red cells; 
and the third, two gradations of strength 
of a sedative mixture to quiet the nerves. 
These two mixtures came to be known by 
his name and were procurable at Sargent's 
Drug Store under the appellations of Dr. 
X's mixture Number 1 and Dr. X's mixture 
Number 2. After his first careful examina- 
tion, his subsequent interviews with pa- 
tients rarely lasted much beyond ten 
minutes but were very effective in main- 
taining results. He inquired as to his pa- 
tient's symptoms and as to how the direc- 
tions he had given were being followed. 
All was carefully written down. He then 
commented on progress or lack of progress, 
with his statement of the reasons therefore, 
and the explanation and revisions of di- 
rectives until the next visit. Then the sodi- 
um cacodylate was injected and as the 
patient was escorted to the door, the doctor 
would make some such remark as, “My 
boy, you are doing well but you should 
watch how you take your medicine. You 
come back next week.” There is no question 
that his patients benefited greatly from his 
treatment. When the doctor was away on 
his summer vacation, I took his office 
practice for him ;—and I know they loved 
and respected him, and that they felt 
he helped them much. He went to Ger- 
many on a visit, and, as I was then in 
practice, he directed his patients to come 
to my office and supplied me with full in- 
formation as to the management of their 
treatment. While abroad, he died and I 
fell heir to a practice which I lost entirely 
in a short time. Somehow, though I at- 
tempted scrupulously to honor his memory 
by treating his patients exactly as I knew 
he would have wished and as they were 
prepared to expect, their symptoms grew 
worse and the remedies were without effect. 
The patients had an explanation and it 
was correct, though they didn’t really know 


just how it was correct. быа 
me something like this : “No, 
are not the same. I know 
are but they can’t be. Old Dr. X had 
secret thing he put into 
didn't let you or anyone else know, 
expected to come back and now the at 
is buried with him." As the years went on I 
became convinced that they were not 
wrong in their judgment. He had a 
ingredient no druggist could put f 
prescription. Only he had the power to in= 
clude it and its inclusion was a secret even 
from him. It died when he died. E. 
It is the favorite complaint of many 
psychiatrists that there is a resistance to 
the teaching of psychiatry and, by 
large, this means the teaching of psyc ‘i 
therapy and the concepts to which it is” 
related such as psychodynamics, psychi ў 
genesis, and psychopathology, on the рай 
of many non-psychiatric teachers in 
medical college. When a program of psy- 
chiatric teaching as attempted in coopera- 
tion with another department does not” 
work well, the reason is often seen as being ` 
a kind of sabotaging lip service overlaying 
subversion both conscious and unconscious. 
This reason may apply at times. I am sure — 
that instances can be found which will 
seem to justify the conclusion. N 4 
the fact remains that psychiatry has not — 
made its point that psychotherapy is an — 
essential ingredient of all medical practice — 
and that understanding of the fundamentals. 
on which it is based Сө, пек part of 
the preparation for all me practice. — 
We cannot, in justice, place the chief blame - 
on everyone but ourselves. It must be re- _ 
membered that, as with the discovery of. 
many of the elements in the atomic series — 
which have been at work practically in the 
processes of nature since the beginning of 
the world and whose existence and applica- — 
tions have been only recently di 
with the elements which enter into psy- 
chotherapy, much of the discovery, and 
discovery is still in the early explorat 
stage, has been made recently. There is. 
good deal of resistance among psychia' 
themselves to looking into this subj 
without bias ; otherwise, we would not hear 
talk of a medical psychiatry as opposed 10 
some other kind of psychiatry. Actually, ~ 
there is no other kind of psychiatry than _ 


medical psychiatry. Psychiatry includes 
many elements and a psychiatrist to be 
& complete psychiatrist should have suf- 
ficient knowledge of the nature, mixture, 
and effects of all of these elements. Psy- 
iatric medicine contains elements which 
ате a part of all medicine. 

In this connection, I must again refer to 
the demand created by the public need, a 
‘demand which is becoming more and more 
apparent as the practice of psychiatry re- 
- turns to its proper focus—the individual in 
- his proper setting, his own community. Last 
year Dr. Solomon spoke of the impending 
en of the large state hospital. It may 
that he is correct though I am still not 
ared to say that this is the case. We do 
‚ as yet have means of curing all forms 
f mental disorder. We do have somewhat 
"improved means of dealing with the ones 
hat at present defeat our best efforts at 
ecuring really effective treatment results. 


yet. 
In the survey of every means of treat- 
“ment which has been used in mental hos- 
itals, whether large or small and whether 
treatment involves hydrotherapy, in- 
electric shock, tranquilizers, group 
erapy, or the open hospital, one thing 
Stands out high as the peak of Mount 
Everest,—every time there has been bene- 
. üt, we discern people striving earnestly 
. and mightily to help other people, watch- 


E taking his place in the scheme of things 
_ as do his compeers. These are the principal 


- cerned with the thinking, the feeling, the 
manners and attitudes as found within the 
_ patient and as they are related to the think. 
ing, feeling, manners, and attitudes of those 
out him. Extend this kind of thinking to 
types of medical practice and medicine 
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in general will cease to be so much devoted 
as it is now to material and technical pre- 
occupations. The emergence of psychiatry 
from the special psychiatric institution in- 
dicates that a change in direction to the 
community is taking place. We now have a 
private office practice of psychiatry, the 
number of mental health clinics has in- 
creased enormously, more and more general 
hospitals are establishing psychiatric units, 
private mental hospitals are being more and 
more converted into non-profit institutions, 
insurance organizations are slowly but 
steadily giving ground in the payment of 
benefits for mental illness. The psychiatrist, 
as a consultant and as a cooperating practi-! 


tioner, is working more and more closely: ` 


with other practitioners of medicine. His 
ideas and methods are surely, even if slow- 
ly, gaining wider acceptance. Thé defense 
of his methods and his ideas is being under- 
taken more and more readily by a great 
number of people within and outside of 
the medical profession. This being the case, 
he ought to be as well prepared as possible 
to render the services expected of him. 
"Therefore, his preparation for practice 
should receive some attention. Some psy- 
chiatrists rather pridefully refer to them- 
selves as organicists probably in reaction 
to other psychiatrists that they regard as 
"too psychoanalytic.” Now, every psychi- 
atrist in some measure should be an or- 
ganicist, but no psychiatrist should aim to 
be exclusively one. He could not succeed 
in that aim. On the other hand, no psychi- 
atrist should be so purely psychologically 
oriented that he is content to give merely 
lip service to the fact that human beings 
are definitely living organisms and affected 
by physical conditions including physical 
means of treatment, 

Part of the resistance to the acceptance 
of psychotherapy and to the grounds upon 
which it rests has been a too theoretical 
exposition of these grounds, often with 
unnecessarily unfamiliar terminology and 
much reference to mythology. Psychopa- 
thology, psychogenesis, psychodynamics, 
and psychotherapy are things not detached 
from the living, physical man. While I feel 
safe in assuming that there is no physical 
disease without its mental and emotional 
r in saying that 


no disembodied psyche ever came into my 
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office. Common accusations made against 
psychiatrists concerning their attempts to 
present a rational view of psychotherapy 
are that they are too much inclined to 
test their own theories quite subjectively, 
too deterministic in their views, the deter- 
minism being conditioned exclusively on the 
basis of their theoretical concepts and al- 
lowing too little for exceptions, too inclined 
to judge maturity in terms of psychosexual 
development, and to regard all variants 
of behavior as abnormalities. Above all, the 
techniques and methods often considered 
to: be of the greatest psychotherapeutic 
significance, and especially orthodox psy- 
choanalysis, are commonly ones that are 
extremely time consuming, expensive, and 
therefore applicable only to a highly 
selected group of people suffering from a 
very limited category of psychiatric in- 
dispositions and illnesses. The doctrinaire 
system in fixed form and without modifica- 
will follow the fate of all the special Sys- 
tems. It will not find a lasting place in 
medical practice. I think we can count 
upon the fact that medicine will tolerate a 
system in fixed form and without modifica- 
tion for only a very limited period of time. 
It has always borrowed freely from any 
source it chose. This must apply in the 
case of special systems of psychiatric treat- 
ment. It will select from them the things 
that have been proved of value in use. Many 
things often urged as of essential impor- 
tance are adventitia related to but not of 
the essence of psychotherapy as a physi- 
cian must know it and use it. It is a thing 
he must know in its essential characteristics, 
not something he must be loyal to as a 
system of orthodoxy. 

Psychotherapy is not easy to define. 
There may be some individual who feels 
he has defined it satisfactorily. When 
groups of persons skilled in its use and well 
informed as to current theory concerning 
it attempt to define it, the attempts turn 
out to be quite unsatisfactory in the result. 
There are certain describable characteris- 
tics which are generally acceptable. I be- 
lieve that these must be the departure 
points for explorations. 

It is a method which involves communi- 
cation between patient and doctor ; it is a 
method in which feeling and emotion play 
a large part. The object of the communica- 
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tion is ostensibly to give the docto 
complete, honest, and confidential a ' 
of the patient's interior б and | 
tory as it is possible to obtain, This is 
the purpose of enabling the physician 
understand the motivations of the patieni 
internal operations which may be relate 
to the production of symptoms. Due d 
ence is made to the patient’s need to un 
stand also but since the patient does 
have the physician’s experience to pi 
him with criteria and standards of 
parison, it is very doubtful that eve: 
successful psychotherapy his understa 
of himself will be very complete. Fi 
viewpoint of feeling and understar 
is not a one-sided operation invol 
patient exclusively. The physician does! 
a requirement resting upon him at the 
beginning of psychotherapy which, 
different from that resting upon the due 
at that time, nevertheless exists and n 
be recognized. The physician will have 
have objectivity and understanding, 
only about the process of treatment wh 
he is using but also about himself, y 
ticularly with reference to his own emoti 
al motivations. This is extremely impot 
for he has to guide and control the app 
tion of the therapy and the steadiness 
sureness of his technique here is as im 
portant as the sureness of the surg 
technique in the guiding of a knife. Con 
fidentiality of communication is an essen 
to gaining a clear view. It is also an 
sential for allaying the patient's fears. 
understanding of the emotional aspects 
psychotherapy becomes more and more im 
portant as the therapy proceeds and a 
special emotional relationship is built up | 
between the therapist and the patient 
which the patient practices upon the ther т. 
pist and others his habitual and often mis- 
directed behavior while the therapist a 
tempts to aid the patient achieve bet 
behavior. In the process of psychothera' 
repeatedly there comes to attention t 
importance of the closer, significant human « 
relations of the patient's past and pri 
in their bearing upon the patient's develo 
ment and conditioning as to behavioral 1 
action in all new relationships. 4 
There are many pitfalls and dangers in 
applying a therapy based upon such prin 
ples. Also, the techniques by which it mi 
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Þe learned and the techniques through 
which it may be applied are time consum- 
ing and somewhat complicated. Conse- 
quently, teachers of medicine are often 
"inclined to seek short-cut methods which 
L will give them a speedy index of what is 
- presumably wrong with the patient and 
short-cut methods to correct what is wrong 
“effectively and promptly. Unfortunately, 
” this cannot be done, at least very often. 
Тһе result may be abandonment of all 
ttempts at rational psychotherapy and the 
е of intuitive procedures only. This 
~ happens in spite of the fact that, as I have 
| stated repeatedly, the physician-patient re- 
lationship, the importance of the physician 
as a person in the patient's eyes, have al- 
ays been recognized in medicine as being 
transcending importance. This alone 
- would seem to indicate that the relation- 
ship implicit here deserves intensive and 
‘intelligent exploration. 
. Should medicine ignore the obligation 
— to study the scientific basis for psycho- 
- therapy and all that is implied in the study 
| of this scientific basis, then that study and 
—— the applications deriving from it will be the 
_work of others not medically trained. Psy- 
— ehologists have been engaged in research 
- in this area for some time. Some of our 
Ё tes have licensed clinical psychologists 
the practice of psychotherapy. The most 
incient ingredient of the medical prescrip- 
- tion, the mother ore of psychotherapy, is 
being refined for use as a modern, rational 
— psychotherapy. How much of the refining 
. and how much of the use of the refined 
oduct will be the task of others than 
physicians remains to be seen. When the ef- 
- fectiveness of a remedy in treating human 
- ills is clearly evident, medicine never fails 
_ to appropriate it. This furnishes the chief 
assurance that psychotherapy will remain 
. in the province of medicine. There was а 
day when leading obstetricians scoffed at 
the idea that puerperal fever was carried 
‘om patient to patient on the hands of 
he accoucheurs. In the light of evidence 
- opinion and practice had to be changed. 
_ The evidence as to the scientific respecta- 
- bility and practicality in application of 
- modern psychotherapy is beginning to be 
. appreciated. 
Intensive study of psychotherapeutic 
rocedures and of their results is going on 


in many research institutes. The problem 
of establishing scientifically valid controls 
and methodology is obviously difficult. 
Psychologists are contributing no small 
share to these investigations. For the third 
successive year the Hofheimer Award of 
our own American Psychiatric Association 
has been given by ап allpsychiatric 
jury to a psychologist. In the field of prac- 
tice, clinical psychologists are no longer 
content to engage only in diagnostic test- 
ing. They wish to practice psychotherapy 
and they do, under medical supervision and 
without it. Its nature and quality are open 
to question. Psychologists, themselves, as- 
sert this to be the case апа state that it is 
one of their reasons for'secking some meas- 
ure of legal control through certification or 
licensure laws. Meantime, physicians, in- 
cluding the psychiatrists, are unable to meet 
the demand for giving psychotherapeutic 
aid to patients in the office, the clinic, the 
hospital. If the psychologist offers his serv- 
ice to an overcrowded and understaffed 
state hospital, it is vain to protest unless one 
is able to provide something better. On the 
contrary, this aid is often welcomed,—and 
by the psychiatrist. Usually in the medical 
institute and clinic this is the case. The 
issue which exists between physicians, and 
at this moment the physicians are chiefly 
psychiatrists, and clinical psychologists 
concerning the practice of psychotherapy 
will not, in my opinion, be settled satis- 
factorily along organizational and political- 
legalistic lines. License to practice medicine 
came only after experience had demon- 
strated the values of medical treatment and 
the need for qualification through medical 
training and experience to deserve that 
licensure. License is a right only in a 
limited sense. It is a privilege earned. The 
physician must never be in the position of 
fighting a privilege which may possibly be 
accorded to others on the ground that it is 
his exclusive right to enjoy that privilege. 
Licensure laws are based on the principle 
that the citizens of the state are the ones 
to be protected. They grant rights to those 
licensed in view of this and they place 
certain obligations and responsibilities upon 
the licensee as to special preparation for 
rendering a type of service. The license 
may be for a limited kind of service or it 
may be a broad license. The license to 


practice medicine is a broad one. It is the 
result of a long process of growth of the 
medical tradition. It presupposes a code 
of ethics, and a broad-based understanding 
of everything involved in the causation and 
treatment of human illness. It is an ex- 
tensive license because it also presupposes 
that the profession of medicine will ensure 
that its practitioners are the best prepared 
in their day and age to offer the best that 
can be offered to fight the ravages of ill- 
ness. No other license in the field of treat- 
ment is as extensive as ours. The obligation 
is upon us to bear the responsibilities en- 
tailed in licensure as well as to enjoy the 
privileges. Understanding of the scientific 
basis of psychotherapy will require con- 
tinued experience in application and in- 
tensive research. I am sure that within the 
field of medicine we shall give it just this 
which it requires. I cannot believe that 
treatment can be divorced from the full 
resources of diagnostic procedure. These 
procedures involve the body and the mind 
whether either the body or the mind seems 
to be sick. That psychotherapy can be 
given effectively without due consideration 
to the full basis for training in diagnosis 
does not seem reasonable. It is true that 
it may be delegated to others as a technical 
procedure but, if it is, we do not escape 
our obligation to the patient to see that 
it is properly managed and supervised. It 
cannot be a matter of “you do that and 
ТЇЇ do this,” a partitioning of practice in- 
volving divorcing of responsibility. It is 
difficult for me to understand how a physi- 
cian who feels himself incompetent to 
evaluate the need for psychotherapy except 
on grounds of exclusion of presently exist- 
ing physical illness and who wishes no 
acquaintance with its techniques can give 
adequate supervision of psychotherapy to 
one he asks to render the technical service. 
He would be in a better position to do so 
if he possessed a goodly measure of the 
knowledge of psychotherapy, of the foun- 
dations upon which is rests, the indica- 
tions for its use, and the controls which 
should be applied to it. Psychotherapy has 
a place in the armamentarium of the physi- 
cian. It is not to be taken for granted as 
being a natural characteristic or gift of a 
physician consisting only of such things as 
intuitive perceptiveness, an ability in hearty 


‘task to which psychiatry has set itself and 
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reassurance, persuasive argumen 
facility at suggestion, opportunistic 
lation, bedside manner, or parad 
scientific knowledge at the head of 
military-like procession as medical rounc 
are made, Such things may often appear 
impressive. They do have their ef 
sometimes good, sometimes bad—but 
do not truly justify the name of p: 
therapy as a physician should know 
this day. I will not pretend that an 
understands fully and completely any 
the operations of the human organism 
that anyone has finally and com 
perfected any treatment procedure. 
statement applies in the case of p: 
therapy as it does to other therapy. 
time there is available much inf 
and understanding of what psycho 
involves. This information and this 
standing should be possessed in its g 
form and be used intelligently by е ) 
who merits the name of physician. - 
medical service to the sick of the land 
requires this. Medical education should ac- 
cept the obligation of providing it. — ' - 
Medical practice, the treatment of the 
sick, has been built about two things, th 
knowledge and understanding of h : 
beings,—body and mind, and the uniqi 
characteristics of a physician-patient : 
tionship. All else, the material agents 
the procedures for their use have 
added to the essential nucleus, These add 
things may change very much from age 
age. The essential center remains from 
to age. This center may be looked upon | 
the mother ore for psychotherapy. Thus, 
psychotherapy is to be accepted as an es- 
sential element of all medical practice 
be of most use the ore needs benefit of 
most scientific refining possible. This is 


from which all medicine should profit. The 
is an increasing need for rational psy 
therapy and the mandate is for medicir 
to supply it. No other kind of professi 

practice so fully encompasses the mortal 
requirements of the body—mind—soul 
tity known as man when there is sick 
Goal setting in medical education shi 
be determined in the future much more 
these considerations than it has been in 
past. All physicians, regardless of 


ty they practice, should have utiliz- оЁ technical subspecialization. A movement | 

knowledge of psychotherapy. This toward such results is necessary if the 

ald result in elevation of the status of physician is to remain in a position of. 
general practitioner and in deemphasis public respect and professional prestige. 


FRANCIS J. GERTY, M.D., 
Eighty-fifth President—1958-1959 : 
A BIOGRAPHICAL SKETCH 
FRANCIS J. BRACELAND, M.D.! 
He is at home in any society, he has common ground with every 


he knows when to speak and when to be silent ; he is able 
. . . he is a pleasant companion 


class ; 


to converse, he is able to listen 
and a comrade you can depend upon. 


Trotter in his biographical sketch of 
John Hunter declared it idle for the com- 
mon man to try to explain the successes and 
failures of greatness but he conceded that 
it was not presumptuous to examine the 
circumstances of an individual's life for 
light upon his career and accomplishments. 
As we examine the life of Francis Joseph 
Gerty, we appreciate that his heritage and 
early circumstances give eloquent and 
prophetic testimony of his future accom- 
plishments and the manner in which he 
would receive honors and undertake the 
tasks entrusted to him. 

It is possible to follow the weddings and 
peregrinations of the Gerty forbears back 
through the seventeeth century. There 
were Spanish and French and French Ca- 
nadians, and an ever so generous admixture 
of Irish among them. We find them settled 
in Chicago long before Mrs, O'Leary's cow 
had her disastrous encounter with the 
lamp. The marriage of Frank K. Gerty and 
Josephine Vincent Gerty, was graced by 5 
children and Francis J. the eldest, was born 
November 17, 1892. A younger brother, 
A. Vincent Gerty, a Fellow of The 
American Psychiatric Association, and one- 
time superintendent of the Los Angeles 
County Psychopathic Hospital, is presently 
practising psychiatry in Pasadena, Calif. 


BACKGROUND 


Gerty, pére, an alumnus of the University 
of Illinois, was a school master, dedicated 
to his calling. After he was promoted to an 

! administrative post he continued his educa- 
lional work by tutoring immigrant boys 
and also held educational court in his home 
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on week end evenings. His son Francis 
one of the beneficiaries of his love of | 
gogy and before the boy had fini 
grammar school he had acquired from h 
father a basic knowledge of literature 
mathematics, an understanding of wha 
how to study, and most important of- 
he learned the love of books, a pricel 
gift he was always to cherish. 

From a gracious mother the Gerty 
dren learned many things, among them 
virtues of basic friendliness and kindn 
and also they were taught en route by pre- — 
cept and example that most obstacles could 
be overcome. Though there was a consis- 
tent serenity in the maternal make-up, there 
was also a determination that her childr 
should succeed as individuals, as well 
acquire an education. Fortunately 
lived to see these aims accomplished. 

There are many stories of the young man 
agrowing, too numerous to mention here 
There were various jobs, hobbies and en- - 
terprises ; one of the latter might have hac 
prognostic value. While serving as a de 
livery boy at the age of 13, he figured o 
a way to ride trolleys all over Chicago ` 
a judicious use of transfers for only o 
nickel! Seemingly he was fitted for 
financial career. m. 

Graduating from the Chicago Public 
Schools in 1906, Englewood High School 
in 1910, Chicago Teachers College in 1912 
the youth launched on a teaching care 
in the Chicago schools in the family tra: 
tion. He taught first in the grammar grad 
but later changed to the vocational arts - 
for two reasons, one, the love of doing - 
things with his hands, and two, the voca- | 
tional job paid better by far. Also, by now _ 
he had decided that medicine would be his _ 
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bodies and with numerous demands upon 

his time, he is superintending the building 

of a new house, mostly, his good wife states, 
in absentia. 

Dr. Gerty's public activities embrace all 

of the advisory psychiatric positions to the 

-. Illinois authorities, the most recent being 

- that of Chairman of the Illinois Psychiatric 

Council. Also he holds appointments on the 

.. Psychiatric Training and Research Au- 


_ thority of Illinois, a statutory body and the 


first of its type. His hospital appointments 
start back in 1923 and include Mercy, Uni- 
- versity, St. Lukes, Hines, Cook County, and 
© now the Chairmanship of the Department 
in the new Presbyterian-St. Lukes Hos- 
“pital. 
= Jt is interesting that, except for an oc- 
© easional excursion into A.M.A. tasks and as 
_ а consultant to the New Mexico state 
hospitals, most of his work had been kept 
- within the confines of his native state until 
the late forties. It was not until the years 
following World War II that he began to 
|. appear regularly with the national bodies. 
Soon it was established that when there was 
. — a difficult task to be performed, one sought 
- Dr. Gerty to do it, whether it concerned 
_ the introduction of an orator whose words 
~ would be sure to cause unrest, or the dis- 
| cussion of the paper of an individual who 
| was controversial As chairman of a com- 
mittee to evaluate the role of psychoanaly- 
sis in psychiatric training in the Cornell 
... Conference, he distinguished himself by 
his statesmanlike conduct of an inquiry in- 
_ to a subject which needed expert and care- 
| ти examination and won national repute. 
— He was in demand for all types of duty. 
_ "The Group for the Advancement of Psy- 
- chiatry, the Section on Nervous and Mental 
- Diseases of the A.M.A., the Central Neuro- 
= psychiatric Association, the Advisory Coun- 
- cils of the U. S. Public Health Service and 
the Veterans, the American Board of Psy- 
chiatry and Neurology, chairmanship of 
the Committee on Medical Education, the 
- Council, then President-elect and then 
President of The American Psychiatric As- 
sociation, plus the Presidency of the Ameri- 
can Board of Psychiatry and Neurology at 
the same time. To all of these tasks he lent 
his wise judgment and dedication and he 
won the respect and admiration of his col- 
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leagues. In the search for biographical data, 
while people were questioned whose be- 3 
liefs diverged widely from his, попе was 
found who did not pay high tribute to him 
as a physician, teacher, administrator, and 
as a man. One noted colleague from a ` 
foreign land, whom Dr. Gerty had be- 
friended, noted how skillfully he protected 
his researchers from political interference 
and secured funds and opportunity for them 
to carry on their work. He says : "The way 
he ‘kept’ his scientists reminds me of the 
Medicis who gave every possible support 
to the artists they engaged but left them 
free to work according to their own fan- 
tasy. There is something in this man’s chars — 
acter that resembles the great figures of the — 
Renaissance.” É 
Dr. Gerty belongs to all of the important 
local and national medical and psychiatric 
bodies. He was elected to AOA, Sigma Xi, 
and Blue Key, all honorary societies. His 
publications run the range from those done 
in collaboration with G. W. Hall in 1923 on 
Folie à Trois and in 1927 on General 
Paresis, to those in 1957 on Biochemistry of 
Schizophrenia and on the Individualization 
of Treatment in the Aging. Between these - 
there are numerous publications on history, 
on the civil law, on phosphorus metabolism 
—even one, believe it or not, on the Clinical 
Effects of Moonshine Liquors, done for the 
Public Health Journal. ; 
Dr. Gerty is a devout man, secure in his 
own beliefs and completely respectful 
the presence or absence of belief in others . 
In 1957 he was honored by Pope Pius XI 
and was made Knight of St. Gregory the 
Great. In the same year Loyola University 
awarded him the degree, Doctor of Science, 
Honoris Causa. Among the finest of things | 
are those which point out that he is a family 
man, with a deep love for his wife, 
children, his home, and his friends. 
Perhaps the statements of two men 
widely divergent viewpoints, neither 
whom is given to flattery or hyperbole, will 
typify the regard in which Francis 
is held by persons of all persuasions. One, 
an internationally famous psychoanalyst, 
: “All in all he is à liberal in 
the best sense of the word. E. y aware 
of and resistant to any undue 
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infringement 
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да the spiritual freedom of the individual, 


without being a rebel in the least, he is 
leader par excellence.” The other, a 
neurologist and neurosurgeon, 
says : “His devotion to the public cause, at 
great sacrifice to himself, is a matter for 
emulation on my part. It will be a sad day 
for psychiatry in the State of Illinois when 
he disappears.” 
It has been said that the great lesson of 
biography is to record man at his best and 


because “he has the repose of a m 
lives in itself while it lives 
and which has resources for 
home when it cannot go abroad. 


HUNGARIAN REFUGEES : LIFE EXPERIENCES AND FEATURES 
INFLUENCING PARTICIPATION IN THE REVOLUTION AND 
SUBSEQUENT FLIGHT? 


LAWRENCE E. HINKLE, Jn., M.D., FRANCIS D. KANE, M.D., 
WILLIAM N. CHRISTENSON, M.D. anv HAROLD G. WOLFF, M.D.? 


During the period from December, 1956 
_ through September, 1957, 69 Hungarian 
refugees were interviewed, examined, and 
- observed at the research facilities of the 
- Human Ecology Study Program, in New 
< York? The group of informants was care- 
- fully chosen to include students, scientists, 
members of professions, intellectuals, 
skilled and semi-skilled workers and adoles- 
5s cents, whose motives and behavior were 
1 of special interest because of the leading 
role that such people had taken in the 
.— Revolution of October, 1956. Only a few 
- former landowners and members of the old 
middle class were included. Some of those 
- studied had held positions of trust and re- 
= sponsibility in the Hungarian Communist 
- State, and had been favored members of 
_ the society. Many had been acceptable to 
| the Communist Party, and had been asso- 
ciated with its ancillary activities, although 
- they were not actually party members. In 
- order to have data from former Party mem- 
bers also, some of the staff of the Study 
_ Program went to Great Britain in the sum- 
. mer of 1957, where they tested, inter- 
_ viewed, and examined 7 additional refugees 
- who had been active Communists, some 
_ of whom considered themselves still to be 
so 


The goal of the investigation was to 
_ determine, as far as possible, the factors 
that had had an important influence upon 
~ the behavior and health of these Hungari- 
ans. It was, therefore, a study of individu- 


T Read at the 114th annual meeting of the Ameri- 
_ сап Psychiatric Association, San Francisco, Calif., 
May i12-16, 1958. 

. ? From the Study Program in Human Heakh and 
Ње Ecology of Man, Departments of Medicine and 
| Psychiatry, New York Hospital-Cornell Medical Cen- 
__ ter, New York, N. Y. 

—— %Among those who participated in these studies 
— were Eva Bene, PhD., Sandor Borsiczky, M.D., 
- George Devereux, PhD., William J. Grace, M.D., 
Ari Kiev, Maria H. Nagy, Ph.D., Thomas J. O'Grady, 
— Jay Schulman, M.A., Richard M. Stephenson, Ph.D., 
and William N. Thetford, Ph.D. 
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als, rather than of the group as a whole, 
and our conclusions are chiefly pertinent 
to the behavior of these individuals ; how- 
ever, some of them undoubtedly have a^ 
wider general applicability. 
The investigation was based upon the. 
hypothesis that the behavior of a man i 
determined by his constitutional charac- 
teristics, his cultural background, his posi- 
tion in the society in which he lives, his 
developmental experiences, his later life 
experiences, and his total life situation as 
this is perceived by him. The procedures: 
were designed to gather data in each of 
these areas. They included an assessment | 
of the constitutional characteristics of each 
informant, a careful and extensive chrono- 
logical life history, a detailed history of all 
of his illnesses, interviews with sociologists, - 
psychiatrists, and a cultural anthropologist, 
a series of psychological tests (including 
the Rorschach, Wechsler-Bellevue, TAT, а 
projective questionnaire, and a sentence - 
completion test), a physical examination 
and a period of observation during an in- | 
formal evening's entertainment. The whole 
investigation required two days of each 
informant's time. Each became a source of - 
information about the attitude and behavior 
of the groups of which he was a member, — 
as well as about his own behavior during — 
his lifetime. Чч 
A good deal of effort was focussed upon 
an attempt to determine why these people - 
fought and fled. The observations give no 
support to the idea that the revolution and — 
the subsequent exodus were simply the re- 
sult of the unpremeditated action of people — 
swept up in a wave of mass emotion. On 
the contrary, they indicate that those who 
participated in these events had long-term, 
deep seated, realistic, and highly personal 
motives for their actions. This was true of 
nearly everyone studied, regardless of his 
background or behavior; it was such a 
regular observation among the students, 
adolescents, workers, teachers, scientists, ] 
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and professional people that there is very 
good reason to believe it is true of the 
refugee group in general. 

Their motives fell into two general cate- 
gories. The first was a long-term and insur- 
mountable feeling of personal insecurity— 
an implicit belief that, "No matter what I 
do, or how high a position I may attain, I 
and my family may be ruined at any time 
by the actions of others, or by events be- 
yond my control.” The second was a pro- 
found sense of frustration—a deep-seated 
conviction that, "In Communist Hungary 
there is no way that I can live out my life 
as I want to, and in a manner that satisfies 
my needs." The motives of the individual 
refugees were not based primarily upon ir- 
rational and generally shared prejudice, 
upon unformulated fear, or upon abstract 
political or religious convictions ; they were 
based upon personal experiences with con- 
fiscation, denunciation, arrest, imprison- 
ment, and the denial of jobs, housing, and 
education. Such motives were as strong in 
those who had been ostensibly favored by 
the Communist Government as they were 
in those who had been officially designated 
as "class aliens." 

None of the informants—not even those 
in a position to be well-informed—had ex- 
pected the revolution to occur when it did. 
No group had planned it. The great ma- 
jority of the informants had not been aware 
that many other Hungarians felt as strongly 
as they did. Yet all had been aware of their 
own intense dissatisfaction for many years 
past, and a very significant proportion of 
them had privately decided, long previous- 
ly, that they would flee from the country, 
or take part in rebellion, at the first op- 
portunity. In this, many of them were sup- 
ported by their families—even by family 
members who knew that they would be left 
behind. Thus the fight and flight of an in- 
dividual might have been sudden, but his 
behavior was not unrealistic, and often not 
entirely unpremeditated. 

Economic deprivation was a poor de- 
terminant of behavior. Some of those who 
participated most vigorously in the revolt 
were people who were economically better 
off than they might have been under the 
old regime, and knew it; others, including 
members of the old middle class and former 


Ч HINKLE, KANE, CHRISTENSON, AND WOLFF 


КЭЧ." © Nu 


b 


landowners, who had been reduced. 
ject poverty, took no part in ht 
but simply fled. The as a whole w 
relatively little about the 0 
nomic organization of the society. Thel 
resentments were focussed upon its “police 
state” aspects—its arbitrariness, restriction 
brutality, and unpredictability. 
Only a minority of our informants 
participated in the actual fighting, althe 
all had sympathized with the revoluti 
and many had supported it tacitly or by 
ancillary activities. Those who took up guns 
and fought regardless of the consequ 
were people who readily acted out their 
re and yeu drives. In. genera 
ey came segments of society in 
which fighting is acceptable behavior ; they 
were adolescents, working people, former 
soldiers, and former political p 
Writers, teachers, scientists, and pro 
al persons confined themselves to org 
tion, propaganda, supply, communicat 
and like activities. 4 
The group as a whole displayed a deep-- 
seated hostility toward Russians. This had 
been strongly reinforced by Russian 
havior during the past 15 years ; but ther 
was much evidence that anti-Russian at 
titudes existed in their parents before 
World War II, and that the younger gen- 
eration had derived their own attitudes pri- — 
marily from those of their parents. E 
They had a similar hostility toward the - 
people who made up the central Gom- 
munist Government group, and toward: 
many of the local functionaries and: 
hangers-on. Attempts by the Communists | 
to indoctrinate young people, students, and - 
workers by means of propaganda, educa- 
tion, and other activities had been sing 
ly ineffective in eradicating such attitud 
Even favored young members of the Con 
munist Party—students and intellectu 
who were relatives of prominent Commun- 
ists, who had grown up in the Party, 
who had no real memory of life as it 
before 1947—were disillusioned and bi 
ly opposed to the Communist system. Th 
had learned to form their beliefs and at- 
titudes from what they saw and kn 
rather from what they heard or read. 
regarded some socialist economic refo 
as desirable, but for Communism and Con 


THE SALIVARY CURVE : A PSYCHIATRIC THERMOMETER ? ` * 
GEORGE F. SUTHERLAND, M.D.° 


The remarkable sensitivity of the salivary 
secretion in reflecting the internal and ex- 
ternal milieu, led us to wonder if it might 
be adapted as a clinical adjunct to measure 
the emotional status. The observations pre- 
sented are taken from a larger study con- 
cerned with the investigation of “internal 
inhibition” (in the Pavlovian sense of the 
term) by the method of conditional re- 
flexes. They are merely incidental findings 


and do not constitute a coordinated attack 


V TEMA 


on a particular viewpoint. They are pre- 
sented in the hope that they may stimulate 
interest in widening the scope of evaluating 


- those aspects of emotional life that have 


proven so elusive when attempts are made 


_ to reduce “impressions” to a more concrete 


form. The record of the flow of saliva may 
be likened to the electroencephalogram 


- which, though not strictly mathematical in 


form, nevertheless can be compared with 
others taken in a similar manner. 

The salivary conditional reflex, I fancy, 
was not chosen by Pavlov as a subject for 
study because of some inherent property 
that gave access to the secrets of nervous 
function but rather because of his continu- 
ing interest in the digestive processes. 
Nevertheless, it has much to recommend 
it as a medium of investigation. Without 
requiring any operative interference the 
parotid secretion is readily available in 
man for recording purposes by means of a 
small suction сарѕше(1) applied di- 
rectly over the opening of Stensen's duct. 
(Fig. 1) The types of stimuli required to 
induce a flow of saliva are specific and can 
be controlled. They fall into two groups : 
those concerned with alimentation and 
those directed toward combating irritants. 


— — Ordinarily the reflex is not subject to acts 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2This study made possible through the cooperation 
of the Research Department of the Spring Grove 
State Hospital, with assistance from Friends of Psy- 
chiatric Research, Inc. 

8 Chief, Division of Psychiatric Education & Train- 
ing, Department of Mental Hygiene, State of Mary- 
land, Baltimore, Md. 
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of will, thus eliminating random or de- 
liberate activity that so frequently compli- 
cates the interpretation of motor defense 
reactions. On brief stimulation the reflex 
is elicited promptly, usually in one or two 
seconds, and its effects continue for some 
8 to 10 minutes, allowing detailed observa- 
tion but still falling within the convenience 
of a daily experimental session consisting of 
from 4 to 6 combinations of signal plus 
reinforcement. The response is determined 
not only by the specific stimulus but also 
is subject to modification by the internal 
and external milieu which makes possible 
the opportunity to measure these factors. 
Finally, the salivary reflex offers a bridge 
to collate the traditional Pavlovian work 
in animals with analogous studies in man. 

The failure to demonstrate the condi- 
tional salivary reflex on the part of many 
investigators has been attributed to the 
readiness with which inhibition is devel- 
oped by the human subject. It is this 
same facility of elaborating inhibition that 
offers the advantage in this investigation. 
Actually we have experienced no difficulty 
in demonstrating the reflex. Technique and 
instrumentation are probably the answer. 
From a technical standpoint the difficulty 
is about the same as that of recording the 
electroencephalogram. 

Recently I was surprised to read the 
statement by Bykov(2) that many investi- 
gators, including Gley(3), Langly, Winsor 
and a number of the Russian neurologists 
failed to form a salivary conditional reflex 
in an adult individual.* 

Fig. 2 illustrates a conditional salivary re- 
flex in an adult and this is not a single ex- 
ample by any means. I doubt that it is 
much more difficult to demonstrate the sal- 
ivary reflex in man than in the dog. I 
would point out that in animals one usually 


+1 could not help noting that the formation of the 
reflex in children was accepted presumably because 
Krasnógorsky(4) had written on the subject but 
come to think of it I do not recall if anyone since 
has confirmed the work. This brings to mind an 
amusing incident that occurred while I was working 
in Montreal in the early thirties. L. Andreev, from 
Pavlov's laboratory was also there at the time as ап 
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chooses а "good secreter" and by same 
token discards those that fail to answer 
the purpose as readily. From a medical 
standpoint this cannot be done in man, 
especially in the case of patients, if the 
results are to be statistically valid. 

It seems true that inhibition is much 
more easily mobilized in man than in ani- 
mals but when attention is paid to this 
fact there is no question that conditional 
salivary reflexes can be formed and demon- 
strated under laboratory conditions. In fact, 
there is no way to prevent their being 
formed—it is in the demonstration where 
the difficulty apparently lies. Anyone 
familiar with the technique of the condi- 
tional reflex method is shocked to see 
the recklessness with which the average 
laboratory procedure is carried out. Ex- 
traneous stimuli are at work and it is 
inconceivable that they fail to play havoc 
with the finer nuances of the technique. I 
am convinced that a whole world of in- 
formation is consistently—one might even 
say deliberately—missed. The argument 
that there is no time for fol-de-rol in a 
clincal setting loses its validity when one 
considers how often inconclusive or even 
misleading procedures are repeated in an 
effort to arrive at a definite conclusion. 

The demonstration of the conditional 
reaction in a laboratory requires more than 
the usual vigilance accorded clinical pro- 
cedures. It must be realized that the whole 
thing is an artificial setting designed to 

isolate a single element in the psycho- 
logical field and relate that to an uncon- 
ditional reflex. From a physiological stand- 
point this is a most tenuous link tempo- 
rarily established and it is not surprising, 
therefore, that its most striking charac- 
teristic is its variability. This shows itself 
in the prompt variations in flow that 
ensue in response to minute changes in 
the environment. Tandem experiments 


exchange professor. On one occasion I told him that 
I proposed to use cats as subjects for motor condi- 
tional reactions, He said that the notion was 
but warned thas it was futil cause. i 
found in the Pavlovian due 1 
not be used as subjects i 
After a few weeks had @ 
motor reflexes (similar іо ёо 
pictures by Masserman), 
vouchsafed that Canadian Ù 
Russian cats ! NS 


pinges upon it whether or not 
to be included in the protocol. 
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paratus. Ап air-filled apparatus } 
of its slight inherent compressibility 
usually fail to pick up the instant the 
salivary flow is initiated and as a result” 
no record of the conditional response is 
obtained, or else foci? delay 


ing it mechanically registered in the 


centimeter. This accomplishes two things: | 
it records small changes and causes the | 
drops to pass over the electrodes quickly, 
thus ensuring a prompt registration. d 
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For a laboratory, two adjoining rooms 
are used situated in a rather remote quiet 
section of one of the hospital buildings. 

- During the experimental session the ob- 
server remains in one of these rooms but 
can view the subject in the other through 

a one-way glass. Fig. 4. 

Fig. 5 shows a diagram of the sialometer 
adopted in these investigations. The saliva 
is collected by means of a salivary capsule 

_ fitted over the opening of Stensen's duct. A 
- single chambered capsule was used with 
one or two rings concentrically placed to 
prevent the mucosa from invaginating into 
_ the opening and blocking it. A small tube 
- (#190 polyethylene) leading from the 
- capsule conducts the saliva to a reservoir 
- whence the pressure is transmitted through 
- a diaphragm which in turn displaces an 
ў equivalent amount of saline through the 
. drop recorder. The electrical impulses are 
. generated when the drop closes the cir- 
- cuit through an amplifier that operates the 
. recording pen. 
І First, all the air is eliminated from the 
" system, then the capsule is applied and 
the valves turned as shown in the diagram. 
. After a few seconds the suction will hold 
. the capsule in place and the test can begin. 
| The principal signal that we have em- 
. ployed is an electric metronome. Rein- 
_ forcement is supplied in the form of one 
cubic centimeter of sweetened lemon juice 
. that is conducted from a syringe by a 
second small tube that opens on the 
outside of the capsule. 
$ Fig. 6 shows a positive conditional reflex 
- as it is actually registered by the pen. 
— This record was taken on the fifth day of 
. а series, using a member of the staff as a 
subject. Each daily session consisted of 
approximately 5 combinations of signal 
and reinforcement. 

Fig. 7 shows the same reflex when trans- 
formed into a chart showing the rate of 
flow of the saliva. Subsequent charts will 
appear in this form.® 


5 Spring Grove State Hospital, Baltimore 28, Md. 

$'The problem of preparing a chart showing the 
rate of flow from the tape that records the drops of 
saliva is a tedious procedure. The interval between 
each successive drop must be measured using an ap- 
propriate reciprocal scale and plotted accordingly. 
To obviate this we have recently used an integrating 
amplifier in tracing the curve directly, The impulse 
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For each experimental session a proto- 
col is prepared in advance and followed 
precisely, This is i to avoid the 
unnecessary generation of inhibition and 
to prevent the elaboration of a "time" 
reflex. To accomplish these purposes the 
signals for the most part are kept short (3 
to 5 seconds) and are repeated at intervals 
that vary (3 to 8 minutes). When the con- 
ditional reaction is to be tested an occas- 
ional signal is prolonged (10 seconds to 
20 seconds) and the reinforcement delayed 
proportionately. The duration of the signal 
is considered as being from the initial 
sound of the metronome until the appli- 
cation of the lemon juice. To provide con- 
tinuity the metronome overlaps the be- 
ginning of the lemon juice. The applica- 
tion of the lemon juice can be recorded 
with a fair degree of accuracy but the 
duration of its effects obviously must be 
considered variable. 

In response to a brief stimulus, saliva 
is secreted in a series of spurts rather than 
by a continuous stream as might have been 
anticipated. The rate of flow rises swiftly 
to a maximum but then declines by à 
succession of ever-diminishing fluctuations 
tracing a curve that lasts about 8 minutes 
before the baseline is resumed. (Fig. 8) 1 
hasten to add that this curve is seen in its 
entirety only under perfect conditions but 
usually one or more cycles are clearly ap- 
parent. These certainly correspond to the | 
Pavlovian phases of positive and negative 
induction. Superimposed on this parent 
curve are minor recurrent variations of 
undetermined origin. 

The gross contour of the major curve ap- 
proximates the following mathematical - 
formula: 

у= 608 Ds 9x. T 

suggesting that the oscillations represent 
the fluctuations of a feed-back mechanism 
whereby equilibrium is re-established. In 
this connection it is interesting to call at- 
tention to the fact that Pavlov alludes to 
such a homeostatic device(5) but does 
not elaborate the subject futher. 

In 1932 I learned from L. Andreev ( per- 


initiated by the drop closing the circuit activates а 
multivibrator that drives the integrator. Simultaneous. 
records of the drops of saliva and the rate of flow 
may thus be obtained. 
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sonal communication) that the workers in 
Pavlov's laboratory appreciated the sig- 
nificance of at least the first part of the 
curve and took cognizance of it in their 
experiments.’ 

In the quiescent state the baseline secre- 
tion is relatively uniform and the experi- 
ment in our laboratory indicates that the 
rate of flow from the parotid duct is from 
three hundredths to five hundredths (3/100 
to 5/100) cc. per minute. It is well known 
that a high interval secretion in animals is 
associated with poor positive reflexes. In 
the "agitated" form of the experimental 
neurosis where central irritation is the 
rule, the level of interval secretion is ele- 
vated. In the inhibited type the level is 
depressed. It is no surprise, therefore, 
that we have more difficulty in demon- 
strating conditional reactions in patients 
than in non-patients. The administration 
of local anesthetics or atropine and con- 
versely local irritants of philocarpine pro- 
duce analogous effects. Some of the tran- 
quilizers in large doses depress the re- 
flexes and alter the interval secretion. In 
the absence of extraneous influences we 
may assume that a consistent departure 
from the "normal" salivary curve may be 
attributed to the internal state of the or- 
ganism. 

Our experience thus far indicates that a 
relation appears to exist between the sub- 
jective sense of well-being and the contour 
of the salivary curve. A change in the curve 
heralds a coincident change in the internal 
milieu. It may also be that what we inter- 
pret as anxiety corresponds at least in part 
with "irritation" in the conditional reflex ter- 
minology. By contrast central inhibition 
closely resembles depression. Inhibition 
may occur in conjunction with many 
disorders and is not necessarily character- 
istic of depression in the formal diagnostic 
sense of the term. One of the more confus- 


* From a physiological standpoint it seems probable 
that this theory offers a satisfactory explanation, not 
only of this phenomenon but suggests the mechanism 
by which blood Sugar or blood pressure levels are 
maintained. The only concrete substantiation of it 
* comes from McElroy(6) who describes a similar 
curve in the maintenance of the enzymatic control of 
growth processes involving the conversion : 
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ing combinations is the associstion 
ritation and inhibition, which if our 


record. The administration of Amytal gr. Ш 
tended to restore the regular rhythm. — 

Fig. 10 demonstrates the effect of ong 
of the new drugs. On the first day after 
= ag am the record ab 

nged from one e | 
the antithesis о tahini The n 
ord correctly forecast that the choice 
the medication was unfortunate, portei 
ing that the patient would become m 
depressed. This was confirmed clini 
after a therapeutic trial and the drug had ` 
to be discontinued. АЕ 

The prompt response of the salivary flow — 
to a change in the emotional status 
exhibited quite unexpectedly in a wes 
whose records had previously shown 
hibition. One day the record 
mild irritation. This sudden change - 
prompted the experimenter to inquire if - 
there had been a coincident change in l 
dinical aspect. At first bé was К 
with an emphatic “no” but on pressing the 
inquiry found out that the morning of the — 
test the patient had been involved in a 1 
fight and was the victor in so far as she | 
was moved to a better ward. Following — 
this geographic change the patient's spirits ' 
were much improved. 

In general it appears that tension or - 
anxiety gives rise to a high level baseline 
secretion. (Fig. 11) By contrast, depres- - 
sion gives a lower level secretion. (Fig. 12) ~ 


the slightest change in the internal milieu. 
manifests itself promptly, even before the - 
clinical evidence appears. By way of ex- | 
ample, the incipient stage of a head cold - 
invariably gives rise to an "irritation" rec- 
ord. One cannot but be impressed with | 
the sensitivity of the method as a reflection 
of the internal milieu. Perhaps this very _ 
sensitivity may be the factor that militates 


THE SALIVARY CURVE 


- against its adoption as a clinical measure. 
The remarkable constancy of this curve, 
- other things being equal, is striking. Never- 
theless, it is also true that each record of 
the salivary secretion tends to be stamped 
_ with the pattern of the individual from 
— whom it was obtained. This, of course, is 
not surprising in view of the fact that the 
С БЕС and other physiological phenomena 
= also bear the mark of individuality(7). 
Since it is not practicable for one experi- 
- menter to investigate the conditional re- 
flexes of more than 3 or 4 individuals at the 
same time, it is usually easy for him to 
- identify those records taken from the same 
individual merely by inspection. This is 
mot to say that in a large series the same 
could be done, because of the basic simi- 
larity in all “normal” records, in all show- 
g central inhibitions and in all showing 
irritations. One subject varies from another 
- not only with respect to his level of base- 
line secretion but also in his specific re- 

sponse to a given stimulus. 

Inhibition is so easily mobilized in man 
that more vigilance is required in demon- 
strating the salivary conditional reflex than 
is customarily accorded to laboratory pro- 
cedures. The little work that has been 
attempted has been reported chiefly in the 
. early thirties by Russian and Central Euro- 
= pean workers. There are scarcely any 
- present day references even in comparison 
- with the motor reflex. The same complaint 
— was voiced in 1916 by Watson(8). 


SUMMARY 


The method offers a most promising field 
of investigation for those who are prepared 
to invest the time and effort to learn the 
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technique. It seems reasonable to antici- 
pate that a considerable saving in time 
could be effected, for example, in the test- 
ing of therapeutic procedures by having 
recourse to an objective measure rather 
than impressions that rely upon statistical 
analysis for verification. It might be men- 
tioned that one “sputnik” is more con- 
vincing than all the statistical evidence in 
the world. 

At least one of the more venturesome 
pharmaceutical companies has already tak- 
en advantage of the motor conditional 
reflex in rats in arriving at suggested doses 
for each of its new tranquilizers. It is in- 
teresting to reflect that the medical pro- 
fession accept the findings of the drug man- 
ufacturers obtained by a less precise meth- 
od by comparison, yet seem reluctant to, 
explore a much more exact technique im 
the clinical application of the drugs them- 
selves. 

BIBLIOGRAPHY 

l. Lashley, K. S.: J. Exper. Psychol., iv 
461, 1916. 

2. Bykov, Konstantin M. (Tr. W. Horsley 
Gantt) : The Cerebral Cortex and The Intern-- 
al Organs. New York: Chemical Publishing 
Co., 1956, p. 386. 

3. Gley, E. and Mendelssohn, W.: C.r.de. 
Soc. de. Biol., 78 : 645, 1915. 

4. Krasnogorsky, N.: Jrbh. f. Kinderbk u. 
Phys. Erziehung, 114 : 256, 1926. 

5. Pavlov, I. P. (Tr. G. V. Anrep) : Con- 


ditioned Reflexes. London : Oxford University 
Press, 1926. 

6. McElroy, William D. : Prof. Biol., Johns 
Hopkins University, Baltimore, Md. Personal 
communication. 

7. Sutherland, G. F., Wolf, A., Kennedy, 
F. : Med. Record, 148 : 101, 1938. 


8. Watson, John D. : Physiol. Rev., 23 : 89, 
1916. 


et i a ë 


LONGITUDINAL OBSERVATIONS OF BIOLOGICAL DEVIATIONS 
IN A SCHIZOPHRENIC INFANT?! 


BARBARA FISH, M.D. * 


Clinical, physiological, and hereditary 
studies create the impression that a con- 
stitutional predisposition to schizophrenia 
exists in varying degrees of severity, which 
then interacts with the individual's assets 
and the stresses to which he is exposed, to 
produce the many different clinical pictures 
of schizophrenia. A few schizophrenic chil- 
dren appear to have such a severe predis- 
position that development regresses in spite 
of the best family care, schooling and psy- 
chiatric treatment that are available at 
present. The most severely affected patients 
in Kanner's autistic group fall in this cate- 
gory. Other milder childhood schizophren- 
ics with a pseudoneurotic or pseudopsy- 
chopathic picture, show some degree of 
intrinsic deviation in their development, but 
the degree of psychological illness which 
results appears to be much more responsive 
to family, educational and psychiatric treat- 
ment. 

Studies of constitutional factors in adult 
schizophrenics raise objections that the bio- 
chemical disturbances which have been 
found may be either primary predisposing 
factors, or might be secondary to the pro- 
longed anxiety or hospitalization which has 
already existed. However, working with 
schizophrenic children, Bender has pointed 
out that certain characteristic deviations 
from normal physiological and neurological 
development are present in their histories, 
often at birth(1, 2). 

As a first step in investigating pos- 
sible constitutional factors by prospective 
studies, a pilot study was begun in 1952 
to determine whether biological differences 
which distinguished schizophrenic from 
non-schizophrenic children could be de- 
tected in the early development of infants. 

The author examined a random sample 
of 16 infants in a Well Baby Clinic that 


1 Read at the 114th annual meeting of the Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

?Departments of Pediatrics and Psychiatry, New 
York Hospital-Cornell Medical Center, New York 
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served a very deprived ѕосіо-ес 
population, and was therefore w 
heavily in the direction of social and psy- 
chiatric pathology. From the age of om 
month, the infants were studied for . 
of deviate development. The data from. 
physical and developmental examina! 
were analyzed according to criteria d 
from Bender. Accordingly, vulnera 
schizophrenia was defined in terms of 1 
Disturbed regulation of physiological pat 
terns, as seen in disturbed physical gro 
poor temperature control, vaso-motor 
stability, allergic phenomena, respi 

and gastro-intestinal difficulties, and 
turbed sleep patterns; and 2. An uney 
pattern of growth, characterized by 
sequences and combinations of retardat 
and precocity occurring in all fields, motor 
perceptual, language and social. 

The infant, Peter, who showed the m 
severe disturbance of development and 
therefore identified as the most vu 
to schizophrenia at one month of age 
subsequently, is now a schizophreni 
5% years old. Three other infants sho 
lesser developmental deviations than Pe 
initially and as they grew older. Th 
children have developed psychological 
gression readily and have shown mi 
anxiety than any of the 12 infants who 
veloped more evenly. However, the 3 
termediate infants never showed the p 
sonality: disorganization seen in Peter а 
they are not considered to be schizophr 
at this time. 

Previous papers have presented th 
tailed clinical observations of these 
dren and their families, the criteria 
in the initial rating of vulnerability an 
later diagnostic evaluations, and the ge 
of the psychological manifestations 
served(3, 4). The present paper will 
on several of the biological disturb 
seen in the schizophrenic infant, w 
distinguished his early development 
that of the other infants studied and fron 
accepted norms of development. 

From the beginning, Peter sh 
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unusual torporific state and poor muscle 
tone. He slept more than usual in his first 
month and moved very little. When ex- 
amined at one month of age, although he 
was precocious in some areas, he was le- 
thargic and inactive even when awake and 
showed a diminished response to sounds 


Peters abnormal torporific state and 
doughy muscle tonus, which were marked 
during the first 6 months of life, are similar 
to that seen in normal premature infants 


reticular activating system which occur dur- 
ing the development of normal animals and 
- human infants, as well as in the develop- 
_ ment of schizophrenic children. 
; A second biological disturbance was 
Peter's uneven growth which differed from 
_ standard norms, from the control infants, 
_ and from usual forms of retardation and 
precocious development. His longitudinal 
| development was unusual, showing both re- 
| tardation and acceleration, which were 
most striking in the areas of posture and 
4 locomotion during the first year. He held 
his head up well at one month but was no 
longer able to lift it at 3# months, and was 


d 
4 
| 
| 
l 
1 
: study the changes in the functioning of the 
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barely able to lift it again at 6 months. 
This aspect of actually went 
into “reverse” in his early months. Control 
of his trunk la: so severely between 1 
and 9 months that at 9% months he couldn't 
sit, and had less control of his body than 
a normal 5 month old. Yet right after this, 
development suddenly accelerated so that 
he was walking normally by 13 months 

The extent of this abnormal development 
can be seen more clearly when these data 
are expressed quantitatively. 

Figure 1 shows the comparison between 
Peter's uneven motor development and the 
relatively even motor development of the 
other babies. The chronological age of the 
children is plotted along the horizontal 
axis. The level of postural-locomotor de- 
velopment at each examination is plotted 
on the vertical axis, the level being ex- 
pressed as the age when these levels are 
“normally” achieved, according to Gesell's 
standards. 

tative curves of the control in- 
fants cluster about the hypothetical "nor- 
mal" curve, and show relatively even de- 
velopment of and locomotion, some 
children developing faster than others. In 
contrast, the lowest curve shows Peter's 
very uneven postural development. This 
dropped to less than 50$ of normal between 
3 months and 10 months of age, and then 
sharply rose to normal by 13 months of 
age. One must suspect "serious retardation" 
in a child whose development falls below 
65-75% of what is expected for his chrono- 
logical age(8). The retardation in this in- 
fant was well below this critical level. 

However, this abnormal postural develop- 
ment was quite different from the usual 
"slow" baby who shows relatively even re- 
tardation(8). Although Peters motor de- 
velopment dropped well within the defec- 
tive range by 10 months of age, in the 
recovery phase which followed, he gained 
5 months development during 2 months’ 
time, showing a rate of development 2X 
times as fast as the normal rate. This pe- 
culiar retardation followed by unusual ac- 
celeration indicates a disorganized postural 
development, with a fluctuating rate, rather 
than simple retardation or acceleration. 
These data suggest that there was a dis- 
turbance in whatever central nervous sys- 
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tem mechanisms ordinarily regulate the 
pattern of postural development, and nor- 
mally control its orderly progression in the 
dimension of time. 

Peter differed in other ways from babies 
with simple retardation. Figure 2 shows the 
contrast between Peter's abnormal 
development and the normal 
of his eve-hand coordination and fine ma- 
nipulation. This latter skill dipped only at 11 
months, to 80% of normal, at a time when he 
appeared to be preoccupied with exploiting 
his sudden increase in postural stability. 
Otherwise fine coordination proceeded 
evenly in the first year at a rate that showed 
him to be of average intellectual potential. 
The discrepancy between the longitudinal 
development of these two functions pro- 
duced a picture of "scatter" in his function- 
ing on any one examination. 
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28 BIOLOGICAL DEVIATIONS IN A SCHIZOPHRENIC INFANT 


. 8 to 4 months, This disorganization is com- body growth, and growth in head circ m- 
_ parable to a 6 year old child whose achieve- ference began to lag shortly after postural 
ments range from a 1 or 2 year level, upto tone did so. The rate of physical growth 
- the 5 year level. We are familiar with this reached its lowest point also at 10 months, 
- lack of integration between different func- and accelerated after that, paralleling the 
- tions in the psychologic performance of course of neurological maturation. я 
. older schizophrenic children and in schizo- Autonomic disturbances coincided with 
_ phrenic adults. The same disorganization the lag in physical and neurological devel- 
was observed in the neurological develop- opment. The vasomotor disturbances d vi 
- ment of this infant from one month of age. this period included pallor, cyanosis " 
The last deviation in this infants bio- mottling of peripheral origin, and derma- 
"logical development to be discussed here  tographia, which were worst during the 0 
is the correlation between Peters abnormal period of greatest lag in growth. Gastro- 

eurological development and a number of intestinal disturbances included spastic 
physiological disturbances. constipation, and both increased and de- 
l Figure 4 shows again Peters uneven creased appetite. For the first 5 months of 
postural development. The vertical line at life, even while growth was slowing down, 
10 months indicates the age when posture Peter ate voraciously. At his lowest point, - 
lagged the most, which was followed by the аё 10 months, he gave no outward signs of 
rapid return to normal. It can be seen that being hungry, although he ate well when 
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fed. At this time he became unable to suck 
and had to be fed milk with a spoon. The 
period of torpor and inactivity has already 
been described, 

Interestingly, Peter began to have a velopment 
series of respiratory and ear infections just dreds of by Gesell and o 
after body growth and motor development from the usual forms of retarded or І 
began to return to normal, during a period — cocious development. m. 
when he appeared to be more vigorous and The following deviations were discu 
in better physical shape. 1. The presence of an abnormal torp 

The authors earlier papers have dis- state in the first months of life, 2. A 
cussed how Peters physical symptoms but transient lag and d 
evolved into his later perceptual and psy-  posturalocomotor development, and | 
chological disturbances, and how the in- Physiological disturbances which рагай 
adequate mothering he received exagger- the transient neurological disturb 
ated both his physical handicaps and his including retarded physical growth 
later personality disorganization. autonomic instability. These biologi 

manifestations antedated the anxiety an 
CONCLUSION psychological symptoms, and app d 

The longitudinal observations made on be intimately related to the later ¢ 
this child, who is clinically schizophrenic manifestations of schizophrenia. 
at 5% years, show that the normal progress A preliminary study such as this ra 
of neurological and physiological matura- more questions than it answers. We 
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to study a much larger number of infants 
to determine the critical limits beyond 
which erratic development may be the first 
sign of schizophrenia, as distinguished from 
the spectrum of relatively benign individual 
variations ; and to study how different pat- 
terns of maternal care and early physiologi- 
cal support can modify this development. 
'The capacity of different individuals to 
maintain psychological integrity in the face 
of stress is often attributed to elusive 
qualities we summarize as ego strength. It 
would appear that there is a related varia- 
tion in the capacity for integration in the 


- early neurophysiological development of in- 


fants. Differences in the growing organiza- 
tion of alertness and muscle tonus, the 
progression of postural control, physical 
growth and autonomic stability lend them- 
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selves to quantitative measurement and 
analysis. We believe that further study of 
these individual differences in early neuro- 
logical integration should increase our un- 
derstanding of the factors making for men- 
tal health and disease. 
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I LEPROSY AND PSYCHOSIS : 


Patients at the National Leprosarium in 

- Carville, Louisiana, show a 10% prevalence 
_ of psychosis. This prevalance, greatly in- 
_ creased over the frequency in the general 
. population, has implications for a more 
а complete understanding of both leprosy and 
- schizophrenia. 
—. Surveys of the prevalence of psychosis 
in representative United States communi- 
ties vary from 5.5 to 12.5 per 1,000 people ; 
schizophrenia occurs from 1.7 to 3.4 times 
per 1,000 people(1). (Figure 1) 
- Tuberculosis, a chronic disease similar to 
leprosy, shows little or no tendency to in- 
- crease the rate of psychosis in the view of 
Kraepelin(2), Conlogue(3) and Neyman 
_ (4); however, a survey by Forster(5) 
_ shows З psychotics in 100 hospitalized 
_ tuberculosis patients. 
___ Kraepelin(6) states that leprosy does not 
increase the occurrence of mental illness 
and refers to Hansen and Moreira to sup- 
port this view. 
. .. Cazenavette(7) in 1927 reviewed the 
. world literature on mental illness associ- 

ated with leprosy and reported a 3% prev- 
. alence of psychosis among leprosy patients 
_ at Carville. This survey lacks a system of 
_ psychiatric diagnostic nomenclature. A re- 
_ interpretation of this detailed investigation 
using current psychiatric nomenclature is 
justified and indicates a 9% prevalance of 
_ psychosis among the 427 lepers admitted to 
Carville from 1923 to 1927. (Figure 2) 
- . A census of known mental illness at the 
4 leprosarium in September 1953 listed 49 
h with a psychiatric diagnosis out of the 
_ 377 patients. Ten percent of all the patients 
_ at Carville were psychotic; 6.62 were 
= schizophrenic, The diagnosis of psychosis 
. included schizophrenic reaction, 25; chron- 
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ic brain syndrome, 12 (senile 11, cerebral 
arteriosclerosis 1) ; and paranoid state, 1. 
'The nonpsychotic conditions included per- 
sonality disorder, 3 ; and mental deficiency, 
1. (Figure 3) 

This census of mental illness was based 
on the 1950-1953 diagnostic records of the 
psychiatric consultation service which was 
reorganized in March 1950 under a Board 
certified psychiatrist. The entire institution- 
al population was not examined ; however, 
all behavioral and social problems in pa- 
tients as well as organic and functional 
disease of the central nervous system were 
referred to psychiatry after March 1950. 
Complete psychiatric examinations were 
performed; standard nomenclature was 
used and diagnoses were usually confirmed 
by two psychiatrists. In addition, about 37 
new admissions from 1950 through 1953 
were seen in brief psychiatric screening 
interviews. 

A few of the more disturbed psychotic 
lepers had been segregated for many years. 
A 20-bed closed psychiatric unit has been 
filled since it opened in 1954, An unknown 
number of psychotic patients who did not 
present medical, psychiatric or social man- 
agement problems were never referred to 
psychiatry. Much of the patient population 
was Spanish speaking while the medical 
staff was not, so the language barrier may 
have acted to shield some psychotics. 

Most of the schizophrenia was of long 
standing and the records usually did not 
reveal whether overt schizophrenic symp- 
toms preceded the admission to Carville 
for leprosy. Nearly all the schizophrenia 
was of the chronic type with a thinking dis- 
turbance, blunting of affect, apathy and 
isolation prominent in the clinical picture. 
Considerable intellectual deficit was pres- 
ent on the psychiatric examination of most 
of the schizophrenics. This finding is com- 
patible with chronic schizophrenia but may 
also be related to other factors: the low 
socio-economic and educational level of 
most of the patients, the effects of the 
physical illness and the loss of intellectual 
stimulation due to the isolation and stagna- 
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tion of institutional life. The language bar- quency of psychoneuroses. The s 
rier of the many patients speaking little or fear attached to psychiatric rel 
no English was an obstacle in the psychi- unavailability of psychotherapy, as well 
atric evaluation as well as the socialization the reduction of anxiety by тен об ' 
of those patients within the institution. assignments and general medical 
The lack of diagnosed psychoneurotic ment kept psychoneurotics from the 
reactions indicates only a relative infre-  chiatrist. The absence of manic-depre 


FIGURE 1 E. 
PERCENT OF PREVALENCE OF PSYCHOSIS AND SCHIZOPHRENIA FOR POPULATION OF 
UNITED STATES COMPARED TO PREVALENCE AMONG LEPERS AT CARVILLE 
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FIGURE 2 
Per CENT OF PREVALENCE OF PsycHOsis AMONG 427 LEPERS ADMITTED TO 
CARVILLE 1923-1927, BASED ON PAPER BY CAZENAVETTE 
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‘and involutional reactions appears to be 
“уана. The author's contacts with patients 
from 1953 to 1955 confirmed the rarity of 
- manic-depressive and involutional reactions 
as well as the reduction in the usual fre- 
_ quency of psychoneurosis. 
- Psychological and social factors in the 
— Carville patients explain many of the psy- 
1 chotic reactions. The patient population is 
largely from a low socio-economic segment 
of the population of 5 states: New York, 
California, Texas, Louisiana and Florida. 
— Leprosy is seen by many patients as lifelong 
exile from community, family and friends. 
| The social stigma of leprosy is overwhelm- 
ing both in fact and fantasy. Admission to 
| Carville is often followed by a depression 
of mood lasting two or three months. De- 
- nial of leprosy among patients may occur 
on admission or during the course of in- 
| stitutional care. Withdrawal, guilt and the 
- loss of self esteem due to the onus of 
leprosy may result in depersonalization. 
| The common sight of a few patients with- 
| out eyes, noses, ears, hands or feet due to 
| leprosy may correspond to a psychological 
- disturbance of body image. The emotional 
atmosphere of the better adjusted patients 
_ of the institution is one of passive-depend- 
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ent resignation with many paranoid over- 
tones. Hope and gaiety are largely lacking. 
Many patients stay for their lifetime and 
lose all family interest and ties. A few 
leave without permission but most of these 
return voluntarily. Some patients who are 
considered cured are unwilling to leave 
because they have no place to go(10). 

A program for the exploration of this 
problem can be formulated. The atmos- 
phere of the leprosarium in terms of its 
psychosocial impact on the individual leper 
should be evaluated. This would require 
knowledge of the institutional atmosphere 
as well as consideration of personality types 
common to the patient group. Recognition 
of the patient subgroups based on racial, 
religious, language and other cultural 
identities is necessary, e.g the patients а 
whose blindness is due to leprosy who live, 
together in a “blind house,” small croup 
of Negro and Chinese patients segregated 
by residence hall, the few well-educated 
patients of Northern European descent who 
are missionaries. The long-standing social 
barriers between patients and employees 
are significant. Recent successful patient 
activity to oust an unpopular Medical Offi- 
cer in Charge is one of the few examples of 


FIGURE 3 
PER CENT OF PREVALENCE OF MENTAL ILLNESSES AMONG 
Lepers AT CARVILLE IN 1953 
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patient group integration(8, 9, 10). 

Psychodynamic studies of the individual 
patient by means of projective techniques 
as well as psychotherapy should be a part 
of the program to understand the reaction 
of the total personality to leprosy. Some of 
the psychotic reactions as well as the be- 
havioral and neurotic problems would be 
best understood by this approach to the 
patient. 

The impact of the psyche on the leprosy 
process in terms of etiology, course, com- 
plications and prognosis could be studied 
at Carville. Leprologists have suggested 
that the patient's emotions play a significant 
role in the course and cure of leprosy(11, 
12, 13, 14) as well as in the complicating 
allergic lepra reaction(15). It is reported 
that hypnosis has been used in the treat- 
ment of the depression, pain and paresthesi- 
as of leprosy in Russia with some success 
(16). Leprosy remains a disease with many 
unknown etiological factors. There are 
definite resemblances to Selye's diseases of 
adaptation (17, 18, 19, 20, 21). We know the 
brain-pituitary-adrenal relationship is in- 
volved in these diseases of adaptation. The 
complexity of the mind-body relationship 
in leprosy invites a vigorous, multidimen- 
sional study. у 

A biological affinity of schizophrenia for 
lepers could explain an increase of schizo- 
phrenia among them. The incidence of 
schizophrenia and psychosis in chronic hos- 
pitalized leprosy patients should be com- 
pared to that of first admissions as well as 
non-hospitalized lepers; tuberculoid and 
lepromatous leprosy patients may differ in 
type and rate of mental illness. Lepers in 
Asia and Africa may show a different fre- 
quency and form of psychosis from those 
in the United States. Both leprosy and 
schizophrenia may have important constitu- 
tional determinants and there might be 
some common factors. The significant role 
of bacterial, infectious, hereditary, environ- 
mental, resistance, immunological, allergic 
and racial factors in the etiology of leprosy 
suggests that some of these dimensions 
might be used to approach the schizo- 
phrenia-leprosy problem. 

Leprosy may cause an organic, metabolic 
or toxic lesion of the brain, The literature 
on leprosy(22, 23, 24, 25, 26), including 


phasize the high incidence of psychosis in 
lepers and the possibility of an organic: 
brain disease associated with leprosy. — 
The problem of central nervous m 
dysfunction in leprosy should be геехріогей 
by a program including complete neuro- 
logical and psychiatric examination, cere- 
bral fluid studies, electroencephalograms.- 
and psychological tests. This clinical e > 
tion of the psychotic leper should discrimi- 
nate between a schizophrenic and ^ , 
organic psychosis. A control group of nc 
psychotic lepers studied in terms of central ^ 
nervous system function may be 1 
Further examination of post-mortem mat 
al may be indicated. 2 
There are an estimated five million per- 
sons afflicted with leprosy in the world 
(30). “Leprosy in the United States is a 
definite, though not a great, public health - 
problem,” according to a 1955 survey by 
Badger(31). A comprehensive study of the — 
mentally ill lepers at the U. S. Public Health ~ 
Service Hospital at Carville would fill the 
manifest need for clinical data in order to — 
plan psychiatric care for lepers. It would | 
also be of genuine value in clarifying the 
psychophysiological aspects of leprosy. 


SuMMARY hi 
Leprosy is a unique stress with anatomie, - 
physiologic, psychologic and social effects i 
on the individual. Here is an oppo ^ 
to explore this stress in terms of the mental — 
reaction. We would expect to learn much | 
about causation of schizophrenia and. psy- 
chosis in the Carville patients. Such a study: 
also offers hope of a better understan 
of the role of psychological and social i 
factors in the origin of all schizophrenia. — 
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SOME PSYCHOANALYTIC IDEAS APPLIED TO ELATION AND 


Those of you who examined the photo- 
сору of Freud's manuscript of Hemmung, 
—— Symptom und Angst which was exhibited 
_ two years ago in Chicago may have noted 
that he emended the title. Before writing 
_ the essay, Freud appears originally to have 
— set down the words Hemmung und Symp- 
— tom, then later to have added the word 
- Angst, transposing the und by means of a 
оор, so that it came between Symptom and 
Angst. This small alteration serves to indi- 
- cate that during the writing, the topic of 
xiety came to have equal importance 
th inhibition and symptom. Freud's cor- 
ection was the first that the title received. 
he second, so far as the English transla- 
tion is concerned, was made in America. 
о translations were published, one in 
ngland, where it kept the literal transla- 
tion of the German title, Inhibition, Symp- 
toms and Anxiety. The American version 
omitted the words inhibition and symptom ; 
ind it bears the title, The Problem of 
_ Anxiety. The new name did not originate 
" - with the American translator, the late 
Henry Alden Bunker, but with the pub- 
-Jisher, Mr. W. W. Norton. 
- . "These emendations have their meaning. 
_ They herald the book's effect on the think- 
- ing of the psychoanalytic world. For, look- 
- ing back on the thinking and discussion 
- which the book has provoked, we can see 
_ that its main topic is anxiety, and that along 
- with the concept of defense this topic has 
received most of the attention of its read- 
_ ers. We can thus appreciate better the point 
- implicit in Mr. Norton's editorial decision, 
for this able editor seems to have sensed 
- prophetically the central interest of the 
- book. Of the three nouns that make up its 
_ original title, inhibition is spoken of most 
у rarely. Symptom, too, if one understands 
_ {һе argument of the book, is no longer an 
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elementary, prime concept, as it once was. 
A symptom, in the context of this book, is 
something not elemental, but compounded 
of ingredients. It is what we have come to 
call a structure. Into this structure go in- 
stinct and defense against instinct, and if 
we were to rename the book to-day, the title 
chosen might well be Instinct, Defenses 
and Anxiety. 

These are certainly the three concepts 
that we apply in our dealings with such 
facts as are being discussed at this meeting, 
facts which through tradition and for con- 
venience of communication we still refer 
to as symptoms and in particular as symp- 
toms of the affective disorders. At this point 
we immediately run into semantics and 
feel the need for precise definitions. For, 
although we use an old word, symptom, it 
too, since it cannot be renamed, needs re- 
consideration. In our modern context, it 
has come to have a new meaning. When 
to-day we speak of symptom and apply to it 
the concepts of instinct, defense and 
anxiety, the old name is a new idea. We 
have to eliminate from our memory the im- 
plications of its old definition—namely, that 
of a sign or indication of an underlying 
disease. In the old sense of a sign, a symp- 
tom is an element from which conceptually 
we build up disease entities or more col- 
loquially, diagnoses. Our present concept, 
contrariwise, makes of it a complex struc- 
ture which we can take apart into simpler, 
antecedent, more elemental parts; and 
though the word remains, we are far from 
regarding it as a sign. Semasiology has de- 
parted from symptomatology. 

That this is true is no longer a novelty. 
Following the teachings of Adolf Meyer; 
we have long since tried to abandon the 
idea of an “underlying disease" as an ex- 
planation of what we nevertheless still call 
a symptom. We know that in the affective 
disorders, particularly, a disease entity is 
a most debatable assumption and that the 
word symptom must be freed of the dust of 
its past. Our present use of the word has 
taken us back, in a certain sense, before our 


fall together violently, the same verb from 
which we have derived the word asymp- 
totic, applied in geometry to curves which 
do not fall together, or as we usually say, 
coincide. According to its etymology, there- 
fore, a symptom was something that one 
fell in with and then fell together with. It 
was an event, and for no more than for any 
other event was there implied a hidden 
cause. It belonged to nothing; it repre- 
sented nothing ; it was not a sign of some- 
thing else. 

This point of view has been much reiter- 
ated in expositions of schizophrenia, and 
when into discussions of that disorder there 
is insinuated the 19th century idea of a 
“disease entity,” we are by now on the alert 
to recognize and repudiate it. We are con- 
siderably less alert, however, when we dis- 
cuss the so-called affective disorders. Here 
we encounter with some complacency ideas 
that imply an ideal entity or a causal reality 
behind the phenomena. True, this ens is no 
longer called the disease process nor is it 
supposed to have independent existence. 
But the assumption of such an existence is 
often present, wrapped up and concealed 
in an innocent-appearing, new phrase. The 
phrase is: the underlying depression. This 
putative underlying depression is then in- 
vested with attributes proper to a causal 
underlying disease process. It is thought of 
as something behind the manifest facts and 
granted a causal role. 

This mode of thinking comes to our at- 
tention often in discussions of h ia or 
elation. One hears and reads that beneath 
every elation there is an underlying de- 
pression. Usually the statement is meant to 
be descriptive. It intends to imply no more 
than the fact that a depression makes its 
appearance after some elations have sub- 
sided. If this empirical fact were so stated, 
there would be no difficulty. We should 
then understand that there were two events 
—a state of elation and a state of depres- 
sion—and there would be no tacit statement 
that one caused the other. 


opposite states of mind exist in one 
—that there are as if a conscious elation 
a concurrent unconscious depression, Such 
a remark has one of two meanings, 

ing on whether it refers to the affects of ^ 
elation and depression ; that is, the joy and. 
the sadness; or whether it envisages the” 
psychic structures which go by the same — 
names, and which in the old psychiatry” 
were called symptom-complexes. In either 
case there is difficulty. The concept of an 
unconscious affect of depression is not an 
agreeable one to psychoanalytic theory, - 
which has had trouble enough with th 
idea of “unconscious anxiety." If the state- 
ment refers to an unconscious symptomati 
structure, the situation is equally uninvit- 
ing. We should then be confronted bya. 
strange theoretical situation. There would 
be two simultaneous formations involving 
the same parts of the total personality in. 
diametrically contradictory ways. The situa- 
tion is theoretically inadmissible. For, in 
the elated symptom the ego would be uni- 
fied with its superego, while at the same ~ 
time in its concurrent unconscious depres- 
sion, the same ego would be completely at - 
odds and separated from the same super- 
ego. We should run into a personality struc: — 
ture to which an ordinary “double person- 
ality" by comparison would be simple in- . 
deed. Conceptually, the easy Copernican” 
system of interacting id, ego and superego 
would be replaced by a Ptolemaic system 
of egos involved with ids and superegos 
ever more complex topographic cycles and 
epicycles. The idea of an "underlying de- 
pression,” at first sight so innocuously sim- 
ple, would be revealed as extraordinarily 
complex, as masked in a specious simplic- 


dep , 


ity. 

The idea of an underlying depression is. 
equally delusive as an explanation of the 
instinctual situation. Again it leads to para- 
dox and contradiction. While a triumphant 
mania is proceeding with all sorts of ex- 
ternalizations of energy, by inference there 
would be at the same time an underlying 
inhibition and inward direction of ариев 
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sion. Another tacit implication of the 
phrase is a genetic one. It assumes that a 
manifest elation, if analyzed and properly 
"interpreted, will be revealed as a present- 
- day reaction against an original, primal, in- 
 fantile depression. The underlying depres- 
sion, in this loose usage, is not a present 
- bad situation to which one has a double 
_ or two-layered reaction, but let us say a 
manifest elation covering a repressed 
. original depression. This explanation then 
- rests as it were with an original infantile 
E. depression, and not instinct, defense and 
3 anxiety as the ultimate genetic basis of the 
current elation, 
- . Let us return to Freud and The Problem 
ор Anxiety, and to the elements he uses in 
that book to build up a symptom, con- 
-ceptually speaking. An elation, according 
to this scheme, is a symptom. Into the 
symptom of elation enter defenses from the 
b ego that are due to pressures from the id, 
the superego, and the real environment. 
e instincts and the defensive measures in 


{Ж “repetition beyond the naming : the instincts 
- ealled oral, the defenses called identifica- 
tion and denial. The active mania in its 
. denying function is a great flight from the 
dangers threatened by the oral id im- 
_ pulses, and these dangers determine the 
Ў _ content of the anxieties that are discovered 


- dn oral language ; they are fears of being 
. eaten, of starving, of being put to sleep 
- (killed), of being separated, and the rest. 
_ This picture is not complete, but it indicates 
what is meant by the formulation of the 
.  elated state in terms of the: elements of 
_ The Problem of Anxiety. It relates the psy- 
M  choanalytic findings (not merely the super- 
ficial observations) of the elations to the 
. instincts, to defenses and to anxiety. It in- 
_ volves no reference to a depression, which 
- has its own pattern for handling the oral 
.. conflict. 
It may be asked, what then is the relation 
of depression and mania ? If one can formu- 
- Jate them separately without taking the 
: ` other into account, what is it that they have 
- {о do with each other ? Is it not true that 
the empirical clinical findings demand a 
+ postulation of some sort of relation between 
. them ?.1Е then we are asked on the basis of 
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a theory to give them separate structural, 
instinctual and genetic consideration, are 
we not going too far and discarding too 
many evident facts that show them to be 
two parts of common clinical pictures, those 
which determined the names "affective psy- 
choses" and “manic-depressive” ? In the in- 
terest of maintaining a theory, must we 
abolish the significance of the hyphen be- 
tween the two words, manic and depres- 
sive ? 

The answer obviously is that we cannot 
abolish the hyphen. We are compelled to 
state a relationship between the two af- 
fective conditions, and in fact such an an- 
swer has been made. It states that a mania 
is a regression, genetically speaking, which 
goes back to an earlier condition than the 
regression which characterizes the depres- 
sion. The ego in mania is not denying a 
depression; it is denying death and the 
fear of dying by a declaration of invulner- 
ability and immortality. The false happiness 
is a statement of world-mastery such as 
was enjoyed by the earliest "pleasure-ego" 
before the establishment of the reality 
principle. 

According to this formulation, the hy- 
phen does not mean because of. It does not 
mean: because of depression, therefore 
mania ; nor alternatively, because of mania, 
therefore depression. Under the Kraepelini- 
an regime, it did not have this meaning 
either. Then it simply meant and : mania 
and depression were two aspects of the 
presumptive underlying disease process. To 
us, the hyphen cannot have this implica- 
tion, and the best interpretation is surely or. 
Mania or depression, we say, may arise Or 
may be formed according to the particular 
regressive defenses selected by the ego to 
meet the inner conflict between instinct, 
superego, and reality. 

A great deal more can be said on the 
score of this regression, and indeed a great 
deal has been said in the literature of the 
past few years, which it would be distract- 
ing to review at this point. Here I think it 
would be more appropriate to clarify the 
relation between the elation and the de- 
pression, as well as to explain the or-hyphen 
relationship by a procedure which has often 
demonstrated its value. I mean that we 
seek for clarity by turning to the study 0 
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dreams. In this context, the analogue of the 
elated state is what Freud has called the 
“happy dream.” 

For example, the dreamer visited a dying 
friend the day before the dream. He 
dreamed of his sick friend, in “the pink of 
health,” stalking through the room, dressed 
in evening clothes, his face aglow. How 
wonderful he looked! The dreamer woke 
up roaring with laughter. All such laughter 
is macabre-and such dreams too. They 
deal, Freud stated in The Interpretation of 
Dreams, with thoughts of the dreamer’s 
death. What a store of clinical wisdom is 
gathered into that book ! A dream such as 
this will clarify the affective details of the 
elated state. The laughter is meant of course 
to divert attention from the fear of death ; 
and roughly, this is what an elation is for. In 
such a dream there is no underlying de- 
pression ; there is an *underlying" and dis- 
tortedly manifest fear of dying. The laugh- 
ter does not serve as a screen to cover 
"depression." It is a pre-mourning, pre-mel- 
ancholia laugh : *Ha ha! He will die, not 
me !" The laughter is a “screen-affect” ; but 
the other affect that it masks and supplants 
is anxiety. The dream-work takes the 
sleeper back to a period in which he knew 
no death. The screening is a regression to 
à time when the idea of dying had not 
arisen, certainly not in connection with 
one's self. 

This brings up the topic of screen-affects, 
à phrase for which I am afraid I am partly 
responsible. This phrase has been under- 
stood again to mean that a happy mood may 
exist superimposed over a concurrent, or 
latent, depressive one. This is not what I 
meant when I introduced these words, 
Which I used by analogy with "screen 
memory." I specifically referred in my 
original discussion (in The Psychoanalysis 
of Elation) to the regressive aspects of 
screen memories, and I suggested that the 
affect which arose whether in dreams, in 
free association on the couch, or in the 
elated states, might be displaced in time. 
It was thus intended to point to the latent 
content, and shared with the concept of 


* Screen memory the quality of referring to a 


different “real” occasion. I now think I 
might have referred more simply to a “dis- 
placement in time,” but in my original ex- 
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position I was concerned not only with 
screening function of the but i 
with the sense of reality. For an 
tion of both I utilized appropriate 
sions in The Interpretation of Drea: 

Looking back on the development 
psychoanalytic theory of the dep 
and elations with the purpose of findin; 
out why so alien a concept as the "under- 
lying depression" can still affect us, 
come upon the idea that this underl 
depression may be a somewhat altered. 
sion of what Abraham called the “ 
depression,” or the infantile prototype | 
“melancholic depression.” In Abra 
famous case, the recurrent depressions 
found to be repetitions of the ра! 
frame of mind after he had witne 
voluntarily the coitus of his parents 
lanie Klein has expanded and modified 
idea of the infantile prototype апі. 
postulated a “depressive position" in ini 
tile development, which is then follow: 
by a "defensive manic position." Abi П 
too went further in his formulations 
suggested that manic attacks without 
ceding depressions in adult life might 
sequels of infantile depression, the belate 
tail-end, as it were, of a manic-depressiv 
sequence. Abraham was cautious, how: 
in putting forward this proposition 
stated that he had no clinical material 
bear him out. н 

In my opinion, both Abraham and КІ 
have put the cart before the horse genetic 
ly when they see mania as an after-eff 
of depression, whether as the running of a 
course or as an ensuing defensive reacti 
My alternate assumption is that in infan 
development the prototype of elation, 
which would be oral satiety and union a 
the breast (Rado), precedes any infant 
or adult depressive manifestations. I trust 
that this point of view was made sufficientl: y 
clear in my previous writings. M 

Another use to which the idea of an 
derlying depression has been put is in. 
explanation of some types of delinquen 
The idea has been propounded that th 
delinquent of this particular type enga 
in asocial actions to take flight from an 
derlying depression. As a very spe 
partial and isolated working idea, this po 
has apparently been of value. I have had 
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no therapeutic experience with the age 
group about which such statements are 
1: y made, but I have been fortunate 
enough to hear case presentations at con- 
ferences in the psychoanalytic institutes. In 
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үзен cases, it seems to me, the idea of an 
underlying depression may have been in- 
roduced because the patient's behavior was 
of the hypomanic, driven sort; but in the 
"same cases, the acting out seemed to mask 
not depression but fears of dying and im- 
pulses to die. From my present standpoint, 
a formulation in terms of the psychoanaly- 
lic theories of the affective states—that is, 
in terms of instinct, defense, and anxiety— 
ould in the end be more fruitful and more 
tent than one which depended on the 
ncept of an underlying depression. It 
- should not be difficult to make the necessary 
conceptual corrections. 
. If we were discussing other disorders 
an the affective psychoses, we should all 
be clearer concerning our basic concepts. 
Since the writings of Bleuler and Adolf 
eyer, this is certainly true for schizo- 
- phrenia. And if we took the same attitude 
towards the affective states that we do 
towards the neuroses, we should also free 
| ourselves from the dust of the 19th century. 
For example, a patient entered the psychi- 
atric ward unable to speak, stand or walk ; 
diagnosis was conversion hysteria, 
onia, astasia-abasia. After some thera- 
peutic handling she spoke, stood and 
- walked. She no longer had a conversion 
_ hysteria. But she was obsessed with various 
— unpleasant thoughts and she found herself 
- forced to count such items as the cracks in 
the furniture, the pleats in the curtains and 
- the like. 
Jl saw the patient in question some 35 
_ уеатз ago. Already psychiatry was too so- 
_ phisticated to think that anything was ac- 
_ complished by a change in the “diagnosis.” 
. The simple statement was made that after 
- the hysteria cleared up, the patient de- 
_ veloped an obsessional-compulsive condi- 
tion. Neither underlay the other, nor did 
one cause the other. To this statement of 
the case, we need only add that one set of 
. defenses superseded another, that a new 
< regression had been made, and that in con- 
_ sequence new symptoms based on different 
- instincts and defenses made their appear- 
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ance. This would coincide with Freud's 
concept of the etiology of the obsessional 
neurosis. 

In a comparable matter, if we accept 
Abraham's finding that between depressive 
attacks patients often show obsessional 
symptoms (and one might add that others 
are phobie and still others beset by so- 
matic, mild conversion symptoms), we still 
need not think of such symptoms as “ward- 
ing off a depression." They could be con- 
ceived as different ways of meeting an 
inner conflict at different levels of regres- 
sion and with different defenses. A psycho- 
analytically conceived person, the psycho- 
analytic “model,” calls into activity various 
defenses and meets the instincts at various 
levels of regression. He, or "it," does not 
carry about within a formed underlying, 
mania, a formed underlying hysteria or ob- 
sessional neurosis. We cannot logically reify 
the “possibility” or “potentiality,” diathesis ` 
or what-not, for forming them. The ele- 
ments of the psychoanalytic model are the 
instincts and ego functions, and the to- 
pography of psychoanalytic man is the id, 
ego and superego. 

Hence and finally, I should like to pro- 
pose caution in the use of another familiar 
idea taken from the older psychiatry ; 
namely, the depressive equivalent. As this 
term is employed, it suggests that an antici- 
pated depression has not appeared but in- 
stead a given set of somatic or other symp- 
toms. For description there may be no harm 
in the term, but as a basic concept it shares 
some of the disadvantages outlined in dis- 
cussing the concept of the underlying de- 
pression, and it threatens to confuse our 
ideas of etiology by introducing alien 
frames of reference. 


SUMMARY 


Looking back over this exposition, I see 
that from first to last I have been overtly or 
tacitly concerned with the meaning of 
words, which some may think an unimpor- 
tant matter, I should disagree with any such 
opinion. When Freud explained what he 
meant by the statement, “The hysteric suf- 
fers from reminiscences,” he chose an al- 
legory that depended on philology. ^ 
hysteric, he explained, was like a modern 
Englishman who wept every time he passed 


Charing Cross, etymologically 

Cross, so named because at this spot the 
funeral procession of Queen Eleanor 
stopped on its way from London to West- 
minister in the year 1204 and a cross was 
erected to mark the halt. 

Let us not suffer from reminiscences. 
Even if we transiently must accept the vo- 
cabulary of our ancestors and if we speak 
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Alcoholics Anonymous has been in exist- 
ence since 1936. Even in the absence of 
statistics on recovery rates, it is known that 
- many benefit from association with Alco- 
holics Anonymous. Yet there have been few 
attempts to analyze the treatment process 
‘in order to specify its therapeutic ingre- 
- dients. Simmel(3) interprets the essential 
"therapeutic factor of A.A. as a reinforce- 
nent of the superego through prohibition 
Ч a spiritual experience which acts to 
ndo wrongs and resolve guilt. Stewart(4) 
emphasizes fellowship with empathy and 
acknowledgement of a greater power. 
- Hayman(2) points out that with therapy 
the patient will discover the power of 
‘choice and will choose not to be an alco- 

- holic. This is in keeping with Freud's for- 
_ mulation that the aim of psychoanalysis is to 
} aed the patient the ability to choose one 

way rather than another(1). Trice(5) dis- 
cusses the significance, the readiness and 
_ the capacity to affiliate with A.A. 

On the surface, Alcoholics Anonymous is 
federation of autonomous but loosely or- 
anized groups of alcoholics who are learn- 
g to live without alcohol. The members 
lieve that sobriety can be achieved and 
aintained by associating with one another, 
sharing their common problems, by 
. trying to help other alcoholics to recover 
and by following a program called “The 
Twelve Suggested Steps.” 

. The Twelve Steps are a series of state- 
- ments which purport to describe what suc- 
cessful members have had to do to remain 
- sober. The Steps are considered as guide- 
- posts for the alcoholic to reorganize his 
life. The content of these Steps can be 
- summarized briefly: 1. Accepting oneself 


1 Read at the 114th annual meeting of The Ameri- 
_ can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 From the Department of Psychiatry, University 
of Washington School of Medicine, Seattle, Wash. 
- This research was supported by State of Washing- 

ton Initiative 171 Funds for Research in Biology and 
Medicine. 
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as an alcoholic, i.e., as unable to drink in a 
controlled fashion because of physiological 
and emotional pathology ; 2. Being willing 
to change one’s personality, relationships 
and way of life in a manner conducive to 
healthier adjustment ; 3. Accepting spiritual 
help from a self-defined God and His guid- 
ance in day to day living; 4. Taking an 
honest and continuing "personal inventory," 
i.e., an assessment of one's self and of one's 
relationships; 5. Taking action to change 
dysfunctional personality attributes and be- 
havior as they are recognized ; and 6. Help- 
ing other alcoholics to recover. 

There are also the “Twelve Traditions,” а 
series of rules governing the behavior of 
A.A. groups and of individuals as A.A. 
members in relation to outsiders. The Tra- 
ditions make it clear that A.A. permits the 
achievement of only one goal, that of di- 
rectly helping the individual to maintain 
his own sobriety. They specify that A.A. 
will not get involved in any other type 
of activity and that members will use A.A. 
solely for achieving and maintaining 50- 
briety. 

Other explicit elements of the A.A. pro: 
gram include being honest with oneself an 
others, attempting only what is possible 
and thinking through all problems before 
taking action. In addition, A.A. members 
are expected to place sobriety ahead of all 
other goals and relationships because with- 
out sobriety, nothing is achievable. 

When A.A. is observed in operation over 
a period of time, it becomes apparent that 
there are many therapeutic aspects which 
do not appear on the surface and which 
are never made explicit by members. The 
organizations structure and functioning 
have evolved to the point where they pro- 
vide a consistent, integrated therapeutic 
milieu which is tailored to the treatment 
needs of alcoholics. It provides forms of 
emergency psychiatric care, group psycho- 
therapy and individual psychotherapy. А.А: 
makes use of the active alcoholic’s patterns 
of behavior, relationships, thought processes 
and orientation to life. It retains these but 


a дл 
, е р » 
z a а 


1959 1 


manipulates them toward the goal of 
sobriety. 

This overall plan for dealing with the 
problems of the alcoholic does not preclude 
the use of social agency or professional 
help. For example, some members are en- 
couraged to seek help from professional 
psychotherapists. In turn, psychiatrists may 
refer alcoholic patients to A.A.(2) because 
they feel that A.A. membership may supple- 
ment or complement the work of the ther- 
apist. 

А.А. uses emergency treatment methods 
extensively and in a manner very similar to 
traditional emergency psychiatric care, The 
organization accepts the fact that alcoholics 
feel rejected if their needs are not met im- 
mediately. It provides emergency attention 
whenever it is called upon to do so. Being 
a large group, it can meet these needs in a 
way that would be impossible for individu- 
al psychiatrists. Whereas a person seeking 
psychiatric help would make an appoint- 
ment to see a psychiatrist, the candidate for 
А.А. is seen immediately on demand. He 
will receive just as prompt a response the 
twelfth time he asks for help as he did the 
first time. A psychiatrist would consider it 
undesirable to be routed out of bed at two 
o'clock in the morning but A.A. expects this. 
A.A. believes that it is only common sense 
for the new member to call his sponsor 
whenever he is needed, regardless of the 
hour. In most large cities the candidate can 
attend an A.A. meeting at almost any hour 
of the day or night or can become involved 
in an impromptu meeting at one of the 
many clubs. This is in contrast to usual 
group therapy experience, which occurs 
only at scheduled intervals. 

The majority of A.A. members entered 
the organization as a result of a decision 
made when aid was sought in an emer- 
gency. When an alcoholic first seeks help 
from A.A., he is usually trying to sober up 
after a long “bender.” His self-esteem is at 
a low ebb. He feels guilty, ashamed, de- 
pressed, anxious, tremulous and helpless. As 
a rule this is ónly one of numerous periods 
during which he has felt desperate and 
* has been willing, temporarily, to consider 
the possibility of change. As in these earlier 
periods, he is ambivalent about changing 
and about accepting help. He mobilizes 
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his resistances but at the same t 
A.A. on the off-chance that they 
way out, Р 

The initial contact with A.A. is 
in principle to the initial interview 
psychiatric patient but different in s 
of its mechanics. А.А. recognizes that 
crisis exists and sends out two of its n 
bers immediately, before the alcoho 
had a chance to rebuild his defenses. ' 
emergency team devotes its energies to 
tablishing rapport, to providing emotic 
support, to helping the new client to 
the nature and extent of the problem 
helping him decide on a course of a 
once the alternatives are clear to him. 
atmosphere is permissive, accepting 
unemotional. The means used are the | 
sonal stories of the A.A. callers, which 
clude statements about their own ambi 
alences at the outset of membership 
how these were resolved. The client is to 
enough to permit him to accept his ca 
as alcoholics whose problems were equiv 
lent to his own at one time. He can iden! 
with them. He is told enough about 
alcoholic behavior that he can feel tha 
own actions are not particularly uni 
reprehensible or hopeless. He is given 
opportunity to discuss his problems, 
doubts and his resistances in a matter 
fact atmosphere. His callers agree with 
that a problem exists. They avoid be 
drawn into his feelings about himself, 
rationalizations, or his searching for ca 
Their attitude is rather that a proble 
exists whether or not the rationalizations 
and putative causes are valid. The relev: 
question is, "What are you going to 
about the problem now?" The two call 
outline the way A.A. operated in 
experiences. They discuss the alterna 
to А.А. They make it clear that he is fr 
to try the alternatives if he chooses, b 
they convey a lack of optimism about 
“will power,” “control of drinking" 
magic pill methods. 

At the end of the visit, the alcoholi 
left with information on how to reestabli 
contact with his callers if this should | 
his decision. He is told that he alone cé 
decide what to do, that he alone can do | 
that the recovery process is long, often pain- 
ful, and will involve extremely hard works 
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but that if he is well motivated it can suc- 
ceed. The obvious fact that his callers have 
been sober and became sober in A.A. serves 
as a powerful inducement to try the A.A. 
program. 

The sponsor-new member relationship 
most closely approximates the psychiatrist- 
patient relationship. Usually the new mem- 
ber selects as his sponsor one of the two 
members who made the emergency call. 
The sponsor serves to bridge the gap be- 
tween the isolation of alcoholism and full 
membership in A.A. 

This is the closest relationship A.A. has 
to offer. It is potentially the most conflict- 
engendering relationship. However, the or- 
ganization has structured the relationship 
so as to minimize difficulties. The sponsor 
undertakes this relationship voluntarily be- 
cause he believes that the effort to help 
another alcoholic ensures his own sobriety, 
_ whether or not the effort succeeds. He plays 
the role of the older, experienced male who 
can provide emotional support, understand- 
ing and guidance. He helps the new mem- 
ber to clarify his own thinking and to persist 
toward his goal of sobriety. The new mem- 
ber has no obligation toward him and can 
terminate the relationship at will. The initi- 
ate chooses his sponsor, and it is quite 
within the expectations of the organization 
that a man will have several sponsors be- 
pere he himself undertakes the sponsorship 
role. 

At first the sponsor meets all demands 
which fall within A.A.’s scope. A.A. will 
help the alcoholic think through any prob- 
lems but will not solve them for him or 
make any attempt to change circumstances 
for him. It emphasizes that circumstances 
were not relevant to excessive drinking and 
they are no more relevant to sobriety. Grad- 
ually the sponsor shifts the alcoholic’s prob- 
lems to the group for their resolution or 
analysis. 

In this interaction the new member has 
an opportunity to work out some of his 
problems with close relationships. The 
sponsor engenders admiration and becomes 
a figure for identification. He is chosen be- 
cause of his ability to communicate his 
experiences meaningfully to the new mem- 
ber and because he can help him to work 
his problems through, to make decisions 


and to take action on the decisions. Yet the 
sponsor makes no demands. His own needs” 
are met through helping another alcoholic 
who has chosen him and because his pres- 
tige in his group is enhanced. In this milieu, - 
the initiate is able to see many of his inter- - 
personal difficulties in a new light. When 
the new member in his turn becomes а 
sponsor, he has an opportunity to work 
out even more of these problems. 

Group therapy in A.A. takes many forms. 
The major types of group meetings аге: 
1. those open to the general public ; 2. those І 
open to select non-alcoholics; 3. closed 
meetings for members of A.A. only ; and 4, 
study group meetings. A.A. considers its - 
group activities to be the major therapeutic 
instrument. The group acts as a kind of - 
family which helps the “baby,” as the new - 
member is often called, to learn how to live 
a normal life, to form healthy relationships 
with others and to arrive at a more realistic 
and satisfying self-conception. 

Most members begin by visiting all the — 
types of groups until they find one in which: 
they feel at home. Groups cannot refuse 0 
accept a member, nor can they ask one ч 
who is uncongenial or disruptive to leave - 
the group. However, it is regarded as com- 
mon sense that any member who feels - 
uncomfortable in any group will leave it - 
and look for one which is more congenial. 

The feelings which members express 
about the group they select as their own - 
are those which usually refer to families. 
This home group tends to be more per- 
missive than most families. There is 00 
formal authority structure, the only author- | 
ity being derived from prestige due 10 
maintained sobriety and the ability to help 
others to resolve their problems. These 
home groups tend to be cohesive and loyal; 
which diminishes anxiety and enhances self- 
esteem. The suggestive effect of the im- 
plantation of the theories of the group can | 
be a potent therapeutic force. [ 

The meetings of these home groups are - 
usually open only to А.А. members. AS а 
rule the members are seated informally 

around a table. They often drink coffee OF 
soft drinks throughout the meeting. 
problems are discussed as openly and hon- 
estly as possible. The group earnestly at 
tempts to formulate the problem in a mam 
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ner which permits resolution. There are no 
tabooed subjects and none which is con- 
sidered insignificant or overwhelming. 
Members think of the groups as problem- 
solving groups, and the emphasis remains 
on the aspects of the problem which are 
relevant to its solution. Gradually the new 
member incorporates the A.A. norms and 
patterns of thought about problems. 
Through the sharing of his conflicts, the 
burden of guilt is attenuated by being 
partly shifted to the group. 

Study Group meetings are designed pri- 
marily for the new member. Those attend- 
ing sit at 12 tables, one for each of the 12 
steps. The new member can sit at any table 
he wishes and stay at that table until he 
feels he has thoroughly worked through 
the problems associated with it. Senior 
members attend and act as informal group 
leaders or as consultants. The Study Group 
provides the new member with an oppor- 
tunity to study the program of A.A. sys- 
tematically. It also provides a home base 
until the member has selected a home group 
and until his relationship with his sponsor 
becomes stabilized. 

Open meetings, i.e., those which the pub- 
lic can attend, are primarily for informa- 
tion and education. Speakers follow a set 
formula in their talks, conveying enough 
about their alcoholic lives to permit them to 
be identified as alcoholics, enough about 
the situation which brought them to A.A. 
to permit identification by any potential 
new member in the audience and enough 
about what happened to them in A.A. and 
how they feel now to indicate that they are 
en route to recovery. The talks also indi- 
cate that alcoholism can be accepted and 
that the past can be integrated into the 
present comfortably. Open meetings pro- 
vide a milieu within which an alcoholic can 
make his first contact without in any way 
committing himself. 

Coffee is served after all meetings. The 
groups break up into smaller groups where 
discussions continue, often at an even more 
intense and pérsonal level than before. The 
setting is the familiar one of sitting around 
` a table talking with alcoholics over а drink, 
but the content of the drink and of the 
talk has changed. The emphasis has been 
altered from a drink-centered situation to a 
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oaning problems to attempting to di 
effectively with them. The emphasis is 
assets and their utilization. Personal short 
comings and environmental liabilities 
minimized. б 

A.A, has retained some aspects of the al 
coholic’s ways of relating to people, me 
of life and thought processes and has re- 
channeled these toward the new goal 9 
sobriety. The program and the group active 
ities provide a consistent and integrated 
milieu. There is agreement on the nature of 
the illness of alcoholism. Anyone who dis- 
agrees is invited to go out and drink and” 
prove the A.A. definition of alcoholism to 
be wrong. Alcoholism is thought to be a 
physiological "allergy" coupled with severe 
emotional problems. Although the use of 
the term “allergy” is not the conventional 
medical one, it implies a deep-seated differ- 
ence of a physiologic or characterologic | 
nature. This concept serves to alleviate ^ 
guilt over the condition in which the alco- 
holic finds himself by explaining it in рай 
on a basis over which he has no control ^ 

The problem then is to work through the 
self-deceptions which permit a person to — 
trick himself into believing that he can 
drink in a normal fashion. Some of the ele- 
ments of his emotional problems are de- - 
fined as dishonesty with himself and others, — 
the conviction of omnipotence, impulsivity, 
guilt and shame, inability to enter into re- 
lationships which are mutually rewarding - 
and obligating, making excessive demands, _ 
projecting blame to the environment and | 
circumstances, manipulation of others, anx- - 
iety, depression, fear and perfectionism. — — 

The milieu is structured so that the prob- 
lems of the alcoholic are made apparent _ 
even to him. No demands are made on the _ 
individual. He is left in command of his - 
decisions, his choice of groups, the degree — 
of his participation and the extent to which е 
he will accept responsibility for the wel- | 
fare of the group. The organization has _ 
explicit ways of resolving anxiety, 5 
insecurities and fear. It is permissive, " 
filled and religiously oriented, and relies on 
implicit social pressures to bring about сопе 
formity. It rewards acceptable behavior | 
rather than punishing the unacceptable. It 
substitutes the satisfactions of warm, ac- - 
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cepting and rewarding interpersonal rela- 
tionships for the satisfactions and isolations 
of the bottle. А.А. avoids mobilizing the 
defenses alcoholics have built up against 
E efforts to legislate their behavior, which in 
_ the past served only to increase their identi- 
“fication with other alcoholics and their 
commitment to an alcoholic way of life. In- 
ormal pressures for acceptable behavior 
become compelling as the alcoholic be- 
comes integrated into a group with which 
he identifies strongly and whose members 
agree on all the major dimensions of his 
roblem and its resolution. The alcoholic 
_ begins by emulating the behavior of now- 
sober alcoholics because he believes that 
erein lies the key to his own sobriety. 
Later he incorporates the new standards 
because they have brought not only so- 
" briety but emotional rewards. 
- Tn A.A. the alcoholic does not meet such 
- barriers to recovery as his mistrust of non- 
drinkers and moderate drinkers, his feelings 
- of inferiority in relation to them, his con- 
- vietions that they cannot understand him, 
— his inability to communicate with them and 
the very precarious nature of his relation- 
hips with them. In contrast, the non- 
drinkers in A.A. are alcoholics like him- 
- self and by definition, understanding and 
qual. He has communicated only with al- 
oholics for years and this holds no ter- 
rors, especially when the settings, the ter- 
_ minology and the manner in which com- 
- munications take place are those to which 
he was accustomed as an active alcoholic. 
_ Whereas previous attempts to communicate 
- feelings to non-alcoholics, including physi- 
. cians, have been impeded by the necessity 
of clarifying vocabulary and explaining 
- situations, group attitudes, behavior and re- 
_ actions, these now are taken as understood 
_ and communication can flow smoothly be- 
~ yond this. 
. Another barrier to recovery has been the 
idealization of drinking after a period of 
- sobriety. One of the ways in which A.A. 
combats this tendency can be used as an 
example of the way in which this organi- 
zation combats other "typically alcoholic" 
- difficulties. When an alcoholic calls for help, 
two members make what is called a 
“Twelfth Step Call.” These men have been 
- sober for a minimum of 6 months to a year, 
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one of them usually much longer. Calling 
on the new candidate, they are able to 
see themselves as they were. To communi- 
cate effectively with him, they must relive 
their own feelings when they called for 
help and their own experiences in A.A. 
In stressing to the new man that he has a 
choice about his way of life, they renew 
their own choice. Alcoholism is turned into 
an asset instead of remaining a source of 
shame and guilt. Without having been al- 
coholics, they could not be helping another 
alcoholic to recover. These calls are pre- 
scribed for the man who feels that his own 
sobriety is wavering. 

Space does not permit an extensive analy- 
sis of the therapeutic aspects of Alcoholics 
Anonymous. However, anyone who ob- 
serves A.A. in operation over a period will 
note that many of the concepts and tech- 
niques used in contemporary psychother- 
apies are also used by A. A. These are not 
conceptualized and they are not used ra- 
tionally and self-consciously. They have 
been adapted to the treatment demands of 
the specific illness which they are intended 
to alleviate. Among these techniques used 
are free expression or ventilation of feelings, 
transference and counter-transference rela- 
tionships, reassurance and emotional sup- 
port, explanation and re-education, sug- 
gestion and personality analysis with vary- 
ing degrees of accompanying insight. 

Groups are structured so as to permit the 
release of inhibitions and the free expres- 
sion of conflicts and feelings. Conflicts can 
be acted out without threatening the unity 
and cohesiveness of the group or endanger- 
ing the new member's relationship to it. 
Subtle social pressures operate to bring 
internal conflicts into group discussions. 
Many emotional needs are met immedi- 
ately ; the satisfactions of others are de- 
layed. Substitutes are provided for some : 
others are blocked firmly and consistently. 
The groups place high value on honest 
and complete expression of feelings and 
encourage the individual to work out his 
own standards and patterns of behavior 
and to develop his own unique sense 0 
identity as a sober person. 

In addition to the elements shared with 
the psychotherapies, A.A. uses alcoholic 
patterns of thought, relationships and 
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values and manipulates them toward the 
new goal of sobriety. Later when the mem- 
ber is healthier it encourages him to change 
these also. In tailoring a milieu to fit only 
alcoholics’ treatment needs and in serving 
only one goal, Alcoholics Anonymous is 
unique. 
SUMMARY 


The concepts, philosophy and techniques 
used by Alcoholics Anonymous have been 
described and discussed. Many of the tech- 
niques of individual and group psycho- 
therapy are employed. In addition there is 
emphasis on the ready availability of emer- 
gency attention and the development of 
permissive, warm and emotionally reward- 
ing relationships with others who have a 
similar problem. 
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DISCUSSION 


Frepertcx Е. Boves, M. D. (San Francisco, 
Calif.)—There seems to be general agreement 
that the success of Alcoholics Anonymous is à 
modern miracle; however, this should not 
mean that there is no further room for 
or improvement. Also, since this program is 
operated by human beings, and often rather 
sick ones at that, there are bound to be the 
usual human problems in translating theory 
and policy into practice. For instance, there 
are many different ways in which the 12 step 
caller approaches the person asking for A.A. 
help. One worker may completely identify with 
the applicant and may go so far as to supply 
additional liquor to ease the withdrawal symp- 
toms and help the applicant taper off. An- 
other may take the attitude that the only way 
to stop is to stop completely and shake it 
out. There is, of course, every variation be- 
tween these two extremes. 

In spite of the excellent description of the 
general way in which А.А. functions, this 
paper gives a too idealized description of what 
actually goes on. I feel that it is no reflection 
on A.A. to point out that it is essentially a. 
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worker ending up drinking along with the 0 
who originally asked for help. Again it is 
that in the group therapy there are no t 
subjects. This, of course, is not so, These p 
ple share not only the usual popular prejud 
but tend to have them to an excessive 
Therefore, sexual and delinquency prob 
may be given a very cold reception and resu 
in rejection if anyone has the temerity to 
them. Again it is said that repeated calls | 
help are treated the same way the 12th time 
as the first time. I am sure that in most ci 
after very few such calls, it would be decid 
that the applicant was not really serious in 
helping himself and would be told to 
much more concrete evidence of his sin 
Another impression that needs some corre 
tion is that A.A. considers alcoholism to be an 
“allergy” plus severe emotional problems. Actu- - 
ally most members feel that drinking is the 
problem and that a few alcoholics may also” 
have emotional problems. "n 
The paper does not touch on the repressive 
features of A.A. А.А. cautions against any 
strong expression of emotions ; thus they must 
not resent too much ; they must not crave а yet 
thing too much-except sobriety. Other things | 
that might have been mentioned are the im- 
portance of the rescue fantasies in helping 
the 19th step worker remain sober when this | 
does work for him. The importance of A.A.” 
as a stepping stone to socialization for many . 
patients was quite well covered and the sug- 
gestion that the psychiatrist might use the or- 
ganization for his patients in this way was 
also suggested. E. 
My main criticism of this paper is 
though it lauds Alcoholics Anonymous, а Very 
worthy organization, it does not give very 
many clues as to what the psychiatrist should | 
do to improve his treatment to the level of 
A.A. psychotherapy, nor does it indicate what | 
is lacking in the A.A. program itself. Inst 
this seems to be covered up by comparin 
Alcoholics Anonymous with conventional psy: 
chotherapy, using such psychiatrie terms 
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Man's knowledge of the function of his 

most developed asset, the brain, is probably 

less definitive than that of any other organ, 

due not only to the difficulties in investigat- 

ing cerebral function, but also to man’s 

reluctance to confront these difficulties 
frankly. 

We plan here to abstract from our long 
term study * of the effects of brain lesions 
in animals a few generally ignored but 
illustrative factors from which certain 
significant implications may be drawn. 


SUMMARY OF EXPERIMENTAL TECHNIQUES 


Sixty-four cats and 49 monkeys were 
studied for 3 to 24 months to determine 
their individual and social reactions, and 
their speed, capacity and techniques in 
solving a variety of problems of discrimina- 
tion, pattern relations, manipulation and 

| memory. The data were entered daily and 
| graded on 32 scales that reliably measured 
| various patterns of "normal" and deviant 
behavior on a 6-point range. Thirty-one 
of the cats and 23 of the monkeys were then 
exposed at planned irregular intervals to 
insoluble conflict situations which induced 
experimental neuroses characterized by 
manifestations of anxiety and startle, 
chronic somatic dysfunctions, regressions 
to earlier behavior patterns, and various 
other disruptions of individual and social 
adjustments(1). The animals were allowed 
to remain neurotic for 2 to 30 months dur- 
ing which their aberrant patterns were 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. The studies here summarized were 
aided by Grant M-730 from the United States Public 
Health Service, Contract DA-007-MD-403 with the 
Office of the Surgeon General, and a grant from 
the Mental Health Fund of the Department of 
Public Welfare of the State of Illinois. 

2 Address: Northwestern Univ. Medical School, 
303 E. Chicago Ave, Chicago 11, Ш. 

3 Thanks are Wue to these collaborators in our 
various studies: Louis Aarons, Ph.D., Jacques Cain, 

+ MD., Lawrence Corey, M.A. Paul Favero, D.D.S., 
Paul Hutt, Ph.D., Robert Johnson, M.D., Arthur 
Kling, M.D., Melvin Levitt, Ph.D., Thomas Mc- 
Avoy, B.S., C.E, Gisela Mendel, M.A. and Dino 
Riccio, M.D, 
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closely studied. After this, they were oper 
ated either by or 
technique to bilatera] lesions 


amygdaloid nuclei; in cats and mo 
cingulate areas 23 or 24, orbitofrontal 
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conflicts. The nature, 
sistence of these effects 
animals pre-operative 
training patterns and experiences, and were " 


in its -operative treatment. These fac- - 
tors Art briefly reviewed as follows : 
Effect of pre-operative experiences. As Е 
previously reported (2), characteristic t "i 
tended to be preserved or even accentuatec 
by cerebral lesions, i.e., patterns such as. 
excessive caution, dependency or belliger- 
ence persisted after any brain surgery. 
example, 6 cats and 6 monkeys which 
shown deficient exploratory problem-s 
ing, and socializing behavior during 12 
18 months of neurosis, remained subnorm: 
in these respects for 2 years after lesi 
in the amygdalae, the frontal lobes or the 
mediodorsal thalamic nuclei, even though 
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“the animals with amygdaloid lesions be- 


came typically hypersexual and the loboto- 
mized ones showed characteristic hyper- 
activity. 
ы Effect of postoperative treatment, When 
the operated animals were isolated from 
laboratory experiences for periods of 4 to 
5 weeks, many of them, as previously 
reported, showed a temporary or permanent 
pairment of their learned skills and social 
patterns. We have since found that mon- 


р. eys—particularly those with lesions in the 


cingulate areas—which had not shown these 


"effects after short periods of relative in- 


activity, did so when the imposed inactivity 
was extended to 10 or 12 weeks. (Fig. 1.) 
In further illustration. of the effects of 
- social setting, it was noted that unoperated 
monkeys usually confined their quarrels 
ог attacks to specific cagemates or neigh- 
bors ; in contrast, such hostilities in animals 
ith cerebral lesions, once started, tended 
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to generalize to many or all other animals 
in the colony unless the operated animals 
were paired with only the most congenial 
or unassailable of partners. (Fig. 2.) 
Comparison between neo- and paleo- 
cortical lesions. In view of certain current 
theories which hold that “emotions,” iso- 
lated from the behavior of which they are 
a part, may largely be mediated by the 
paleo- and sub-cortical areas of the brain, 
it is significant that our data on the effects 
of partial or almost complete lesions of 
the amgdaloid area and/or adjacent tem- 
poral regions with amygdaloid connections 
indicate that differences between the neo- 
and  paleo-cortical groups are mainly 
quantitative and not statistically significant. 


Discussion 


The experimentalist, the clinician, and 
more recently, the “psychopharmacologist” 
(3), have too often been exclusively con- 


* Figure 1. Effects of Successive Periods of Relative Isolation on the Learnini 
д Scores and Sociability ог Aggression Ratings for Cats and Mere. : 
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cerned with the “specific” actions of various 
drugs or cerebral lesions and have tended 
to disregard the possibility that the ensuing 


effects likewise depend on the unique physi- 
ological, psychological and experiential 
background of each subject. Unfortunately, 
this tendency can result in misleading over- 
simplifications ; for example, Hebb(4) has 
shown that some of our concepts of frontal 
lobe functions have been derived not so 


surgical technique but even more 

differences in (a) the constitution and 
experiences of each animal and (b) its 
necessarily different handling by and in- 
teraction with each experimenter 
greatly alter the results. To analyze, weigh 
and reassemble these factors takes thor- 
oughness, thought and time, but without 
these no premise can be truly tested. 
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Preoperatively this brief interval made no difference in inter-animal aggressions, 11 
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to the postoperative data 
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UNDERGRADUATE PSYCHIATRIC EDUCATION 
AS REFLECTED IN FINAL EXAMINATIONS ' 


CHARLES WATKINS, M.D. лхо EDWARD KNIGHT, M.D.* 


This survey came about as a direct result 
of discussions by participants at the meet- 
ing of the Association of Southern Psychi- 
atry Professors in December, 1956. These 
discussions clearly indicated that a high 
proportion of the participants were con- 
cerned as to what general course, if any, 
psychiatric education was taking at this 
time. The reason for this concern was the 
fear that their own programs might in some 
way be failing to utilize techniques or to 
include material of generally 
value. Methods of evaluating results of 
teaching were also of concern. 

As this anxiety was also held in our own 
department, we began to study possible 
methods of obtaining information about 
psychiatric education in general. 

It became clear that if such a study was 
to be made, certain definite decisions as to 
limits must be decided upon. The first de- 
cision was that any study undertaken at 
this point should be a fact-finding one : no 
attempt to evaluate as to the suitability of 
content should be made. Our next decision 
concerned whether to attempt a direct or 
an inferential study of the curriculum of 
various schools. 

The direct method of study involving 
visits to various medical schools offers very 
definite advantages. This type of study 
would give the investigator an opportunity 
to observe the actual teaching program be- 
ing carried out, to discuss the program with 
both the non-participating and participat- 
ing faculty, as well as with students and 
possibly with recent graduates. It is gener- 
ally recognized that members of the de- 
partment frequently do not have the same 
impression as to what they are teaching as 
do members of other departments and stu- 
dents. This method would involve consider- 
able expenditure of time and money. 


—————— LJ 
1 Read at the 114th annual meeting of The Ameri- 
. can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 4. 
? Department of Psychiatry and Neurology, Louisi- 
ana State University, School of Medicine, New 
Orleans, La. 


Unless it were conducted by a relat 
large group of workers the time involved. 
in the survey would allow for considerab 
modification in the teaching program be- 
tween the time the first school was | 
and the last. We felt that this method was 
impractical at this time and chose the 
direct or inferential method of studying 
the teaching program. 
A relatively simple type of survey could” 
have been conducted by studying ^ 
lines of the courses which are contained i 
the official school catalogues. Included in 
the usual catalogue are not only the hours 
allocated to the department, but a bre 
down of hours by year and by title of 
course, and in most cases, comments as to 
the content of the course. There are . 
tions to this, however, in that some 
do not list in the catalogue the number of 
hours various courses are taught. A disad- 
vantage to this method is that the actual 
teaching schedule is frequently at ] 
to the time and title as outlined in the 
catalogue. E 
A third method of surveying content” 
would be by the use of mimeographed ma- 
terial that is given to students. This would” 
include lectures, bibliographies, and vai 
other teaching aids. We felt that this wow 
be a considerably more precise measure 
the course than catalogue information, but ^ 
that it would have a number of inherent dis- — 
advantages, one being that the material - 
would in many instances be incomplete. It — 
is frequently difficult to collect all of the” 
material that is passed out to students. 
during their teaching year after the course 
have been organized or completed. À 
We finally decided upon written exam 
nations as our subject of study. A s 
of this type is clearly only a tentative step - 
toward a comprehensive survey of psychi- 
atric education and we are offering this re- — 
port in that light. "aH 
Questions asked on final examinations are, 
to some extent at least, a reflection of the 
general content of the courses they are de- 
signed to evaluate. There are certain serious | 


- defects in the use of examination questions, 
however. Some schools do not give written 
examinations. Frequently the course grade 
is determined primarily by the clinical 
work, and examinations are given only to 
- comply with university regulations. In such 
instances, the examinations tend to be brief 
апа reflect little the nature of the course. 
— Finally, there appears to be some reluctance 
the part of psychiatrists to give compre- 
iensive written examinations. In addition to 
| the information obtained about content we 

felt that we might be able to arrive at some 
entative conclusions about the attitudes of 
“psychiatric educators toward examinations. 
- In spite of these disadvantages, certain 
advantages become evident. One is the fact 
t if the request for examination questions 


e of examination there be a 
h probability of a response. Of the 
schools that did respond, it would be pos- 
sible to check the examination questions 
Against the curriculum as listed in the 


ponse appeared to be complete for the 
tire teaching program. Examination ques- 
ns give us definite objective data that 
we could assess and readily quantify. 

— To collect the data we used as reference 


were written to the department chair- 
outlining our project and requesting 
t they send us copies of examinations 
en to their medical students during the 

1957. The letter was mailed late in 
- May so that it would reach the schools at 
Bout em une of final examination, 

_In this study we are using i i 
Бары ot g information 
_ in the United States and in Puerto Rico. It 
_ was felt that the inclusion of the Canadian 
. schools might shift our results because of 
the difference in curriculum planning in 

ada. Material from the 2 year schools 
be reported later, 


umber of U. S. Schools Contacted 78 
Total Number of Responses 


Responses from Two Year Schools я 
Responses Which Did Not Include Com- 

plete Sets of Questions 6 

‘otal Number of Schools Included in Survey 55 
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d reach the department at about the | 


‘catalogue to determine whether or not the 
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The geographic distribution of schools 
used in survey is as follows: Eastern 17, 
Southern 16, Mid Western 16, Far West- | 
ern 6. | 

In a previous report submitted to the | 
Association of Southern Psychiatry Pro- | 
fessors in January, 1958, we reported on _ 
the formal structure of the final examina- 
tion in psychiatry. That report dealt with 
the use of objective and subjective ques- 
tions, the use of the case report in the final 
examination and with the integration of the 
various disciplines in the examination, as 
well as with other aspects of formal struc- 
ture. 

Note was made upon the increase, or lack — | 
of increase of complexity of the examination 
during the 4 years. 

Courses and examinations were given as 
follows : 

ENS 2 1 
Years Years Years Year None 
Courses taught 49 5 1 
Written examinations 
given E $25. 14 6 3 


Of the total of 137 sets of examinations 
the distribution and the number of ques- 
tions by year was as follows : 


1 2nd 3rd 4th 


ay, Year Year Year Year 
Examination 41 46 36 14 
Questions 1212 753 809 335 


From these figures it is apparent that 
examinations are given most frequently in 
the first 2 years. The reliance upon the ex- 
amination is much less during the clinical 
years when the student has a greater 
amount of personal contact with the teach- 
ing staff. 

It is also obvious from these figures that 
any numerical breakdown of type questions 
has only relative value in the light of the 
total time allocated to the course. The short 
18-32 hour lecture course in the first year 
was more likely to end with a final examina- 
tion than was the much longer course 
offered in the third and fourth year. 

e examinations of the individual 
schools were studied by year rather than as 
a whole because of the realization that the 
difference in hours and examination fre- 
quency necessitated this, 

In our analysis of the questions, we used 
à somewhat arbitrary and unrealistically 
distinct breakdown in various categories О 
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subject matter. The questions were placed 
in the following categories : basic science, 
clinical, interdisciplinary. 

Basic Science Questions were those con- 
sidered to be related primarily to the area 
of normal development and function of the 
organism, even under stress. Questions were 
not considered to be in this category if they 
were clearly associated with clinical syn- 
dromes or symptoms. For example, a ques- 
tion related to the vicissitudes of the child 
during the anal period was considered to 
be basic science, while a discussion of the 
relationship of neurotic symptomatology 
to experiences undergone during the anal 
period was considered to be clinical. 

Clinical Questions were those considered 
to be related to clearly stated medical 
problems, either as to understanding, de- 
scription or management. 

Interdisciplinary Questions were those 
which clearly recognized the role of the 
related disciplines, medical or otherwise in 
the care of the emotionally ill. 

The groups were further subdivided in 
the following manner : 

Basic Science 
a. Psychodynamic 
b. Other psychological theory 
c. Cultural 
d. Neurophysiological 
Clinical 
a. Psychodynamic psychopathology 
b. Descriptive diagnosis 
€. Practical management 

In addition, the clinical questions were 
evaluated as to whether they appeared to 
be related to psychiatry as a speciality or 
to the practice of medicine with a recogni- 
tion and management of emotional prob- 
lems by the nonpsychiatrist. 

We quantified the material in the fol- 
lowing manner. Examinations which seemed 
strongly oriented toward a particular em- 
phasis were marked 2+. Sets with moderate 
or minimal emphasis were 1+. Those where 
we felt little or no emphasis were left blank. 

The breakdown of the major points of 
emphasis using this rating scale and the 
concensus of two raters is shown in the 
‚ table at the top of the next column. 

It is clear that even in the first 2 years 
there is a strong emphasis upon the clinical 
aspects of behavior and some emphasis 


Basic Science КА us 
i ‘cor 

2 2 
Psychological theory (other) 5 R 

1 п 
Neurophysiological 21 d 
Psychodynamic psychopathology 48 57 — 48 | 
Descriptive diagnosis 40 $1 46 
Practical management 15 17 2 


upon clinical management. It is worthy of 
note that the frequency with which the 
examinations were worded in psychoan 
alytic terminology decreased from 39 in the 
first 2 years to 15 in the clinical years. The 
total number of questions involving inter- 
viewing techniques and processes was ll. 
for the entire 4 years, most of which were in 
the second and third year. р, 

General medical and nonspecialist Я 
ical management totaled 50 in the first 2” 
years, w. there were 40 points of - 
emphasis in the third and fourth year. This. 
must be evaluated in the light of the fact 
that there were fewer examinations given - 
in the clinical years than the preclinical. , 

Relatively little emphasis was placed | 
upon the care of the hospitalized 1 
although most schools clearly indicated that — — 
the student was acquainted in general with — 
this type patient. 

There was little evidence of integrated 
team orientation throughout the examina- . 
tions. Clinical psychological questions were - 
frequently clearly separated from the psy- 
chiatric questions. The recognition of the ' 
role of the social worker and the psychiatric _ 
nurse was notably ignored in most in- - 
stances. : 

It is interesting to note the relatively - 
small number of examinations that give 
direct evidence of an expected personal 
growth change in the student as part of the — 
study of human behavior. There was prac- _ 
tically nothing involving group dynamics 
or group theory and very little ue 
to the psychological aspects of h al 
administration. $ E. 

The emphasis as far as age distribution is — 
concerned is primarily on the adult, MU 
relatively high emphasis on children and | 
adolescents, and a relatively slight emphasis. 
on geriatric problems. , 

In going over the examinations we found . 
that there appeared to be no notable em- - 
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phasis in any one geographic area. In 
general the range of subject matter ap- 
peared to be fairly uniform throughout the 
country. In a small proportion of the ex- 
aminations there was clear evidence of 
local orientation. These were worded in 
such a way that an outsider was unable to 
answer because of lack of familiarity with 
"the semantics involved. 


SuMMARY AND CONCLUSIONS 


Only general suppositions can emerge 
rom a survey of this sort with regard to 
content of the examinations. These are: 
"There is a definite trend in the direction of 
teaching human behavior as a basic science. 
t seems to be implemented by the use of 
clinical material rather than basic psycho- 
ical cultural and  neurophysiological 
data. Human behavior as a basic science is 
often approached by simply teaching the 
А, standardized conventional psychoanalytic 
_ theory of personality development, without 
adequately relating this approach to cul- 
- tural and biological factors. 
. There is some hint of a peculiar dilemma 
facing psychiatric educators. Clinical psy- 
ianalytic material was used to outline 
basic science phenomena. In clinical han- 
dling of patients these same principles 
uld not be directly applied with ease, 
s the handling of patients was by the 
al pragmatic psychiatric methods. It is 
bable that this occurs because intensive 
rchotherapy is not usually possible dur- 
ng medical training. Therefore basic psy- 
oanalytic science was not really integrat- 
with clinical practice even though clin- 
ical analytic material was used in first two 
years. - 
Ч DISCUSSION 


Kenneth E. Appel, M.D. (Philadelphia, 
а.)—Тһеге are many reasons, for the dis- 
tisfactions of teachers of psychiatry with 
their instruction and its absorption and 
comprehension. The G.A.P. report on psy- 
_ chiatric education forms an excellent orien- 
_ tation as does the book from the Cornel 
— Conference, edited by Whitehorn. 

- Drs. Watkins and Knight's paper repre- 


sents another method of evaluating under- 
graduate psychiatric education : through а 
study of final examinations. General trends | 
appear in the study of 55 medical schools. 
Courses are taught in many schools in all 
4 years. This is progress. 

Examinations are given mostly in the first 
2 years. The lessened frequency of examina- 
tions in the last 2 years poses certain ques- 
tions. What are the reasons for this ? Ex- 
aminations are held in the other branches 
of clinical medicine. Is it felt there is not 
enough solid substance on which to ex- 
amine ? Is the staff not large enough ade- 
quately to deal with examinations in the 
Jatter years ? Is there so much of a mixture 
of clinical material in the first years when 
basic science is to be taught that the ques- 
tion basket is drained dry ? 

It would seem to us that the study points 
to the importance of revamping teaching 
in the first 2 years. Human behavior can be 
taught as basic science, bringing in experi- 
mental literature and experimental demon- 
strations, whether from physiology, chem- 
istry, psychology, sociology, or cultural 
anthropology. There is enough experimen- 
tal and basic science literature at han 
which correlates well with the other basic | 
science courses in the technical school cur- 
riculum. It seems to us that bringing the 
students into vital contact with the re- 
search work going on in basic psychiatry 
would not only vitalize psychiatry but 
awaken responses in medical students to 
the fascinating challenges our science pre 
sents today, and thus develop recruits. 

Many disquieting observations Were 
made in the paper—one of them was the 
evidence of so little attention being paid to 
interviewing techniques and processes. This 
is important not only for the psychiatrist 
but for all practitioners of medicine in order 
to evaluate emotional and stress factors 
which are so common in the practice 0 
medicine today. 

Calling attention to defects will call t? 
mind remedies and further discussions 9 
professors of psychiatry, and let us hope 
they will not be limited to the Southern pro 
fessors. А 
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EMOTIONAL CONTENT OF SUICIDE NOTES! - 


JACOB TUCKMAN, Pu.D.,2 ROBERT J. KLEINER, Рн.р.,? - 
AND MARTHA LAVELL, M.S.S. 


Suicide, a subject for study, conjecture, 
and research throughout the ages, has been 
explained from many different viewpoints. 
Menninger utilizes the concept of self- 
directed aggression and amplifies it into 
a hypothesis which explains suicide as 
mainly the result of intrapsychic factors. 
He believes that suicide involves 3 moti- 
vational components, the wish to kill, the 
wish to be killed, and the wish to die, "de- 
riving from primary impulses of destruc- 
tion"(1). Fenichel explains suicide as à 
function of hostility directed against the 
self because “of a punishing superego that 
prevents expression of hostility" (2). Other 
writers subscribing to the relation between 
hostility and. suicide give slightly different 
explanations of the source, direction, and 
intensity of hostility. 

In classifying theories of suicide according 
to the various emphases given to the under- 
lying motives of the suicidal act, Jackson 
mentions not only self-directed aggression 
but also (a) rebirth and restitution and 
(b) despair, loss of self-esteem, and the 
real or imagined loss of the love object(3). 

Since hostility is an integral part of many 
theories, the purpose of this study is to test 
the hypothesis that suicide is a function of 
hostility. The relationship between affect 
and method of suicide as well as the social 
characteristics of the suicide will also be 
analyzed. The approach is one employed 
by Schneidman and Farberow(4), who 
analyzed the content of the suicide note, 
the last recorded verbal expression of the 
suicide. The significance of the note is 
based on the premise that its content repre- 
sents the thoughts and affect of the suicide 
at the time of note writing and death. In 
effect the note is a projective product of 
the suicide’s mind : the situation is totally 


1 Read at the 14th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 
2 Division of Mental Health, Department of Public 
Health, Philadelphia, Pa. y 
3 Eastern Pennsylvania Psychiatric Institute, Phila- 
delphia, Pa. 


xd "STE 


(y ER [e А eee МА. A ee 


9:9 РЕ 
« oar 


теч 


unstructured since no request has bee 
made of the individual to produce a 
and there are no norms to guide him 
its content. b 
* 
PROCEDURE AND RESULTS d 
In connection with an epidemiolo 
study of 742 deaths classified as suici 
the Office of the Medical Examiner 
Philadelphia over the period from. 
1955(5), it was found that notes had 
left by 24% of the group. A compariso 
those who left notes with those who 
not showed no significant difference 
tween the two groups with resp 
age, race, sex, employment, marital sta 
physical condition, mental condition, | 
tory of mental illness, place of suicid 
reported causes or unusual circumsta 
preceding the suicide, medical саге. 
supervision, and history of previous attem} 
or threats. However, there was a significa 
difference between the two groups in 
method of suicide. Eighteen percent 
those who left notes, compared with | 
of those who did not, used poison. Tw 
nine percent of those with notes, comp 
with 19% of those without notes, used | 
arms. Forty percent of those who did 
leave notes, compared with 31% of tl 
who did, hanged themselves. These 
ings about the lack of difference b 
those who left notes and those who 
not are similar to those in the stud 
Schneidman and Farberow(6) which 1 
ported, however, a lower percentage 
writers (15%) than in this study. ‚ 
The records in the Medical Exam 
Office showed that, of 178 individuals. 
left notes, it was possible to locate no 
left by 165, the loss being due to adm 
istrative difficulties. Of this number. 
were women ; 7% were nonwhite. The 
ranged in age from 16 to 83 years, 
median age of 54.5. : 
The notes varied in length from a 1 
words to several pages. e 
scribbled in pencil on a scrap of 
others were written on hotel or p 


stationery ; and one had been found on a 
_ dictaphone cylinder. Some notes bore defi- 
nite salutations to relatives, friends, or 
police ; others were not addressed to any 

specific person. Most notes bore a signa- 
- ture. Almost all had been left near the 
— scene of the suicide or in a few cases on the 
- person ; others had been mailed to relatives 
- and friends. With few exceptions, the notes 
-— were legible and coherent. 
= Thirty percent of the notes gave no clue 
about the reason for suicide. Nineteen per- 
cent gave physical illness as the reason ; 
11% referred to some aspect of mental dis- 
turbance ; 11% mentioned marital difficulty 
or family discord ; 11% gave vague reasons 
indicating that life was intolerable, e.g., 
М “couldn't stand it any longer,” “по way out,” 
“hell on earth,” “sick of everything.” Four 
= percent made reference to financial diffi- 
— culty; 2% mentioned death of relatives ; 
. and 4% gave various combinations of poor 
. physical and mental health, financial diffi- 
culty, and death of relatives. Eight percent 
.— gave reasons not readily classifiable. 

. . Seventy percent of the group left only 

-one note, 19% left 2, 6% left 3, and 
— 6$ left 4 to 6 notes, making a total of 247 
. notes. However, for the purposes of this 
- Study, all notes written by any one person 
- were treated as one. The reasons were : 
- first, in many cases, the distinction between 
singular and multiple notes was only ap- 
- parent since a single note might carry 

. messages to more than one person ; second, 
. it seemed more meaningful psychologically 
to consider the notes left by each person as 
. a whole rather than separately. Thus, the 
_ number of notes referred to hereafter will 
- be 165 instead of 247. 

- A preliminary content analysis of 27 notes 
selected at random suggested the follow- 
ing categories into which the notes could 
- be classified according to affect, with hos- 
_ tility at one end of the scale and positive 
. feeling at the other. Examples of notes in 
each category are given, with salutations 
. and signatures omitted. 

І. Hostility Directed Outward. 

_ I hate you and all of your family and I hope 
= you never have a piece of mind. I hope I 
— haunt this house as long as you live here and 
_ I wish you all the bad luck in the world. 
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2. Hostility Directed Inward. 
I know at last what I have to do, L 
to God to forgive me for all the many si 
have committed and for all the many рео] 
I have wronged, I no longer have the strengt 
to go on, what I am about to do might see 
wrong to a lot of people, but I don't thi 
so, I have given it plenty of sober conside 
ation. 
3. Neutral Affect. 
Everything I own goes to Miss ——— 
in case of my death. 
4. Positive Affect. ] 
Please forgive me and please forget me, Ё 
always love you. All I haye was yours. No on 
ever did more for me than you, oh p 
pray for me please. - 


5. Combination of Outward-Directed. 

tility and Positive Affect. j 

I am sorry I have to take this way out. B 
you can see there's no other way. She wo 
just give me and the kids a hard time for 
rest of our lives, also the club deal is a 
out of my hands contact 5———— about 
Girls and the M————-s about B 
All the money I have in the world is hi 
May God Bless you and your family 
may he look after mine. 

May she rot in hell with me. { 
6. Combination of Inward-Directed Hos- 

tility and Positive Affect. 

I am at the end of a rotten, stinking 
life—What I have done in the last five ye 
of my miserable life is even to much for me~ 
I blame no one but myself—for if I was 
a half a man with just a spark of decent 
in me—all this wouldn't have happened to m 
—I admit that I was pushed into it or sho 
I say taken by the hand like a child interdu 
to a new toy—from then on I was on my OW! 
I lied and cheated and stold and borro 
from a cent on up—I did not draw the line on 
anything or anybody— 

My Dear Sister I love you and B———— more 
than life itself-I have brought shame ant 
heartaches for you both—Doing what I an 
about to do is the only decent thing that I cat 
do with this miserable life—You see Sis 000 
alone was the only one who understood w! 
had happened to me—When I came back 
being a free man once again I was determined 
and full of hope that this time I was goin! 
to make it-to put down on paper the obsta 
and hazards that I had to over come wo 
take me a week—small things like being sh 
down for what I happened to have in 
pocket-pulled out of the movies and be 
embarrassed by rolling up sleeves—you 
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needed help in a lot of ways-The main thing 
was a job—I believe that if I had a fairly good 
job I would have made it-That was the big- 
gest assist I needed but it never happined. 
]—- —you аге a swell guy—an ace—to you 
[ couldn't explain and make you understand 
why I did what I did. 

Whats the use or to what purpose am I 
living—I pray to God to let me take my life. 


The notes were classified independently 
by 4 raters* according to the categories 
outlined above. In 48% of the cases there 
was complete agreement among the 4 
raters ; in another 30$ of the cases there was 
agreement among 3. Using the paired- 
comparison method, the amount of agree- 
ment between any two raters varied from 
70% to 84%. The average percentage of 
agreement was 77%. It is noteworthy that 
the amount of agreement was so high 
among raters from 3 different disciplines. 

The classifications of the notes showed 
little hostility in pure form. Using the av- 
erage of the 4 raters, outward-directed hos- 
tility was evident in only 5% of the notes 
and inward-directed hostility in 1%. More 
frequently, hostility appeared in combina- 
tion with positive affect. Nine percent of 
the notes showed a combination of out- 
ward-directed hostility and positive affect ; 
7% showed inward-directed hostility and 
positive affect; and 2% showed a combi- 
nation of the three. Considering all notes 
in which hostility was evident, in its 
pure form or in combination with positive 
affect, the data indicate that hostility is 
characteristic of 24% of the notes. By con- 
trast, 51% of the notes were classified as 
expressing positive affect without hostility 
and 25% as neutral affect. The variation 
among the 4 raters was less for hostility 
(range between 22% and 28%) than for posi- 
tive affect (39%-59%) and for neutral affect 
(182-392). 

For purposes of relating affect to the 
personal and social characteristics of note 
writers as obtained from the medical ex- 
aminer's records, it was necessary to arrive 
at one rating for each note. Accordingly, 
the raters jointly reviewed any notes on 


.Which agreement was less than 75% in 


order to reach a consensus. Each note was 


4The 4 raters included a psychiatrist in addition 
to the 3 authors. 


.compared with 12% to 16% in the single, 


There were significant age differ 
with respect to affect (Table 1). For tho 
aged less than 45 years, 28% of the 
were hostile, 63% positive, and 9% neut 
but for those aged 45 and over, 16% 
hostile, 49% positive, and 35% 
both extremes of affect decreased with a 
but hostility showed more decline. 


TABLE 1 
Arrecr IN Nore AND АСЕ Or SvICIDE | 
Under 45 years 45 years and over 
Affect n= n=l 
g 

Hostile 28 16 
Positive 63 49 
Neutral 9 35 

x?=20.11 df=2 P<.001 


Affect also differed significantly accord- - 
ing to marital status (Table 2). In gener " 
there was little difference among single, 
married, and widowed, except that married | 
individuals showed somewhat greater pos- 
itive affect. As might be expected, hostilit 
was most evident in the separated and di- 
vorced individuals. For this group the 
notes showed hostility in 43% of the cases, 


married, and widowed. 


TABLE 2 
Arrect IN NOTE AND MARITAL STATUS 
or SvIcIDE 
Separated 
px - 
Single Married Widowed divorced 
Aftect n—33 n—71 n=3l n>N E 
% % % » 
Hostile 12 15 16 
Positive 52 63 52 
Neutral 36 21 32 
x2—5.53 df—6 P=.02 


No relationship was found between affect - 
and sex, and between affect and method of — 
suicide. For some factors such as physical .- 
health, mental health, medical supervision, 
and history of mental illness, where infor- . 
mation was lacking in a large number of - 
cases, and for other factors such as race, 
living arrangements, and motivational con- 
tent of the note where the data were too ~ 
fragile, no statistical tests were made. 


The hypothesis that suicide stems solely 
from hostility is not supported by the con- 


The finding of a range of affect in the 
notes seems to suggest a multiplicity of fac- 
tors in suicide. There is an interplay of emo- 
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the individual's inner emotional make-up 
and external stress or extreme social pres- 
sures—a concatenation of ‘psychic forces 
and ‘environmental factors’ "(3). 

society is opposed to suicide, 
as it is the antithesis of racial preservation 
and also because it allows a loophole by 
which individuals can escape from the 
authority of the state and the church 
Suicide has been regarded as a sin and a 
crime in many cultures, some of which have 
punished it by such means as mutilating 
the corpse. It is small wonder, then, that 
suicide is often considered an “irrational” 
act derived largely from unconscious (hos- 
tile) impulses, 

The finding of positive sentiments in half 
the notes suggests that suicidal individuals 
can be worked with toward a resolution of 
their problems, with their positive feel- 
ings providing an important motivational 
force. This has implications for preventive 
programs. There is evidence in the litera- 
ture that a substantial number of those 
committing suicide had made previous 
suicidal attempts or threats(7) or had 
shown other evidence suggesting a suicidal 
tendency. uently, when these in- 
dividuals are identified and referred for 
appropriate psychiatric care, the recogni- 
tion of the presence of positive affect may 
indicate a more favorable prognosis than 
hitherto realized. 


SuMMARY AND CONCLUSIONS 


1. An analysis was made of the emotional 
content of notes left by 165 suicides in 
Philadelphia over a 5-year period. Over 
half the notes showed such positive affect 
as gratitude, affection, and concern for 
the welfare of others, while only 24$ ex- 
pressed hostile or negative feelings directed 
toward themselves or the outside world, 
and 25$ were completely neutral in affect. 

2. Persons aged 45 and over showed less 
affect than those under 45, with a con- 
comitant increase in neutral affect. 

3. Persons who were separated or di- 
vorced showed more hostility than those 
single, married, or widowed. 

4. It is believed that these findings have 
certain implications for further understand- 
ing of suicide and ultimate steps towar 
prevention. The recognition that positive 
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neutral feelings are present in the ma- 

ri Tru 

ng outlook in the care and treatment of 

tential suicides if they can be identified, 
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Fifteen percent of the group had side re- 


‘actions, which were readily relieved by 

reduction of dosage or temporary with- 
- drawal ; 81% showed improvement ; slight, 
97.2%; considerable, 21.2% ; great improve- 
ment, 33.1%. 

In 60 patients chosen at random the 
_ blood pressure drop was 12 mm. systolic 
_ and 9 mm. dyastolic. Tachyphylaxis to this 
- slightly hypotensive action of perphenazine 
_ develops more rapidly than with Thorazine. 
— — Patients who went home were advised to 
- continue their maintainance dose of Trila- 
_ fon indefinitely and were given the oppor- 
tunity to return for a check-up every 6 
_ weeks. Few made use of this privilege but 
" many who did have been taking Trilafon 
for 3 years with no deleterious results and 
_ their psychoses continued to be in remis- 


— Thirty patients were tested to observe 
| the correlation between their physiological 
_ response to the Funkenstein test and their 
| clinical response to the ataractic drugs, such 
_ 25 reserpine, a derivative of Rauwolfia and 
_ chlorpromazine, а derivative of Phenothia- 
- zine. The patients, all males, aged from 20 
to 50 years, were in good physical health 
E and diagnosed either as schizophrenics or 
_ personality disorders in whom anxiety was 
_ a major symptom. 
f The Funkenstein test was given in the 
- usual way. 1. Mecholyl 10 mgs. was given 
_ intravenously under basal conditions one 
‘day, and epinephrine 0.05 mgs. were given 
-.. intravenously the following day. Each time 
_ the effect on the blood pressure and the 
time necessary for return to normal were 
- measured. This was followed by the ad- 
- ministration of chlorpromazine 50 mgs. 
tid. for 2 weeks, in turn followed by re- 
| serpine 0.5 mgs. tid. for 2 weeks. The 
double blind method (2) was used for 
| clinical evaluation which was done both 
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_ — VA Hospital, Bronx, New York. 
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A STUDY OF THE VALUE OF THE FUNKENSTEIN TEST AS AN 
INDICATOR OF THE EFFECTIVENESS OF ATARACTIC DRUGS 


MANFRED BRAUN, M.D., лхо SEYMOUR RETTEK, M.D. 


sion, while blood and liver function studies 
remained normal. ‘ 

Trilafon repetabs are the preferred form 
of oral medication among both hospitalized. 
and out patients because they provide а 
sustained plateau of action, save time for 
nurses, attendants and patients and de- 
crease the possibility of omitting a dose in 
extra-mural care. 

Trilafon, in properly individualized dos- 
age, administered for a sufficient length of 
time, has a most satisfactory therapeutic. 
index because of its high potency and rela- 
tively few and benign side reactions. It is 
more active parenterally than orally. Trila-- 
fon is effective in a high percentage of 
neuropsychiatric patients, the behavioral 
improvement was 81.5% betterment in E 
study. 


before and after each period of drug ad- 
ministration. 
There were no untoward effects re- 
sulting from the Funkenstein test. Accord- 
ing to the blood pressure response as de- 
scribed by Funkenstein(3), 5 patients were | 
mecholyl sensitive and 6 were epinephrine ~ 
sensitive. No patient was found to be sensi- 
tive to mecholyl and epinephrine. Three pa- | 
tients showed clinical anxiety upon the ad- ^ 
ministration of mecholyl and 4 showed 
anxiety with the administration of epine- - 
phrine, but in no case were they the same 
patients who were either mecholyl or epine= 
phrine sensitive according to the blood; 
pressure response. ‘ 


RESULTS 


Seven patients showed significant clinical 
improvement with chlorpromazine, one p 
tient showed significant clinical impro 
ment with reserpine, and one became d 
pressed with the administration of reset 
pine. The patients who showed a response 
to the drugs were from the group which 
showed neither mecholyl nor epinephrine 
sensitivity. a 


29591. 


Comparing the results of the response 
to the Funkenstein test with the clinical re- 
sponse to treatment with chlorpromazine 
and reserpine, we found that the test offers 
no prognostic indicator as to the clinical 
effectiveness of either of the two drugs 
tested, An interesting result is that those 
patients who showed no response to the 
Funkenstein test seemed to have the great- 
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est improvement chlorpro 
en of the 12 patients showed a con 
improvement with the drug (See 
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TABLE 1 


Mecholyl sensitivity 
(according to BP response) 

Epinephrine sensitivity 
(according to BP response) 

Mecholyl induced anxiety 

Epinephrine induced anxiety 

No response to Funkenstein 
test 


Total Number of Patients 


Improved with 


Improved with 
Chlorpromazine i 


eserpine 
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TREATMENT OF AFFECTIVE DEPRESSION WITH х 
TRANS-DL-PHENYLCYCLOPROPYLAMINE HYDROCHLORIDE : 
A PRELIMINARY REPORT 


MAGNUS С. PETERSEN, М.р. ann JOHN W. McBRAYER, M.D.* 


Between December 1, 1958, and March 
3, 1959, a total of 52 patients were treated 
with trans-dl-phenylcyclopropylamine hy- 
drochloride at the Rochester (Minnesota) 
State Hospital. Patients’ ages ranged from 
24 to 85 years (average 54.7 years). All 
were women suffering from affective de- 
pression of various types. Thirty-eight 
were admitted during the specified period, 
in order, 13 were selected patients who had 
not responded to other forms of treatment 
over prolonged periods, and one patient 
was treated entirely on an outpatient basis. 

The compound was given orally, com- 
mencing with 10 mg. twice a day. In most 
cases this dose was sufficient. In a few 
instances it was increased to 10 mg. 3 or 4 


1 This compound was supplied gratis for 5 
- of clinical study, under the designation of “SKF 385, 
by the Smith Kline & French Laboratories, Philadel- 
phia, Pa. 
2 Rochester State Hosp., Rochester, Minn. 
3' The Mayo Foundation, Rochester, Minn. 
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E 
times daily. One patient received 20 mg. 
twice a day. и М: 

At the end of the period 21 patients had 
recovered, 15 were much improved, 6 we 
slightly improved while 7 
proved. In 3 cases the treatment was te 
nated before sufficient time for evaluati 


from the hospital and 11 we 
ready for dismissal. Since a number of the 
other patients under treatment were Ш 
proving, the result undoubtedly will be. 
better as time passes. 3 
In 8 cases in which the danger of sui 


had elapsed. Seventeen patients had 
dismissed 


difficulty was encounte 5 
cedure except for prolonged apnea in 
patient after the first treatment. 

A decrease in blood pressure was n 


in all the patients treated. Orthostatic hypo- 
tension developed in one patient. On the 
- fourth day of medication, with a dose of 10 
mg. twice a day, this patient complained 
- of dizziness. The blood pressure was found 
to be 210 systolic and 90 diastolic, in milli- 
meters of mercury, when she was lying 
[down and 110 systolic and 72 diastolic, 
- when standing. Use of the medication was 
- discontinued immediately, and the hypo- 
tension disappeared within 4 days. 
Insomnia was a universal complaint. A 
- mild soporific agent, such as ethchlorvynal 
_ (placidyl) or diphenhydramine hydrochlo- 
tide (benadryl), given at bedtime, sufficed 
_ to establish regular sleeping habits within 
a short time. 
+ Some preliminary electroencephalograph- 
- ic observations were made in 5 patients by 
- Dr. С. E. Chatrian. In 4 patients no major 
changes were noted between recordings 
- before the treatment was commenced and 
- tracings after 7 days of medication consist- 
- ing of 10 mg. of the drug twice a day. When 
_ these patients, in whom orthostatic hypo- 
. tension did not develop, changed from the 
_ lying-down to the erect position the record- 
. ing often was disturbed by muscular, ocular 
_and mechanical artifacts. When the record- 


"This study was undertaken to determine 
.. whether the combination of triflupromazine 
and iproniazid ? would have more beneficial 
_ effects upon a group of chronically ill, with- 
= drawn, apathetic, and regressed schizo- 
.. phrenic patients than triflupromazine alone. 
_ It was hypothesized that iproniazid, a psy- 
_ chic energizer, might aid in increasing in- 
terest, energy level, and participation in 
_activities(1, 2), while triflupromazine, a 
tranquilizer, might decrease the irritation 
tension, and exacerbation of disturbing 


1VA Hospital, Topeka, Kan. 
-. 2 Triflupromazine was supplied as Vesprin by E. R 
"Squibb & Son, iproniazid as Marsilid by Roche Lab. 
- eratories, 


CLINICAL NOTES 


THE USE OF TRIFLUPROMAZINE WITH IPRONIAZID ' 
FOR THE TREATMENT OF CHRONIC SCHIZOPHRENIC PATIENTS | 


ROGER F. REINHARDT, M.D., SAMUEL B. SCHIFF, M.D. 
AND E. ROBERT SINNETT, Pu.D.1 


ing was readable no noticeable slowing was 
observed. Similarly, no slowing of the elee 
troencephalographie rhythms was observ 
in one patient in whom orthostatic hypo 
tension developed. In this patient no re: 
cordings were taken before the hypoten 
sion developed. 

The mental response to treatment 
the drug usually was very rapid. In m 
instances both depression and agita! 
were greatly diminished within 24 hours, 
and had disappeared altogether within $ 
few days. A high percentage of the pa 
tients could well have been treated entirely 
on an outpatient basis, had we been con 
versant with the effects of the medication 
By the same token, many others could hav 
been dismissed from the hospital muc 
earlier than they were. 3 

So far, all the patients who have bee 
dismissed from the hospital continue to tak 
the compound. In some cases the dose ha 
been reduced. All are returning to 
hospital regularly for follow-up stud 
How long use of the medication sh 
be continued or how soon it may safely b 
discontinued will be subjected to he 
study. To the present there has been mi 
relapse. | 


thoughts and feelings which have bee 
found to accompany administration of th 
former(3, 4). 

Twenty schizophrenic women Wel 
paired as to age, depth of regression, chro 
icity of illness, and apathy. Using t 
double-blind method over a 3 month pe! 
triflupromazine and iproniazid were 4 
ministered to half the patients as the € 
perimental group, while triflupromazi 
plus a placebo were given' to the co 
group. The patients received no medic 
tions for 2 weeks prior to the start of 8 
project; they were rated on behavio 
scales before being given the drugs & 
then at 2 week intervals. The initial 9059 
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was 50 mgs. t.i.d. for each drug, and after 
2 weeks the levels were adjusted as deemed 
necessary for the individual patients. It was 
necessary to discontinue the iproniazid in 
only one instance because of ataxia and 
hypotension. Side effects observed were 
those previously described by other au- 
thors. The ratings were made by the ward 
physician who evaluated accessibility of the 
patients, two nursing assistants who con- 
sidered manageability (5 scales) and so- 
ciability (2 scales), and a corrective thera- 
pist who rated the patients on a dimension 
of involvement in activities. 

There were no statistically reliable dif- 
ferences between the two groups prior to 
medication. Afterwards there was no sig- 
nificant improvement for the experimental 
group in any of the 9 dimensions. For the 
control group, however, significant improve- 
ment occurred on 3 of 9 scales : Dressing, 
Personal Hygiene, and Participation in Ac- 
tivity Program. A cross-comparison of the 
amount of improvement in the experimental 
group vs. the amount of improvement in 
the control group showed statistically re- 
liable more improvement on one scale, 
Participation in Activity Program, and a 
trend toward significantly more improve- 
ment in Dressing. 

The findings refuted the hypothesis that 
the combination was superior to triflupro- 


Acepromazine (Plegicil)5 is.a relatively 
new phenothiazine derivative, closely re- 
lated to chlorpromazine. Its basic proper- 
ties are very similar to those of chlorpro- 
mazine though minor differences were 
noticed. 


lPresently at Columbus State Hosp., Columbus, 

io. 

2 Presently at Ionia State Hosp., Ionia, Mich. — 

3 Staff Psychiatrist at Hawthornden State Hospital, 
Macedonia, Ohio. 

4 Superintendent, Hawthornden State Hosp., Mace- 
donia, Ohio. б 

Statistical work by М. Н. Halbert, Case Institute 
of Technology, Cleveland, Ohio. 

5 Plegicil was offered as a courtesy by Ayerest 
Laboratories, New York City. 


CLINICAL AND STATISTICAL EVALUATION OF RESULTS WITH | 
PLEGICIL AY-57062 IN CHRONIC MENTAL PATIENTS 


E. J. TOLAN, M.D., J. OLARIU, M.D., J. M. REES, М.О ann Н. A. PEPPEL, M.D.* 
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mazine alone, as patients rece 
drugs failed to improve, while t 
ceiving the single drug made a sig 
ly better hospital adjustment. ib 
changes in the group receiving trifluprom 
zine alone seemed to cluster more on m 
ageability and activity participation 
opposed to improvement in interperso 
relationships. The relative superiority 0 
triflupromazine would appear to be limited 
to improvement within the hospital, there 
being no difference in discharge rates fo 
the two groups one year later. 13 
It would seem that in the treatment of 
chronic schizophrenics the combination 
used is not an effective one, and that tri 
flupromazine cannot afford sufficient tra 
quilization, within the dosage range 
scribed, to overcome the undesirable ей 
of the iproniazid. i 
BIBLIOGRAPHY 


1. Hoshino, A., and Ceabe, E. A.: Am. J- 
Psychiat., 114: 1111, June 1958. RÀ 

9. Cook, E. С.: Am, J. Psychiat., 115 : 76, 
July 1958. k 

3. Azima, H., Durost, H., and Cahn, C.: 
Am. J. Psychiat., 114 : 747, Feb. 1958. " 

4. Rudy, L. H., Rinaldi, F., Costa, E., Him= 
wich, H. E., Tuteur, W., and Glotzer, J. : Am. 
J. Psychiat., 114 : 747, Feb. 1958. V 

5. Loomer, H. P. Saunders, J. C. and 
Kline, N. S. : In Press. / 


7 
br 


Dre 


1 
D 


1 


The early pharmacodynamic and clinical. 
studies suggest that this drug has essen! 
ly the same indications, but it is about tv 
as active as chlorpromazine and the 
cidence of serious side effects is very low 
(29). E. 


SELECTION OF PATIENTS 


A true random selection of cases f 
the entire hospital population was not 
tempted, instead we used each patient 
his own control. ^ 

We segregated a group of patients 
exhibited the following common traí 
1. Failure to respond to tranquilizing 
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ession, etc. 

The series under study included 12 male 
and 36 female patients. Their ages ranged 
from 22 to 61 years. The number of years 
elapsed since their first admission to the 
hospital ranged from 1 to 29 years. 

_ The diagnostic categories were primarily 
schizophrenic reactions, 44 cases. The rest 
_ of the group included 2 manic-depressives, 
- manic type; 1 mental defective with psy- 
_chosis ; and 1 patient with chronic brain 
yndrome associated with alcoholism, 

Dosage and Administration. The total 
gth of acepromazine administration 
ged from 1 week to 26 weeks. The total 
amount administered in one course ranged 
- from 0.280 Gm. to 8.080 Gm., the highest 
daily dosage ranged from 40 mg. to 120 

mg. 


in whom the medication had to be discon- 
ued. These 3 patients presented trouble- 

untoward reactions, manifested by 
me agitation, confusion, shakiness, 
ed weakness, and unsteadiness. 


SUMMARY 


Acepromazine was tried in 48 chronic 
ntal patients, 12 male and 36 female. 
elr ages ranged from 22 to 6l years, 
d the time elapsed from their first ad. 
mission in a mental hospital ranged from 1 

29 years. 

. -he majority of the patients were suffer- 
Ing trom various types of schizophrenic 

‘Teactions, and no significant number of 
other diagnostic categories was included. 
. Acepromazine was administered orally 
"or an average of 16 weeks. The highest 


- "Thirty-seven out of the 48 patients 

owed some improvement; 7 showed no 
ange; l patient worsened. The other 3 
tients worsened and developed toxic re- 
ctions ; the medication was discontinued 


and the patients were removed from the 
study. 

There was a slight indication that young- 
er patients and those admitted recently 
were helped more than older patients or — 
those whose first admission was many years 
ago. There was no significant difference 
in the effect of acepromazine on various 
diagnostic categories. There was no rela- 
tion between the total length of the medi- 
cation and the degree of improvement. — 
There was a slight but not significant in- 
dication that a slower increment in dosage 
results in greater improvement than a faster 
increment. Two main areas, Psychotic 
Symptoms and Behavioral Traits, improved 
more than Intellectual Resources, Charac- 
ter Traits and Interpersonal Relationships, . 
and Socialization and Rehabilitation, but 
the improvement in Behavioral Traits is 
not significantly correlated with the im- 
provement in the Psychotic Symptoms. 

With the exception of 3 patients for 
whom the drug had to be discontinued be-. 
cause of toxic reaction characterized by 
extreme agitation, confusion and weakness, 
very few side effects have occurred and — 
none was serious. No jaundice or allergic 
reactions were noted, and a very low inci- 
dence of Parkinsonism was encountered. No 
relation was found between the number : 
or the type of the side effects, including 
Parkinsonism, and the degree of improve- 
ment. 

Finally, it was noted that in this series 
of patients, acepromazine proved effective 
where other drugs or EST were not and 
that of the 7 patients who showed no im- 
provement on acepromazine, none had im- 
proved on previous chemotherapy or EST: 
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CLINICAL RESULTS WITH PHENELZINE 


JOHN C. SAUNDERS, M.D., RICHARD W. ROUKEMA, M.D., 
NATHAN S. KLINE, M.D., лхо SAMUEL »'A. BAILEY, М.р. 


Previous reports(1-4) have described the 
value of monoamine oxidase inhibitors in 
the treatment of depressed states. The ma- 
jority of such successfully treated cases 
have been of the endogenous (essential, 
true, primary) type; other authors have 
noted fair to moderate results in treating 
depressed, withdrawn and catatonic schizo- 
phrenics. Still others have used the mono- 
amine oxidase inhibitors in manic-depres- 
sive, depressive psychosis, with good re- 
sults. Psychopharmacologic therapy is most 
effective for symptomatic indications not on 
generalized diagnostic entities. 

We have employed phenelzine? in de- 
pressed patients regardless of diagnostic 
classification for the past year in an effort 
to determine the efficacy of the drug in the 
following conditions : 

1. 24 adult, chronic, male schizophrenics 
characterized by depression and with- 
drawal. 

2. 20 markedly depressed males, some of 
whom had catatonic-like features. 

3. 5 acute, depressed, non-psychotic pa- 
tients. 

4. 12 non-hospitalized, ambulatory de- 
pressed patients from private practice. 

The average daily dose was 15 mg. b.i.d. 
or t.i.d. The usual course of treatment was 
6 months ; the maximum, 9. Some ambula- 
tory, non-hospitalized patients received 
phenelzine for'less than 6 months. When 
maintenance therapy was required, one tab- 
* et daily was administered as indicated. 

! Rockland State Hospital, Orangeburg, N. Y. 

2Phenelzine has been supplied as Nardil through 
the courtesy of Warner-Chilcott Laboratories. 
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Оша Associations, Marseille, Sept. 2-1 
1957. 
10. Siegel, S.: Nonparametric Statistics fo 
the Behavioral Sciences. New York : McGraw 
Hill, 1956. t 
11. Thorazine Reference Manual, ed. 3, 
Philadelphia : Smith Kline & French Labor 
tories, 1958. 


In Group 1 some improvement was noted ^ 
in depressive symptoms, thus enabling 3 of | 
the 24 patients to be discharged. The re- - 
maining patients, although revealing some - 
improvement in apathy and autistic tend- - 
encies, showed no basic change in their — 


patient ; 4 of the patients actually demon- | 
strated agitation, ў 
tility so that the dosage had to be reduced, - 
and/or a tranquilizer administered. js 
None improved sufficiently to be dis- - 
charged but it should be pointed out that — 
phenelzine is not intended as a specific for 
schizophrenia. ) 
All patients in the third group achieved. 
recoveries from depression within 1015. 
days. E: 
The fourth group 


patients where there is some evidence that - 
lower dosage and shorter duration of treat- 
ment will suffice. | 
Phenelzine has shown no evidence of | 
severe side reactions after 16 months’ clini- — 
cal trial. Previous history of liver disease - 
may be a contraindication for phenelzine 
therapy. However, our patients were sub- 
jected to a battery of clinical studies, in- 
cluding thymol turbidity, cephalin floccula- _ 
tion, alkaline phosphatase, A/G, and BUN 
without significant abnormalities. Occasion-— 
ally an individual, usually non-hospitalized, - 
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potension ; this was easily managed by bed 
_ rest or reduction of dosage. It is our opinion 
that phenelzine is an effective and useful 
drug in the treatment of various types of 
epression. Almost without exception, pa- 

ents with endogenous (essential, true, pri- 


BIBLIOGRAPHY 


T 1. Loomer, H. P., Saunders, J. C. and Kline, 
_ N. S. : APA Psychiatric Research Reports, 8: 
_ 129, Dec. 1957. 

E 


ould show mild to moderate postural hy- - 


2. Saunders, J. C., Rochlin, D. Z., Radinger, 
N. and Kline, N. S. : Iproniazid in Depressed 
and Regressed Patients. Psychopharmacology 
Frontiers. Boston: Little Brown and Com. | 
pany, 177, 1959. l 

3. Saunders, J. C. and Kline, N. S.: Neu- 
rology, 9 : 224, 1959. 

4. Bailey, S. d'A., Bucci, L., Gosline, E., 
Kline, N. S., Park, I. H., Rochlin, D. Z, _ 
Saunders, J. C., and Vaisberg, M. : Compari- _ 
son of Iproniazid (Marsilid) with Other Amine 
Oxidase Inhibitors Including W-1544, JB-516, 
Ro 4-1018 and Ro 5-0700. Annals of the New 
York Academy of Sciences, November 1958. | 


In Press. 


b. 9 2 or eS HEN ^ (oe 


< 


4 


v. 


du. 


P 


pst 


HISTORICAL NOTES 


A NOTE ON PLINY EARLE AND EDGAR ALLAN POE 


JEROME M. SCHNECK, М.р. 


In 1957 two letters by Edgar Allan Poe 
were brought to the United States and at- 
tracted considerable attention. One of these 
letters had been addressed to H. S. Root. 
It was considered a rare item with the 


unusual attribute of possessing the full 


mw 


“name of Poe in its signature. This letter 


"made reference to Dr. Earle. In a letter to 


The New York Times I was able to identify 
the physician as Pliny Earle, one of the 
most distinguished American Psychiatrists 
and a founder of the American Psychiatric 
Association. Poe and Earle had corres- 
ponded briefly and Earle’s book, Marathon 
and Other Poems was published in 1841. It 
was pointed out that as his career in psy- 
chiatry blossomed, he discontinued writing 
poetry. Poe's letter reads as follows: 


New York 
June 28-49. 
Dear Sir ; 
I regret to say that I am unable to answer 
your query. I have not seen a volume of Dr. 


.!Clinical Assoc. Prof, of Psychiatry, State Univer- 
sity of New York College of Medicine, N. Y. C. Ad- 
- dress: 26 West 9th Street, New York 11, N. Y. 
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ADMINISTRATIVE NOTES x 


EXPERIENCES IN THE CONVERSION OF A CLOSED TO AN 
OPEN PSYCHIATRIC WARD IN 


KISIK KIM, M.D. ax» MERRILL T. EATON, JR., М.р? 


On the basis of reports of successful open 

- psychiatric wards(1, 2, 3, 4, 5, 7), it was 
_ decided to convert the psychiatric ward of 
- the Kansas University Medical Center from 
a fully closed ward to an open ward. The 
. plan was to devise a gradual method of 
change so as to minimize resistance or 

‘anxiety on the part of personnel and to 

disrupt other routines as little as possible ; 
"and to study the reactions of patients and 
3 personnel and to determine whether the 
. change could take place without special 
facilities, additional personnel, or other 
_ modifications. 
_ In planning this project for one year, 
- allowing several months for preparation and 
- gradual changes and a few months of com- 
_ plete open ward operation, it was decided 
- to postpone any changes in admission policy 
or treatment methods other than those 
necessitated by the experiment. 
The change was made on a 33-bed ward 
to which all types of psychiatric patients, 
- both voluntary and on court order, were 
_ admitted. Most patients remained on the 
- ward from 30 to 90 days. In the absence of 
hospital grounds suitable for informal rec- 
- reation and because of the need for patients 
_ to be available for diagnostic studies, ward 
- rounds, treatment, and teaching activities, 
__ it was not possible for them to go and come 
. as freely as in some open hospitals(6). 
— The patients would remain on the ward 
A without locked doors or restraint, except 
when permitted to go elsewhere. 
= Devices which have aided some open 
_ hospitals include special organizations and 
- group meetings, additional personnel, and 
- early application of somatic therapies (for 
- example, ECT in the first few hours after 
y admission) (9, 10). It was hoped to defer 
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1 Research Associate, Nebraska Psychiatric Institute, 
| Omaha, Nebr. Formerly Instructor in Psychiatry, Uni- 
—  wersity of Kansas Medical Center. 

: 2 Associate Professor of Psychiatry, University of 
4 Kansas Medical Center, Kansas City 12, Kan. 
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such steps, if possible, until it was deter 
mined whether the open ward could oper 
ate without them. 
The advantages of open wards are largel 
theoretical. Whether they can be prove 
to shorten hospital stays or to increase rate 
of recovery cannot be determined wi t 
controlled studies of comparable wa 
Likewise, an adequate measure of ‘he геї 
tive incidence of complications would b 
beyond the scope of this project. The ac 
vantages are thought to include prese 
tion of patients’ self-esteem and impro 
cooperation through the elimination of at 
thoritarianism(3). Improved attitudes 
patients’ relatives toward hospitaliza 
and favorable changes in the attitude 
personnel toward patients have been at 
tributed to open wards. + Ж 
Possible disadvantages include more раз 
tients leaving without permission, increas 
suicide risks, and acting out behavior. 
is some question as to whether locked door: 
really reduce these risks: q 
In this experiment the conversion to an 
open ward was divided into 3 stages. 
the first stage the principles underlying ta 
open ward were discussed in meetings WIH 
personnel without direct reference to p% 
for the change and reprints of papers © 
the subject were circulated. In the secont 
stage a committee was appointed, inclu 
a nurse, a staff physician, an occupation? 
therapist, a recreational therapist, and à 
psychiatric aide. The announced purpos 
of the committee was to plan steps in OP 
ing the ward and discuss them with gro 
of employees. An unannounced purpose 
to “sell” the idea to committee memb 
and involve them personally in making 
project a success. During this stage rec 
tional and occupational therapy areas 
unlocked for brief periods and the li 
room of the ward was unlocked duri! 
visiting hours. The third stage consisted 9 
gradually extending the time that are 
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were left open and increasing the number 
of areas opened. Though the design of the 
ward would have permitted retention of a 
small locked area for a few disturbed pa- 
tients, it was decided to open all portions 
since if any patient should be “locked up" 
other patients might fear this. 

The attitude of personnel to the pro- 
gressive changes followed a pattern of 
(a) initial vague acceptance or skepticism ; 
(b) early hyperalertness and/or hyper- 
sensitivity to minor incidents ; (c) re- 
examination, inaction, and delay ; and (d) 
ultimate acceptance or rejection. at- 
titude of the committee paralleled that of 
individuals. Representative of the period of 
inaction was a period of several weeks in 
which the committee had no reportable 
activity. 

Each time a new area was unlocked or 
the time open increased, personnel were at 
first allowed to re-lock the areas when they 
deemed it necessary. is permission 
seemed to handle the early exaggerated 
fears of responsibility and made not lock- 
ing the areas a matter of pride. 

Psychiatric aides accepted the change 
more rapidly than nurses. Employees work- 
ing in the afternoon seemed slower to ac- 
cept unlocking than those in the morning. 
This was explained by a sense of security 
during the early part of the day when 
“more people are around,” even though a 
majority of them are not attending patients. 

Resistances and misunderstandings in the 
early phases of conversion included the 
repeated idea that unlocking of doors 
meant that patients could go out at any 
time and that this would complicate the 
work of personnel in locating patients for 
necessary activities. Pointing out that pa- 
tients on general medical wards go an 
come only by arrangement partially dis- 
pelled this idea. The creation of a patient 
location board with magnetized name 
plates which could be moved to show the 
location and activity of each patient helped 
with this. 

Another idea that recurred was that it 
would be necessary to station guards at the 
doors. This idea was difficult to eliminate. 

“It returned in disguised form with a pro- 
posal for a sign-out desk just outside the 
ward. At times one would find an aide 
repeatedly leading a patient away from a 


watching areas was 

The attitude of patients was 
favorable to the changes. New 
were more easily encouraged to 


unlocked. After the situation was 
she abandoned her usual seat by the door 
and began to participate in occupational ” 
therapy. 

There was no increase in the number of 


accidents 
departing without permission. No changes - 
in treatment routines were necessary. - 
Diagnostic studies were completed before — 
treatment. There was no increase in the 
use of sedation or other somatic treatments. _ 
Psychotherapy remained the principle F 
mode of treatment. je 
No changes in admission policy were 
necessary. The open ward was exp i / 
to those calling about admission of cases — 
who might have had court charges 
or who had presented a run-away problem. 
This led to two cancellations of admission 
requests during the year. In one of these, — 
an adolescent with a run-away problem, 
possibility of special nurses was considered. ) 
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SUMMARY AND CONCLUSIONS 
A method of gradual conversion from — 
closed to open ward is described and the - 
reaction of employees and patients is dis- - 
cussed. A closed ward in a general hospital ! 
can be opened without additional personnel - 
and without modification of treatment — 
methods or admission policies. 
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The 115th annual meeting of The Ameri- 
can Psychiatrie Association was held in 
Philadelphia, Pa., with headquarters at the 
Bellevue-Stratford Hotel, April 27 through 
May 1, 1959. Business meetings and scien- 
tific sessions were held in the Trade and 
Convention Center. This was the first an- 
nual meeting in Philadelphia since 1944, 
when the Centennial Meeting was held 
there, and the 12th meeting in the City of 
Brotherly Love. The first meeting of the 
Association was held in Philadelphia at the 
Jones Hotel on October 16, 1844. 

The membership was pleased to visit 
the new psychiatric facilities in the city 
and especially the magnificent addition to 
The Institute of the Pennsylvania Hospital, 
an addition that is worthy of the traditions 
of its great superintendent and the Asso- 
ciation’s early president, Dr. T. S. Kirk- 
bride. 

Dr. Francis J. Gerty, President, called 
the Opening Exercises to order at 9:00 a.m. 
on April 27. The Invocation was presented 
by the Right Reverend William P. Roberts, 
D.D., former Bishop of Shanghai. His 
Honor, Richardson Dilworth, Mayor of 
Philadelphia, gave a welcoming address to 
the members. Following the introduction 
of the President-Elect, Dr. William Mala- 
mud, by the President, a number of in- 
formation reports were read. Presenting his 
first report as Medical Director, Dr. Mat- 
thew Ross emphasized his intention to im- 
prove communication within the Associa- 
tion, to come to know the membership 
better through personal visits and letters, 
and to promote the welfare of the Associa- 
tion and the profession through the ac- 
tivities of the Central Office. Dr. Walter H. 
Obenauf, Speaker of the Assembly, noted 
the achievements and increasing responsi- 
bilities of the District Branches. Dr. Theo- 
dore L. Dehne,.who served as Co-Chairman 
with Dr. Lauren H. Smith, reported briefly 

. for the Committee on Arrangements. Pro- 
gram Committee Chairman Dr. John Don- 
nelly pointed out special features of the 
meeting and noted that the program in- 


COMMENT 


PHILADELPHIA MEETING HIGHLIGHTS 


cluded 174 scientific papers and 26 Roung 
Tables. Due to the illness of Dr. C. 
Hardin Branch, the Secretary, Dr. - 
rence Kolb, elected Secretary, pro te 
by the Council announced the official 
membership count as of March 31, 1959 as 
10,420. The Treasurer, Dr. Robert Н. Felix, 
reported a favorable financial condition for 
the Association. (His complete report 
be included in the Annual of 
the Association, to be published in a future 
issue of the Journal.) Dr. John I. Nurm- 
berger, Chairman of the Hofheimer Prize 
Board, presented the Prize to Irving L. 
Janis, Ph.D., Associate Professor of Psy- 
chology at Yale University, for research: 
described in his book Psychological Stress : 
Psychoanalytic and Behavioral Studies of 
Surgical Patients. Dr. Nurnberger com: 
mented upon the fact that the three. 
awards have been made to those with 
Doctorate degrees in Psychology. The 
eighth winner of the Isaac Ray Lectureship 
Award was Dr. Maxwell Jones, eminent 
British psychiatrist, for furthering under- 
standing between law and psychiatry. As | 
recipient, Dr. Jones will deliver a series of 
lectures on psychiatry and the law аб 
George Washington University, in Wash- 
ington, D. C., during the next acade 
year. The presentation was made in ab- 
Sentia by Dr. Frank J. Curran, Chairman of 
the Isaac Ray Board. Dr. Ross then a 
nounced the winners of the Mental Hospit 
Achievement Awards for the 1958 compet 
tion. Following the election of new mem- 
bers by the membership in accord with the - 
recommendations of the Membership Com- | 
mittee and the Council, Dr. Gerty delivered — 
his Presidential із entitled 3 
Physician and Psychotherapy." E 
His address provided a most thoughtful. і 
discussion of psychotherapy as а ; 
treatment procedure in psychiatry and the _ 
needs for its wider instruction in the medi. 
cal schools and amongst practitioners of 
medicine and psychiatry. Dr. Gerty's great 
judgment and wisdom were best shown in | 
his consideration of the role of the psy- ' 


< chologist in relation to the practice of psy- 
chotherapy and the position that might best 
be held by psychiatrists in fostering the 
growth of psychotherapeutic practice. 
Dr. Malamud, President-Elect, was re- 
spondent. The Opening Exercises were 
- closed with a moment of silence in memory 
of members of the Association who had died 
‘since the last annual meeting, and a 
Memorial to Past-President Edward A. 
Strecker which was read by Past-President 
Kenneth Appel. 
.—. The second business session was called 
to order Tuesday afternoon at 2:00 p.m. 
Dr. John E. Davis, a member of the Board 
of Tellers, announced the results of the 
. election of officers for 1959-60 : Dr. Robert 
_ H. Felix, President-Elect; Dr. S. Spafford 
Ackerly, Vice-President ; Dr. Franklin G. 
_ Ebaugh, Vice-President ; Dr. C. H. Hardin 
Branch, Secretary ; Dr. Addison M. Duval, 
"Treasurer ; incoming Councillors : Dr. Cal- 
— vin Drayer, Dr. Paul Hoch and Dr. А. B. 
_ Stokes. Reports were presented by the three 
Coordinating Committee Chairman; Dr. 
‘Frank J. Curran for the Committees on 
"echnical Aspects of Psychiatry, Dr. Wil- 
fred Bloomberg for the Committees on 
Professional Standards, and Dr. Paul Lem- 
kau for the Committees on Community As- 
pects of Psychiatry. Dr. Kolb then read a 
| proposed amendment to the Constitution 
_ which will be presented to the membership 
-. for consideration on the next annual ballot. 
_ After a brief recess, the annual Convoca- 
- tion for newly elected Fellows began at 
. 3:00 p.m. with Dr. Gerty presiding. Dr. 
Lauren Н. Smith and Dr. Theodore L. 
_ Dehne served as Grand Marshals. An in- 
spiring and scholarly Fellowship Lecture 
was presented by Dr. Karl A. Menninger, 
— Life Fellow, on the neglected topic “Hope.” 
_ The next business session was held on 
Wednesday morning, April 29, in the Con- 
_ vention Hall Auditorium at 9:30. The 
С Secretary's report to the membership was 
_ presented by the Secretary, pro tempore, 
- іп which he reviewed the major actions of 
the Council since the last annual meeting. 
The complete actions of the Council for 
this period will be published later in the 
- Journal. The Secretarys report was ap- 
= proved by vote of the membership. Dr. 
[С Gerty awarded Certificates to the Officers, 
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Councillors and the Committee Chairmen 
who were retiring from office at this annual 
meeting. 

On Wednesday evening the Annual Din- 
ner was held in the Ballroom of the Belle- 
vue-Stratford Hotel, followed by dancing. 

At the final business session at 9:00 a.m. 
on Friday, May 1, the actions taken by the 
Council on April 30 were reported including 
the appointment of Dr. Paul E. Huston to 
fill the unexpired term as Councillor for 
Dr. Addison M. Duval, who had been 
elected Treasurer, and approval of the 
Rhode Island District Branch. These ac- 
tions were approved by the membership 
on motion from the floor. Dr. William 
Malamud was then installed in the office 
of President for 1959-60. He announced the 
new officers for the Assembly of District 
Branches as Follows : Dr. Alfred Auerback, 
Speaker; Dr. John R. Saunders, Speaker- 
Elect; and Dr. Lester Shapiro, Recorder. 

The total registration for the Meeting 
was 5,104, marking this as one of the larg- 
est on record ; of this number, 2,540 were 
members. Approximately 70 science writers 
and reporters from the nation’s leading 
newspapers and wire services covered 
meeting for the public. The Association 
was honored by the attendance of many 
psychiatrists and guests from other coun- 
tries. 

The Association is greatly indebted t0 
the able and outstanding leadership of its 
President, Dr. Francis Gerty, for the highly 
successful meeting, to his aides and the 
membership. In particular, great gratitude 
is due to the splendid program worke out 
by Dr. Theodore L. Dehne, Dr. Lauren H. 
Smith, and their colleagues on the Com 
mittee of Arrangements, and Dr, John Dot 
nelly and his associates on the Program 
Committee. Special thanks are due the 
“Ladies” Committee, with Mrs. John 
Davis carrying forward their programs а 
mirably. To Mr. Austin M. Davies, the 
Executive Assistant, Dr. Matthew Ross ап 
Messrs. Robinson and Turgeon and the 
members of their staff who so courteously 
and faithfully worked to make this meeting 
successful, the Association continues 1™ 
debted. 

Lawrence C. Kolb, M.D» 
Secretary, pro tempore 
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; HEALTH INSURANCE FOR PSYCHIATRIC PATIENTS _ 


The need for group insurance to cover subscribers is selected with the 
mental illness as well as the other types of laboration of W. fesso 
disability that are already provided for in statistics at the Graduate Scho 
this way has been a matter of serious con- Administration, New York University, 
cern to organized psychiatry; and an ex- the initial study. Unskilled and parti 
perimental plan has now been announced skilled workers and 
whereby, through the generous cooperation up about half of this 
of Group Health Insurance, Inc., an all- sonnel another 25 percent, 
inclusive coverage may become possible. 
The three agencies sponsoring this proj- sons 8 percent. Both inpatient and с 
ect are The American Psychiatric Asso- tient treatment within stated limits 
ciation, The National Association for Men- covered by d 
tal Health, and the National Institute of A commi! 
Mental Health. The latter, a federal atrists and 
agency, has authorized a grant of $300,000 — Harvey J. 
for a two-year experimental study. Addi- York Ci 
tional funds will be supplied by Group 
Health Insurance, Inc., a non-profit agency, St. Vincent's Hospital, 
as announced by Arthur H. Harlow, Jr, new project 
President of this organization. 
A substantial specified group of G. H. I. mentally ill. 
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ETHICS IN BUSINESS 2 


Late in December 1912 Pierpont Morgan was called to Washin to answer ques- - 
tions of a House Investigating Committee Persa rey ox tet Se 


r 


that ordeal. d 2 
Q. Is not commercial credit based primarily upon money or property? E 
A. Nos; Up 5 1 

. Before money or proj M 
x Before pr or anything else. ре pilae it... uem a man I do © 
t from me or s in А к 

not trust could not get money pror иЕе = "m 
The Great Pierpont Morgan. — 


Editor, THE AMERICAN JOURNAL оғ Psycui- 
VIRY : 

Sm : This is a brief comment on the arti- 
“Role of the Psychiatrist in Criminal 
ls" by Joseph B. Cumming, in the 
American Journal of Psychiatry, 115 : 491, 
Dec. 1958. 

`1 do not take exception to the author's 
defence of the M'Naghten rule or his 
doubts about the rule adopted ín the case 
of Durham о. U. S. 

he author may be criticized, however, 
for his repeated critical statements about 
ychiatry and psychiatrists, which he has 
supported by a single reference. Here 
е a few examples : 


We are urged, therefore, to give more heed 

if not to be guided entirely by, the opinion 
ert witnesses testifying as to the accused's 
e of criminal intent (p. 491). 


We have been told that the M’Naghten rule 
obsolete, being based on outmoded concep- 
of human responsibility (p. 492). 


Editor, Tue AMERICAN JOURNAL or Psycur- 
ATRY : 
__ Sm : As requested in your letter of Febru- 
ary 4, I am writing to reply to the letter 
eived by you from К. С. Gray, Q.C., 
_M.D., in which Dr. Gray has taken certain 
_ exceptions to the position which I took in 
my article "The Role of the Psychiatrist in 
_ Criminal Trials," published in the American 
Journal of Psychiatry, 115 : 491, Dec. 1958. 
_ Dr. Gray comments adversely on what he 
calls my “repeated critical statements about 
_ psychiatry and psychiatrists, which he has 
not supported by a single reference.” I do 
- mot consider that my comments were criti- 
I was dealing with a controversial sub- 
one side of which, in general, has been 
apported by the psychiatrists. This I think 
I can support by the references which Dr. 
Gray desires. They will be given later in 


CORRESPONDENCE 


ROLE OF PSYCHIATRIST IN CRIMINAL TRIALS 


The iatrists condemn this method of 
deciding the validity of such defense (p. 495). 
The article may be criticized also £ ychi- 
notion that the defence of insanity іле im- 


vate war between doctors and bam | 


example : 


May we find an impasse between the two 
professions that cannot be eliminated. . . . the 
doctors must live with the Law as it is and as 
it will be changed and reinterpreted from time 
to time by the bench and bar (p. 496). 


Surely the elected legislators have some — | 
part to play ! 

The subject has been treated more ade- 
quately by Professor Jerome Hall in his 
book, Studies in Jurisprudence and. Crimi- 
nal Theory. Professor Hall has taken his 
statements about psychiatrists, chapter and 
verse, from psychiatric journals and he as- 
serts that more is involved than a contest 
between psychiatrists and lawyers. 

K. G. Gray, Q.C., M.D., 
University of Toronto. 


REPLY TO THE FOREGOING 


this communication. My comments were 
made on an assumption of an attitude taken 
by the psychiatrists. Such statements of 
mine to that effect may have been incorrect, 
but they were not critical. If my assumption 
is incorrect, then it would seem that my 
objection to that attitude would have no 
validity and, therefore, there is unanimity 
of views. 

If I have correctly assumed the attitude 
of the psychiatrists toward the Durham rule 
in contradistinction to the M'Naghten rule, 
I feel that I am at liberty to point out 
wherein I believe the M'Naghten rule is 
the better of the two, without being guilty 
of the charge of being critical of either the 
men who hold a different view or of the 
discipline of which they are members. No 
practicing lawyer such as I am could pos- 
sibly consider that he was antagonistic to 


< HDTV ' 18 


’ 
i 
í 


opposing counsel who held different views 
in a legal controversy. I have no more hos- 
tile attitude toward a psychiatrist who holds 
a different view than I have toward a 
brother lawyer who opposes me in litiga- 
tion. In fact, rather than being critical of 
either psychiatry or its practitioners, I con- 
фе that I accorded them a deserved praise 
as IÑI referred, on page 491, to “the great 

's and revealing progress in psychi- 
Jagislóy which) there are now established 
the means of discovering the nature of 
man's mental processes, his motives and in- 
tents" (р. 491), and, again, when I wrote : 
"There is justified pride in the accomplish- 
ments of psychiatry. Its advancement in 
the diagnosis, treatment and cure of the 
mental diseases has brought light to those 
who sit in darkness" (p. 496). 

Dr. Gray in his letter picks what he 
speaks of as a few examples of my critical 
attitude. These examples I consider merely 
an effort on my part to present the conten- 
tions of psychiatrists in their consideration 
of the M'Naghten rule. I undertook to de- 
fend the M'Naghten rule, and in order to do 
so I felt that it was proper for me to pre- 
sent the opposition to the M'Naghten rule, 
and also to present what I consider the 
position taken by the psychiatrists as to 
their ability to testify with reference to the 
mental condition of a person charged with 
à crime so that his culpability could be 
better understood. My effort to present this 
side of the case is what Dr. Gray considers 
to be critical of psychiatrists and psychi- 
atry. I would like to quote from certain 
works on this subject, as Dr. Gray desires 
that I do, to support my position that most 
psychiatrists are in opposition to the 

_ M'Naghten rule and that they consider that 
the current method of ascertaining the guilt 
of a person charged with a crime is un- 
satisfactory. ` 


Judge Bazelon's opinion (in the Durham case) 
has been hailed by psychiatrists everywhere 
às a noteworthy advance. This permits the psy- 
chiatric expert tó think and function in his true 
professional capacity. 
Manfred S. Guttmacher: Why Psychi- 
atrists Do Not Like to Testify in Court, 
from The Practical Lawyer, 1: No. 5, 
May 1955. 


Function, from Psychiatry : 1 
313, Aug. 1957. 


Psychiatrists who have advocated revisions of 
the M'Naghten rule have based their : 
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a cold war between the two disciplines, 
Walter Bromberg and Hervey M. Cleck- _ 
ley: The Medico-Legal Dilemma—A - 
Suggested Solution, from J. of Criminal 
Law, Criminology and Police Science of 
Northwestern University, 42; No. 6, 
March-April, 1952. 


Nevertheless, it seems to me that there is im- — 
plicit belief in the minds of most psychiatrists 
interested in legal matters that the application 
of psychiatric knowledge to jurisprudence is 
bound to make the law more "human" and 
“just,” rather than less so. This assumption 
should not be accepted at face value. 


of procedure are such that I 
the witness stand with the feel- 


William Alanson White: The Autobiog- 
raphy of a Purpose, 192-193, 1938. 


V they all individually and jointly (judges, 
- lawyers, and jury) ask me whether the de- 
ant in the dock is in my opinion insane, 


ant is insane or not. I admit the situa- 

; embarrassing and puzzling to all con- 

ed, but it is beyond my knowledge and 

r to remedy or alleviate it. 

G. Zilboorg: Mind, Medicine and Man, 

ОМ. Ү.: Harcourt, Brace and Co., Inc., 
1943. 


have reached a rather disquieting parting 
he ways. This is undesirable from both your 
jurist’s) point of view and mine. Your 
- rules are unintelligible to me, and my inability 

to follow them is unintelligible to you. 
С Ibid. As quoted in The Mask of Sanity, 
"Cleckley, St. Louis: C. V. Mosby Com- 
.. pany, 1950. 


А major underlying fact of the current pole- 
- mics is the clash of elementary philosophical 
_ perspectives. 
Jerome Hall: Psychiatry and Criminal 
Responsibility, The Yale Law Journal, 65 : 
-. No. 6, May 1956. 


Dr. Hervey M. си. the author of 
numerous papers on psychiatry, as well as 
- certain published books (The Mask of 
. Sanity, The Caricature of Love, and (co- 
- author) The Three Faces of Eve), read my 
. paper and wholly approves not only my 
ssumptions as to the attitude of most psy- 
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iatrists but my statements as to their sup- 
ort of the Durham rule and antagonism 
ard the M’Naghten rule. He also sup- 
rts my position in this controversy. 
Dr. Gray's third criticism is that I con- 
sider that the defense of insanity “is a 
_ private war between doctors and lawyers.” 
I believe the above quotations from Zil- 
- boorg, Cleckley, Hall and Szasz adequately 
support my assumption of the existence of 
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this conflict. You will recall that in the first 
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draft of my article which I sent you I 
pointed out that there exist two opposing 
views on the question of the extent to which 
mental abnormality should relieve from re- 
sponsibility for crime. After describing the 
two opposing views and their protagonists, 
I stated : "Most of the former are members 
of the Bar; most of the latter are psychi- 
atrists.” This quoted language and the im- 
mediately preceding language were stricken 
in the interest of brevity. 

It is not a private war. Members of the 
Bar, because of their position as officers of 
the court and their responsibility as pro- 
fessional men in all matters affecting the 
administration of justice, represent the pub- 
lic interest in all such controversies in the 
administration of justice. By the same to- 
ken, I felt free to regard the psychiatrists as 
the best equipped to speak of the advance- 
ments in psychiatry in a matter which made 
them critical of certain judicial processes. 
It is a public war, but the champions are 
those best equipped to represent the oppos- 
ing sides. 

I cannot view the controversy with the 
alarm that apparently disturbs Dr. Gray. 
It is through the exchange of opposing 
views that new ideas are developed. I had 
hoped that my paper would bring forth 
opposition to my contentions, since that 
would give me an opportunity to exchange 
views with any who took issue with my con- 
tentions as expressed in that paper. I have 
received many letters, which have included 
more than 50 requests for reprints. Each 
communication which expressed any views 
at all was complimentary. Dr. Gray’s letter 
does not take issue with my views, but 
merely criticizes what he considers a criti- 
cal attitude. He expressly says that he does 
not take issue with my defense of the 
M'Naghten rule. I am still to receive à 
challenge attacking my beliefs. 

Dr. Gray, in conclusion, states : "Surely 
the elected legislators have some part to 
play ! I realize that Dr. Gray, being train 
in the polity of the British Constitution, 
where there is not the separation of powers 
that exists under our system, might not 
appreciate the fact that the Legislature does 
not have the right to invade the Judiciary 


by telling the latter how it should conduct. 


: 
: 
: 


the trial of cases. I recognize that this is 
done quite frequently, but there is a strong 
tendency to permit the Judiciary to handle 
its own affairs. Legal procedure is not pri- 
marily a function of legislative control un- 
der the doctrine of the separation of pow- 
ers. Even if it were a legislative matter, 
public controversy touching the subject is, 
as in all such cases, essential to bring forth 
the strongest arguments for and against any 
legislative change. 


A COMMENT ON “SWEDISH PSYCHIATRY” 


Editor, Tae AMERICAN JOURNAL 
OF PSYCHIATRY : 

Sm : In the December 1958 issue of this 
Journal, Prof. Kinberg has made some com- 
ments on Swedish psychiatry. As a psy- 
chiatrist from Sweden who sought advanced 
training in America, I feel it is important 
to correct the impression conveyed to 
American readers by Kinberg’s article. 

Kinberg has always tried to promote the 
Sjóbring view on psychiatry. This view can 
briefly be described as a magical belief in 
some kind of correspondence between psy- 
chical processes and central nervous system 
Processes. Thus if the psychic processes are 
rapid, this means that the central nervous 
System processes are rapid ; if a person has 
Stable habits this means that the central 
Nervous system facilitation is stable. If a 
Person does not fit into Sjébring’s system 
he is said to have a lesion, e.g., in the form 
of an encephalitis. This is assumed to exist 
even with complete lack of clinical evi- 
dence. No empirical proof of the correct- 
ness of this brain mythology is offered, and 
None is needed according to Sjébring, be- 
cause introspection gives us sufficient 
knowledge regarding the processes in the 
central nervous system. No therapy can be 
built on the system, and psychical diseases 

me essentially untreatable except b 
the crudest methods. This may be enou 
to indicate to the reader the value of Sjó- 
bring’s speculations. 

In his paper Kinberg states “. . . I fol- 
lowed with interest the publications of 
Freud as they appeared. When I learned 
by his "Traumdeutung of foetuses that had 

n listening to the coition of their par- 
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uterine life, of existence in the 
of the act of birth. What follows 
dream of a young man who, in 
tion (italics mine), had taken 
an intra-uterine aira The 
his parents copulating.” 
sion closely follows the original 
text. This is only one example of a 
that abound in Kinbergs writings, 
trative of the degree of accuracy and fair- 
ness he uses when dealing with psycho- 
analysis. " 

Kinberg's statements about causality only — 
being applicable to physical and mechani- 
cal happenings, his belief that psychoanaly- 
sis can be refuted on epistemological — 
grounds, and his rejection of psych i 
as a science, are not valid. They probably 
rest on older philosophical writings im- 
perfectly understood. 

The European professor has an influe 
on the development of his specialty in 
country that American readers can hardly 
imagine. Kinberg for many years success- 
fully fought the use of the Rorschach Test - 
in Swedish psychiatry, because it demon- _ 
strated such queer things in people whom - 
he “knew” to be normal. In 1953, in some | 
articles in the largest daily newspaper in - 
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Sweden, he stated emphatically that dreams 
nave no significance whatsoever, being 
erely the waste and rubbish of the all- 
important conscious process. In fact, he 
ected the concept of the unconscious al- 
together. In these articles he reviewed a 
volume of The Psychoanalytic Quarterly 
-(Zilboorg, Szasz, Friedman, Renneker, 
_ Roheim) with unfair demagogy, attempting 
to ridicule his American colleagues before 
- the lay public. 
— What can be inferred from Kinberg's 
paper is the fact that Swedish psychiatry 
is in a sad state. Kinberg and Sjóbring to- 
А ег аге to a great extent responsible for 
the fact that only about ten psychiatrists 
_in Sweden have had any training in psycho- 
therapy. This means that thousands of men- 


ditor, THE AMERICAN JOURNAL 
PSYCHIATRY : 
Sm : I decline discussing scientific psy- 
chiatric problems with anybody who con- 
siders the existing axiomatic correspondence 
between psychic processes and brain 
processes as “magical.” 
= The short description of Sjébring’s im- 
portant scientific findings and comprising 
28 : s e P 
. psychologic and psychiatric theory is а 
caricature which I don't care to spend 
. time on. 
= Dr. Lófgrems contention that Sjébring 
nd myself are "to a great extent responsible 
the fact that only about ten psychia- 
ts in Sweden have had any training in 


They bow to no man 


tally ill people in Sweden are not receiving 
adequate treatment, and much needless suf- 
fering is thus caused by the influence of 
these two men. 

I have written this short note to indicate 
to American readers that some Swedish 
psychiatrists are aware that in Sweden psy- 
chiatry has not developed at the same rate 
as other medical specialties have. A few of 
us are seeking training at home and abroad 
in order eventually to try to change Swedish 
psychiatry, at present so barren and lacking 
in international contact, and to bring it to 
a level acceptable by modern standards. 

L. Börje Löfgren, M.D., 
Austen Riggs Centa, Inc., 
Stockbridge, Mass. 


REPLY TO THE FOREGOING 


‘psychotherapy, ” is a great compliment to 
us, if by “psychotherapy” is meant psycho- 
analysis. Of course psychotherapy, in its 
old medical sense, does exist in Sweden as 
in other civilized countries. 

Some days ago I got several important 
reprints on psychoanalysis from Dr. Henry 
Turkel (Detroit), which appear to indicate 
that there is a strong movement on the 
North American continent against the su- 
perstitions called psychoanalysis. 

Prof. Olof Kinberg, 
Kriminologiska Institutet, 
Svartmangatan 9, Stockholm 2, 
Sweden. 


FREE MEN 


What is this Athens, of which all men speak ? 
and are no man’s slaves. 


—AESCHYLUS 
(The Persians) 
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AssocrACION PsiQuiarRICA De La AMERI- 
ca LariNA.—This new Association is a fed- 
eration of the various psychiatric associa- 
tions in the Latin American countries. Such 
an organization had been under discussion 
for several years and was finally constituted 
at a meeting in Lima, Peru, October 28, 
1959. 

The following countries are presently 
represented in the Association: Argentina, 
Brazil Chile, Cuba, Equador, Mexico, 
Paraguay, Uraguay. 

The objectives of the Latin American As- 
sociation are to promote active exchange of 
information, to publish a common journal, 
to establish international co-operation, to 
organize Latin American psychiatric con- 
gresses, and to promote interrelations with 
other psychiatric associations throughout 
the world. The board of directors of the 
Association are: Dr. Gregorio Berman, Ar- 
gentina ; Dr. Pacheco E. Silva, Brazil ; Dr. 
F. Falcón, Mexico ; Dr. Carlos A. Seguin, 


. Peru; Dr. José A. Bustamante, Cuba. 


Patents Вил, or Ricuts.—The National 
League for Nursing, at the opening of its 
biennial convention in Philadelphia, May 
ll, 1959, presented a “patient's bill of 
rights" which had been developed by more 
than 3,000 people meeting in hundreds of 
Sessions throughout the country over the 
past two years. 

The statement is a seven point "bill" 
as follows : The patient has a right to ex- 
pect : 

l. That he will receive the nursing care 
Necessary to help him regain or maintain 

maximum degree of health. 

2. That the nursing personnel who care 
for him are qualified through education, 
experience and personality to carry out the 
services for which they are responsible. 

„З. That the nursing personnel caring for 

will be sensitive to his feelings and 
responsive to his needs. 

4. That, within the limits determined by 
his doctor, the patient and his family will 
be taught about his illness so that the pa- 
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tient can help himself, and his family са 
understand and help him. a 
5. That plans will be made with him anc 
his family, or if necessary for him, so 
if possible, continuing nursing and oth 
necessary services will be available to hi 
throughout the period of his need. 
plans will involve the use of all approp 
personnel and community resources. — — 
6. That nursing personnel will assist in 
keeping adequate records and reports and 
will treat with confidence all personal mat- 
ters that relate to the patient. 7% 
7. That efforts will be made by nursin 
personnel to adjust the surroundings of 
patient so as to help him maintain or 
cover his health. 


Inurnois Psycuatric Socrery.—On Ap 1 
15, 1959, the following members of the 
Illinois Psychiatric Society were elected to 
office for the year 1959-60 : president : Dr. - 
Frances Hannett ; president elect : D 
S. Handler ; secretary-treasurer : Dr. Paul - 
E. Nielson; councillors: Dr. Nathaniel S. 
Apter and Dr. C. Knight Aldrich. ч 

Serving their 3rd year of a 3-year term 
are Delegate to American Psychiatric As- / 
sociation Assembly: Dr. John R. Adams, 
and Alternate Delegate, Dr. Isadore Spinks » 


Survey or SALARIES IN PSYCHIATRIC OLIN: 
1cs AND Hosrrrats.—The Des Moines С 
Guidance Center has completed “A Sa 
Survey of Salaries for Professional Positions 
in Psychiatric Clinics and Hospitals - 
(1959).” Based on a nation-wide sample, 
the study describes salary levels and ranges 
in relation to training and experience re 
quirements. The report includes compa 
sons based on the Centers 1955 stud 
showing the nature of shifts in salary levels 
in the intervening 3-year period. , 

To obtain this pamphlet write to D 
Moines Child Guidance Center, 500 Garv 
Building, Des Moines 9, Iowa. Price, s 
copy, 25c ; 10 or more copies, 15c each. 


Deatu or Dm. DeJarnerre.—A delay 3 
report of the death, at the age of 90, of Dr. 
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pns Spencer DeJarnette of Staunton, 
a., recalls the significant part he played in 
Virginia psychiatry. Graduating from the 
Medical College of Virginia in 1888, he 
- joined the staff of Western State Hospital, 
— Staunton, in 1889 and later became super- 
- intendent. He was also founder and super- 
- intendent of the DeJarnette Sanatorium, 
| and he was instrumental in the founding of 
_ the Lynchburg Training School and Hospi- 
L tal at Colony, Va. of which he was the 
first superintendent. 
Through his efforts the Virginia Steriliza- 
tion Law was enacted in 1924. This was the 
first sterilization law to pass the Court of 
Appeals of the United States. 


staff, and viai ч banquet entertain- 
_ ment was provi y well trained groups 
of students from the various diner the 
Schools. There were songs, dances and 
marches and highly amusing numbers re- 
“Miniscent of the old minstrel show days 
that did credit to the performers and 
rounded out a delightful evening prepara- 
to the strenuous days and evenings to 


.. Dr. Cameron Hononev.—The Postgradu- 
ate Center for Psychotherapy, New York 
City, which offers the Ruben award an- 
nually for outstanding achievements in 
. mental health, presented the award for 1959 
_ to Dr. D. Ewen Cameron. At the presenta- 
tion made in New York City on April 17, 
1959, Dr. Cameron was cited for “the tre. 
 mendous contributions you have made in 
_ research and as a teacher in the field of 
psychiatry. 


Tue PROBLEM or SrurrERING.— Wendell 
~ Johnson, Ph.D., professor of speech pathol- 


(July 


ogy and psychology at the University of 
Iowa, himself a former stutterer, has writ- 
ten a booklet Toward Understanding Stut- 
tering, published by the National Society 
for Crippled Children and Adults. 

Written especially for parents, the 40- 
page publication is a revealing study of 
more than 25 years of extensive and inten- 
sive research in stuttering problems. 

Copies may be obtained by writing the 
Easter Seal Society, 2023 West Ogden Ave., 
Chicago 12, Ill. Price, 25c. 


Dr. Wuram Cone Dirs.—With the 
death of Dr. William Cone of Montreal, 
May 4, 1959, Canada lost one of her most 
eminent neurosurgeons. His age was 62. A 
native of Iowa, he came to Montreal in 
1928 to join the staff of Dr. Wilder Penfield 
at the Neurological Institute of McGill Uni- 
versity, and rapidly advanced to the post 
of professor of neurosurgery. He was also 
associate professor of neuropathology. 

In World War II Dr. Cone was one of 
the first Canadian medical men to go over- 
seas. He and Col. Colin Russell organized 
the No. 1 Canadian Neurological Hospital 
and he served that institution as chief neu- 
rosurgeon. 

In Montreal he established a helicopter 
delivery service whereby patients could be 
landed on the McGill University football 
field close to the Neurological Institute in 
order to secure the quickest possible treat- 
ment in emergency neurosurgical cases. 

Dr. Cone was devoid of self-considera- 
tion in his devotion to his work. He was 
preeminent as an operator and innovator 
and teacher. 
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Sournern RrcroNAL Epucation BOARD 
Grants то MENTAL HOSPITAL PERSONNEL.— 
Grants have been awarded since June 1958 
to enable employees of mental hospitals 
and training schools in the Southern region 
to study care and treatment in institutions 
anywhere in the country. Awards up {0 
$500 are made to cover expenses for à 
period of 4 weeks or less. Grantees have 
gone to many different institutions in 
states and Canada, Florida, 3 grants ; Ken- 
tucky, 9; Louisiana, 10; Maryland, 5; 
North Carolina, 15; Oklahoma, 16 ; South 
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Carolina, 5; Tennessee, 2; Texas, 16; Vir- 
ginia, 18; West Virginia, 1. 

Funds for the two-year grant program 
were provided to the SREB by the National 
Institute of Mental Health. Applications are 
being accepted until June, 1960. For further 
information write to Dr. Pennin \ 
Southern Regional Education 130 
Sixth St., N.W., Atlanta 13, Ga. 


Wurrney M. Үоохс, Jn. Recerves Ніси 
Ѕостлі. Work AwaAnp.—Whitney М, Young, 
Jr., Dean of the Atlanta University School 
of Social Work, Atlanta, Georgia, received 
the 1959 Florina Lasker Award from Clara 
A. Kaiser, Chairman of the Award Com- 
mittee. 

The award of $1,000 and a scroll noting 
the outstanding welfare accomplishments 
of Mr. Young were made at the National 
Conference on Social Welfare, held in San 
Francisco, May 24-29. 

Mr. Young's “vigorous, wise and unafraid 
leadership” in the field of desegregation 
and civil rights for Negroes was cited by 
Dean Kaiser as a factor in the Committee's 
decision to honor him. 


Awarn to Dr. Gnreenacre.—Phyllis 
Greenacre, M.D., New York City psycho- 
analyst and clinical professor of psychiatry 
at Cornell University School of Medicine 
has received the 1959 Charles Frederick 
Menninger Award of the American Psych- 
oanalytic Association. The Award is giv- 
en annually for outstanding contributions 
to the theory and practice of psychoanaly- 
sis. Dr. Greenacre is known particularly for 
her psychoanalytic interpretations of Jona- 
than Swift, Thomas Mann, and Lewis Car- 
roll. She has also made important contribu- 
tions to the understanding of child and 
personality development. The Award is 
named in memory of the father of Doctors 
Karl A. and William C. Menninger, the well 
known psychoanalysts of Topeka, Kansas. 


TRANSACTIONS or THE FirrH ANNUAL 
MEETING or THE ACADEMY OF PsYcHOSO- 
Matic Mepıcme.—Transactions of this 
meeting titled, “The Psychosomatic Aspects 
of Internal Medicine,” are available from 


Dr. Wilfred Dorfman, 1921 Newkirk At 
Brooklyn 26, N. Y., at $3.00 per copy, 


Kuniscne Psycnoratnococm.—The 
thor of this book (Prof. Kurt Schneidi 
Heidelberg ), reviewed in an earlier 
(Am. J. Psychiat., p. 286, Sept. 1956), hai 
now brought out a fifth revised edt 

1959, published by Georg Thieme Verlag 
Stuttgart. E^ 

It is an excellent guide in concise form) 
the text running to only 161 pages. $ 


meeting of the Association for Research in 
Nervous and Mental Disease will be held. 
on December 11-12, 1959, at the Hotel 
Roosevelt, New York City. The subject of 


. Masselink, Treasurer, 700 Wei 
68th St., New York 39, М. Y. 


Мпвлхк Memontat Fosp.—The Milbank 
Memorial Fund has published a 104 page 
brochure of the of its | 
annual conference, 1957, Part II, entitled 

Evaluations of Mental Health” 

7 It contéios a progress КЫРШЫН 
the Evaluation Planning Group's to 
identify specific types of mental health 

which might lead to reduction 
in the amount of specific mental disorders; 
and the proposal of a Model for a project і 
to prevent mental disorders in an 
population. The book also contains a | 
thesis of the discussions and suggest 
by Conference members of the propo > 
Model. І = 


$1.00. 


Apor Meyer MrMwomnarL Awarp.—Dr. - 
Herman B. Snow has been designated this 
year to receive the Adolf Meyer Memorial” 
award for his outstanding work as direct 
of St. Lawrence State Hospital in respect - 
to the development of the open door policy. - 

The presentation was made at special” 
ceremonies held at the New York Acaden 
of Medicine in New York City, May 2, 19: 


 NEUROPHARMACOLOGY : TRANSACTIONS OF THE 
Srconp Conrenence. Edited by Harold A. 
Abramson. (New York: Josiah Macy, Jr. 
Foundation Publication, 1956, pp. 308. 
$4.25.) 


тһе transactions of the second conference 
on neuropharmacology of the Josiah Macy, Jr. 
Foundation consists of records of five dis- 
- eussions, each one led by an invited discussant 
and joined in by the rest of the invited group 
_ їп accordance with the usual procedures of 
these conferences. Aurelio Cerletti analyzed 
the effects of LSD, chiefly оп. animals, its 
bility to evoke a rise of temperature and 
other signs of autonomic stimulation such as 

| tion of pupils, piloerection, salivation, 1а- 
rimation. In addition, ataxia and paresis are 
- produced. Though the accompanying anxiety 
-may be secondary to the physical state, yet 
the use of chlorpromazine can suspend the 
ety part of the syndrome, but not the 
urological aspects. BOL, a brom derivative 
LSD, does not bring on hallucinations yet 
blocks serotonin actively even more strongly 
in does LSD. Stephen Sherwood's presenta- 
n is concerned chiefly with behavioral ef- 
fects following intraventricular injection of 
‘drugs into animals and man. These results 
may be attributed to structures in the lining 
_of the third ventricle. The injection of choli- 
hesterase improves psychotic patients and al- 
exerts a good effect on the thought processes. 
nthine also makes patients more active but 
has little effect on these thought processes. It 
_is clear that direct injection of substances into 
ie ventricle opens a new method of attack in 
is field, but the results are not always the 
me as those of peripheral injection, Humphry 
mond gives a delightful talk on work in 
h he was not only an observer but also 
experimental subject and could, therefore, 
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withdrawal, and desire for reassurance. An in- 
teresting analysis is made of the productions 
of a painter before and at various periods after 
the administration of LSD. The drawings 
showed a progressive, almost schizophrenic- 
like deterioration. The changes in the thought 
processes, mood and perception are thus 
graphically presented. The last discussion was 
led by Harold Abramson, who stresses the 
rapid development of tolerance to LSD, and 
that LSD given repeatedly is its own best 
antidote. On the basis of these observations, 
he presents the hypothesis on the mechanism 
of schizophrenia, namely : 1. That there is a 
substance analagous to LSD involved in schizo- 
phrenia which he designates as P ; 2. That P 
has some normal function in the physiology of 
the emotional processes but the metabolism of 
P is disturbed by schizophrenia ; and 3. That 
the substance P is regulated by a mechanism 
similar to that for the development and loss 
of tolerance to LSD. Taken altogether, we have 
in this book a compendium of views of in- 
vestigators from many different fields, all 
focused on problems concerned with the rela- 
tion of psychotomimetic drugs to behavior. It 
is a welcome addition to our library. 
Н. E. Hmwwicg, M.D., 
2 Galesburg, Ш. 


showed that LSD tended to evoke hostility, 


МЕтнорогосү or THE Stupy or Acemc. Ciba 
Foundation Colloquia on Ageing. Vol. 3. 
(Boston: Little, Brown and Co., 1957, 
pp. 202. $6.50.) 


This book, a series of papers by extremely 
well qualified persons, reports some observa- 
tions of studies made on ageing and the tech- 
niques to be used for further research on this 
problem. A few samples will give some idea 
of the interesting and speculative material — 
presented, 

In the first chapter, A. Comfort attacks the 
theories of senescence which base the loss o! 
vigor in old age on “a single ‘fundamental’ ot 
inherent’ cellular, chemical, or mystical proc- 
ess common to all multicellular animals, con- 
trasting with the extremely ill-named ‘im- 
mortality’ of protozoa . . .” „The pattern of 
senescence may differ much in various mam- 
mals, and it is still to be determined whether 
all vertebrates undergo senescence. 

Frangois Bourliere discusses functional age 
changes and the fact of physiologic differ- | 
ences in the ageing of various kinds of animals 


/ 


\ and senescence as а fundamental characteristic 


of animals. He considers it highly significant 
“that these mammals which have a poor tem- 

ture regulation and a normally low rate 
of metabolism are precisely those whose life- 
span is far longer than that of other mammals 
of similar size.” He also reports observations 
showing that a low calorie diet may increase 
the life span. 

F. Verzar points to a number of changes 
“of the proteins of cells and tissues which lead 
to the decreased capacity of the aged individu- 
al to adapt himself to the constant changes in 
conditions of life.” He also considers the “con- 
tinuously increasing capacity of the tissues to 
bind calcium” as possibly due to defects in 
protein metabolism. 

This book should be read by all students of 


gerontology. 
K. M. B. 


Genera Tecunigues or Hypnotism. By An- 
dré M. Weitzenhoffer. (New York : Grune 
and Stratton, 1957, pp. 460. $11.50.) 


The general techniques referred to in the 
title of this book pertain to those associated 
with production of hypnotic phenomena in 
general. As the author who is a psychologist 
states, these contrast with specialized tech- 
niques relevant to certain fields of application, 
such as psychiatry. Coverage is broad, but the 
book is too long and detailed. A major aim is 
to offer the student a “working understanding 
of hypnosis and hypnotic phenomena.” Exten- 
sive inclusions incorporate data from scientific, 
quasi-scientific and non-scientific sources. The 
experienced clinician or investigator should be 
able to judge these sources and, of course, he 
has less need for this volume. The novice would 
have difficulty in differentiating relative merits 
of material included, yet he would be expected 
to benefit most. The book, nevertheless, can 
be useful to the new student provided he can 
become more firmly grounded in his area of 
practice by participation in high quality courses 
of instruction and by reading specialized text- 
books. The experienced practitioner may find 
this volume helpful as a supplementary source 
of reference in his hypnosis library. 

Jerome M. ScHNECK, M.D., 
Štate University of New York, 
College of Medicine, New York City. 


Six "Сипрнен, By Estelle J. Foote, M.D. 
(Springfield, Ш. : Charles C Thomas, 1956, 
pp. 317.) 


The writer accounts for her work as psy- 
chiatrist in a traveling school clinic for a period 


jured," the "Child maladjusted emotional 
the "Child of unusual cultural background" an 
the “Child of unusual training" is not in keep- 
ing with scientific principles since the 
does not support her many claims and con- 
clusions with statistical evidence. The experi- 
enced reader will find it difficult to accept the 
many generalizations offered, The chapter 00 
the brain-injured child lacks a definition o 

jury." One wonders whether the 


seems that only the Stanford-Binet test has. 
been applied. Psychodiagnostic techniques аге 
not mentioned at all. The psychiatric approach | 
is descriptive. The bibliography is very doer | 
i publications 30 years old. 


Tue Orcanic Psycuoses: A Gume то Diac- 
nosis. By John С. Dewan and William В. S 
Spaulding. (Toronto : University of Toron- 
to Press, 1958, pp. 170. $5.95.) { 


In his foreword Doctor Aldwyn Stokes sets 
the tone for this book when he notes that 
sometimes in clinical psychiatric practice it - 
appears as if the problems of organic psychoses 
have been “given up” rather than “taken пр” 
Unfortunately, this statement is all too true, as _ 
many hospital officials will testify. Seemingly, 
the designation “organic” in many instances: 
brings with it a loss of interest, particularly in | 
the young clinician. To be organically mentally 
ill, what is it but to be organically mentally 
ill?, to paraphrase the Bard. 

It was in order to unravel some of the prob- | 
lems which the organic mental illness presents, | 
that this small monograph was written. a 
authors, in undertaking the task, stress the fact ' 
that they have no intention of minimizing the 
role of the psychological or social forces in 
mental illness and they pay due homage to _ 
both of these. Parts I and II of the work de- 
scribe briefly the illness from an etiological — 
standpoint and set forth the distinguishing lab- 
oratory and clinical features. The information : 
presented in these chapters is not exhaustive _ 


and it makes no pretense to be all-encompas- 
_ sing. Where further details would be required, 
- satisfactory references to various textbooks and 
F als are enumerated. 
- ^. Part Ш of the volume elaborates the various 
| practical applications to clinical cases. Begin- 
- ning with a discussion of the clinical investi- 
-—gative approach and elaborating upon the 


diagnostic orientation, there follows a consid- 
1 eration of delirium, dementia, and then a 

discussion of functional mental illness asso- 
ciated with physical disease involving the 


brain. ' 

- The last chapter enumerates the various 
technical procedures necessary, the specimens 

required, the tests and the norms to be looked 


4 E general, the book accomplishes its stated 
arpose as a guide to the diagnosis of organic 
hoses. It should be a useful addition to the 
ary of the student, the resident, the psy- 
atrist and the internist. 
Francis J. BRAcELAND, M.D., 
Hartford, Conn. 


‘Tue Соптү AND THE Innocent. My Fifty 

Years at the Old Bailey. By William Bixley. 
(New York: Philosophical Library, Inc. 
Aberdeen: The Central Press, 1958. pp. 
176 + ills. $6.00.) 


author of this book was for 50 years a 
visory official of the Central Criminal 
it in London. After his retirement in June 
, he decided to give an account of what 
had seen and heard in that famous criminal 
rt during the past half-century. 
- But before doing so he outlines the history 
the Old Bailey and of that western corner 
- of London where for centuries past justice 
been dispensed. Here stands the present 
al Criminal Court which dates from 1834. 
ded in this description the author gives 
mples of the horrid and barbarous punish- 
ents of the old days-hanging, drawing and 
_ quartering, boiling alive, cutting off the hands, 
"branding, slitting the nose, pressing to death. 
udge Jeffreys sentenced Titus Oates to 2,000 
lashes, during the last few hundred of which 
- the prisoner was unconscious. 
The author also describes the infamous 
- racketeering by the keepers for supplying 
‘prisoners’ comforts,” a euphemism for “bare 
necessities” which could not be obtained if the 
/ prisoner had no money. 

АП these barbarities and abuses were be- 
- fore the days of Elizabeth Fry and Queen 

ria. 
After giving some account of notorious Old 
Ar criminals before his time—Captain Kidd 


(whom he rechristens James although he was 
William), Jonathan Wild, Earl Ferrers—the 
author devotes the remainder of the book to 
his observations, recorded more or less sketchi- 
ly but including considerable detail, of notori- 
ous prisoners he had known. These included 
Dr. Crippen (at whose trial the forensic ex- 
pert Dr. Spilsbury began his notable career), 
William Joyce (Lord Haw Haw), Klaus Fuchs 
(atom bomb spy who got off much too easily), 
Neville Heath (sex pervert-murderer), Ronald 
True (drug addict, murderer, sentenced to 
death but reprieved as insane and sent to 
Broadmoor), and numerous others. 

The author takes us through a veritable 
chamber of horrors, and then apologetically 
explains that he has displayed “only a minute 
fraction” of the cases he could have reported 
from his fifty years at the Old Bailey. 

An index would greatly increase the useful- 
ness of this book. 


C.B.F. 


DREAMS AND THE Uses or Recression. By 
Bertram D. Lewin, M.D. (New York : In- 
ternational Univ. Press, 1958. $2.00.) 


It is a pleasure for every student of dream- 
psychology and of the history of science to 
read this small book. It was written by the 
most skilful and—horrible dictu—most intuitive 
among the now living workers in the field of 
the science and art of the interpretation and 
theory of dreams. 

Besides the 1957 Freud Anniversary Lecture 
with the above title delivered by Dr. Lewin - 
before the New York Psychoanalytic Institute, 
this small volume contains a list of all Freud 
Anniversary Lectures since their inception in 
1951, a biographical note on Dr. Lewin, and 
a list of his publications from 1926 to 1955 
numbering 36. 7 

The title is thus phrased to recall Ernst Kris | 
who first coined the term “Regression in the 
Service of the Ego.” The author's aim is to 
show that the dualistic view of Descartes, his 
distinction between the observing mind, “res 
cogitans," and the observed world, “res ex- 
tensa," corresponds to what we find in ап 
"ordinary well-projected dream." At the begin- 
ning of scientific thinking Heracleitos aroun 
500 B.C. “repuditated the dream.” He recog- 
nized that in the dream we turn away from 
reality into a world of our own, that what we 
perceive in dreams, is not a reality. If we want 
to correctly observe reality we must eliminate 
as object of observation not only dream con- 
sciousness, but also the waking consciousness 
from our thinking. This view has since been 
held valid by scientists as most recently con- 
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firmed, among others, by Schroedinger. 

It then seems paradoxical at first sight 
we have to admit that Descartes was most 
decidedly influenced in forming his theories 
by three dreams he dreamed on the night of 
November 10, 1619. It seems strange that a 
dream experience may have determined his 
view of the world. As Lewin puts it: "The 
stone the builders rejected may have become 
the cornerstone.” Those dreams were con- 


the outside world, the "res extensa, 

includes his projected body feelings. 
This is demonstrated by the report of Des- 

cartes’ three dreams, the first two of which 


eliminated, he stands as “res cogitan” sgot 
їпа 5 


а convulsive condition.” 

The subtleties and details of the dreams and 
of Lewin’s interpretations cannot, of course, 
be given here. These finesses have to be read 
and studied carefully to be appreciated 
enjoyed, 

The paper abounds in brilliant and interest- 
ing ideas which surround its main bosy like 
delightful embroidery and testify to the 
scholarliness and esprit of the author. To pub- 
lish this lecture in book form fits it as a proper 
setting fits a gem. 

In parenthesis : It is gratifying to find the 
correct spelling “scopophilia” used here, a rare 
event in psychoanalytic publications. While it 
may appear picayunish to mention this, to this 
reviewer it conveys the feeling that the author 
really knows what the words he uses mean and 
where they come from. It would have been 


Scott. (Baltimore : 
1958. pp. 456. $16.00.) 


which recent - 


eccentric development, upon 
discoveries in cytology have 
light. In Chapter 21 John Eager as 
the assistance of Claude J. Migeon, А 

discuss “Cushings Syndrome,” and in 


Js 
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Chapter 22 John C. McAfee discusses "The 
radiological diagnosis of adrenal tumors." 
There are 18 pages of references in double- 
column ; a most splendid and detailed index 
of case reports; and a good subject-index 
concludes this admirable book. 
| Asutey Monracu, PH.D., 


MENTAL SYMPTOMS iN TEMPORAL Lose Err- 

| LEPSY AND TemronaL Lose СїломАз. By 

Torsten Bingley. (Copenhagen: Ejnar 
Munksgaard, 1958. pp. 151.) 


This is a statistical study of 90 cases of 
temporal lobe epilepsy and 253 cases of tem- 
poral lobe gliomas from the Serafimerlas- 
sarettet, Stockholm. Dr. Bingley is consultant 
in psychiatry and psychology in the neurosur- 
gical clinic of this hospital. His series consists 
of consecutive temporal lobe tumors in pa- 
tients over the age of 10 from Prof. Olive- 
| erona's service during ап 11 year period. The 
cases of temporal lobe epilepsy were patients 
_ admitted to the hospital with a diagnosis of 
_ epilepsy—any type—over a 3 year period in 
- hom an EEG focus was found in the anterior 
_ part of one or both temporal lobes ; 16 of these 
| were subsequently found to have gliomas. 
| Most of the work that is presented concerns 
the epileptic group. All were examined psy- 
- chiatrically by Dr. Bingley and psychologically 
by either him or the clinic’s psychologist. The 
= psychiatric evaluations are expressed in rela- 
tively simple and not “psycho-dynamic” (the 
quotes are the authors) terms. The psycho- 
logical tests are directed at measuring atten- 
tion and concentration, memory, intelligence, 
and cognition. 
. The presentation of the author's own work 
_ and his discussion about it actually constitutes 
— Jess than a third of the entire text. Most of the 
remaining manuscript is given over to an his- 
torical and critical review of the various 
topics: concept of temporal lobes epilepsy, 
handedness and brainedness, mental symptoms 
of temporal lobe tumors, ictal mental symp- 
_ toms in temporal lobe epilepsy, and inter-ictal 
. symptoms in temporal lobe epilepsy. The 
author attempts to define as accurately as pos- 
sible the various factors he has studied. It is 
- jn this connection that he delves at consider- 
able length into the subject of handedness and 
brainedness. 
- There are a number of facets to his con- 
clusions which he summarizes quite well. In 
essence, he found : 1. The most common men- 
tal syndrome of tumors of the dominant tem- 
poral lobe is emotional bunting (this may be 
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independent of any aphasia or increased 
intracranial pressure) whereas in non-tumor 
ous cases, ly where there is a bi 
laterally shifting EEG focus, the most prom- 
inent personality change is an "ixophrenic" 
syndrome characterized by mental "adhesive- 
ness" and sometimes associated with paranoid 
trends; 2. Both verbal and non-verbal im- 
pairment occurs in dominant lobe lesions and 
in lesions with bilateral shifting EEG foci but 
not in recessive lobe lesions. 
The author really provides no new informa- 
tion although he adds considerable support 
to certain ideas that others have arrived at 
with less rigorous methods. His approach to 
his topics is commendable and this alone 
makes the monograph worth reading. It is une 
fortunate that no projective techniques were 
employed ; these may well have added quanti- 
fiable data concerning certain psychological 
aspects of epilepsy and temporal lobe disease 
which have been commented upon by others 
but actually have been quite poorly studied. 
To this reviewer, the most interesting aspect 
of this monograph is the historical and critical 
(sometimes a little harsh) reviews of the vari- 
ous subjects. Though not always complete, 
they touch upon most of the main points, are 
concise and well thought out; they certainly 
emphasize the large amount of non-critical 
work that has been published in these fields. 
WALTER J. FRIEDLANDER, M.D., 

Boston, Mass. 


Tue Brar AND Human Brnavion. Edited by 
H. C. Solomon, S. Cobb, and W. Penfield. 
(Baltimore: Williams & Wilkins, 1958, 
pp- 564. $15.00.) 


This volume reports the proceedings of the 
Association for Research in Nervous and Men- 
tal Disease held at New York December 1956. 
The high standards of the preceding 35 vol- 
umes of the Association are maintained in its 
36th. The subject, as the trustees of the As- 
sociation realized, was a very broad one, ani 
it was therefore wisely decided to limit its dis- 
cussion to a consideration of the separate areas 
of the brain from the standpoint of our knowl- 
edge of these areas in relation to behavior. 
Each paper is followed by the report of its 
discussion. The papers represented are as fol- 
lows : Lashley, Cerebral Organization and Be- 
havior. Greenblatt & Solomon, Studies of LO- 
botomy. Denny-Brown & Chambers, The 
Parietal Lobe and Behavior. Bruner, Ne 
Mechanisms in Perception. Lacey and Lacey: 
The Relationship of Resting Autonomic Cyclic 
Activity to Motor Impulsivity. Penfield, Fun! 


tional Localization in Temporal and Deep 
Sylvian Areas. Bickford, et aL, Changes in 
Memory Function Produced By Electrical 
Stimulation of the Temporal Lobe in Man. 
Miller, Psychological Defects Produced by 
Temporal Lobe Excision, Chapman, Studies of 
the Periamygdaloid Area in Relation to Hu- 
man Behavior. Gibbs, Abnormal Electrical Ac- 
tivity in the Temporal Regions and its Rela- 
tionship to Abnormalities of Behavior. Green, 
et. al, Behavior Changes Following Radical 
Temporal Excision in the Treatment of Focal 
Epilepsy. Jasper and Rasmussen, Studies of 
Clinical and Electrical Responses to Deep 
Temporal Stimulation in Men With Some Con- 
siderations of Functional Anatomy. Hoch, 
Psychoses-Producing and Psychoses-Relieving 
Drugs. Evarts, Neurophysiological Correlates 
of Pharmacologically Induced Behavioral Dis- 
turbances. Woolley, Serotonin in Mental Dis- 
orders. Feldberg, Behavioral Changes in the 
Cat after Injection of Drugs into the 
Ventricle. Bremer, Physiology of the Corpus 
Callosum. Roberts, Functional Plasticity in 
Cortical Speech Areas and the Integration of 
Speech. Nielson, Cerebral Localization and the 
Psychoses. Halstead, Some Behavioral Aspects 
of Partial Temporal Lobectomy in Man. Wolff 
et al., Highest Integrative Funetions in Man 
During Stress. 
Asuiey Mowracu, Px.D., 
Princeton, N. J. 


EXTERNAL COLLIMATION DETECTION OF INTRA- 
CRANIAL NeopLAasta МТН UNSTABLE 
М№осілокѕ. Ву G. M. Shy, R. B. Bradley, 
and W. B. Mathews, Jr. (Baltimore : Wil- 
liams & Wilkins Co., 1958, pp. 144. $7.00.) 


This is a report of 18 months’ experience 
and 179 scans done at the National Institutes 
of Health. The first part of the monograph is 
essentially a manual which describes the 
authors’ search for various types of collimators, 
the rather detailed characteristics of their ap- 
paratus and matters concerning the choice of 
an isotope. The tenor varies from a 
discussion to a very basic outline of which dial 
to turn when. The second portion of the mono- 
graph discusses some of the clinical aspects of 
this examination ; this includes topics dealing 
with the characteristics of both the 
scan and scans in cases of tumors in various 
locations as well as other types of pathology 
e.g. carotid artery thrombosis, abscess. 

The authors reach the conclusion ^. . . that 
this technique approaches the usefulness of 
air contrast studies . . . (but has the additional 


RrnammurrATiON: А Соммохіту CHALLENGE, 
By W. Scott Allan, (New York: John 
Wiley and Son, 1958, pp. 247. $5.75.) 
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the 
worker 
author's 
communi! 
realistic 
On the 
theless to contribute 
society of justice, 
security are basic, 
which all men aspire. 

The book comprises а total of 247 page 
including more than 370 bibliographic 
The foreword, contributed by Dean W, 
ences, with an accompanying author's index. 
Roberts, M. D., Executive Director for 
pled Children and Adults, points to 
present day necessity for marshalling and 
integrating local resources, not only 
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rehabilitation ; to the nature and а 
of facilities and personnel; to 
sampling, to staff patterning, and to 


experiences. 
He includes also a discussion of the im 


di 


care plans, social legislation, workmen's com- 
pensation benefits, and pre-paid health in- 
surance may have upon the ultimate рго- 


ductivity and welfare of the injured, 
handicapped and disabled. The closing chapter 
deals with various areas of challenge that 
may serve as “guide lines” for future plans 
and action in the broad field of rehabilitation. 
W.L. T. 


а Tue Neuroses AND ТнЕїн TREATMENT. Edited 

by Edward Podolsky, M.D. (New York: 
E Philosophical Library, Inc., 1958. pp. 555. 
$10.00.) 


_ In this volume of 37 papers by various au- 
thors, Dr. Podolsky places side by side greatly 
- differing attitudes and approaches. The articles 
. range from the immediate and pragmatic to 
| the speculative and hypothetical, bearing in 
. mind that pragmatism for one reader is specu- 
lation for the next. There are included papers 
| on infancy and childhood, adult neuroses, psy- 
-chosomatic illnesses, problems of occupational 
sis, aging, post-partum anxiety states. 
Several papers discuss diagnostic issues, many 
- involve aspects of psychotherapy, while 8 are 
E to treatment by drugs, carbon dioxide, 
— - Owing to ifferences among the articles 
themselves, it is impossible to offer general 
_ Statements about the subject matter presented. 
_ А number of authors do give the impression 
they regard neurosis as a discrete entity 
can be delineated in classical medical 
S, subject to a “course,” a “natural his- 
+” In his foreword, the editor states, “Neu- 
es are essentially conditioned anxiety reac- 
ag Their emergence is automatic once they 
ve been conditioned, They persist until the 
conditioning has been overcome by relevant 
emotional retraining processes.” 


study of cancer patients, “An Outli 

* Process of Recovery from Severe Tues 
=~ The Neuroses and their Treatment is ap- 
Ü parently designed for the "physician in active 
А 
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” This reviewer believes that many of 
the articles are either too technical in language 
or too experimental in content to be readily 
assimilated into the non-psychiatric physician’s 
practice. Derived from a number of psychi- 
atric and medical journals, the articles do not 
have their formerly appended bibliographies, 
nor are there complete bibliographic citations 
to the original articles themselves. There is no 
index. 

ALBERT FEINGOLD, M.D., 
Mass. Mental Health Center 


Musik тм per Mepizin. Beitraege zur Mu- 
siktherapie. Edited by H. R. Teirich, M.D. 
(Stuttgart, Germany : Gustav Fischer Ver- 
lag, 1958, pp. 199. DM 22,—.) 


This anthology is divided into 4 parts, in- 
formally and without special designation or 
headings. However, by the contents of the 
contributions, the following trends can beas- 
certained : the first part contains most f to- 
day's theories and concepts in music t!rapy 
throughout the world, starting from ancient 
times and presenting, in its third chapter, the 
"Development of present Trends of Music 
Therapy in America" (Illing and Benedict). 
The second part deals with the physiopatho- 
logical aspects of music's impact on the human 
being. Brain waves, psychosomatics, and 
electromyographie methods and their inter- 
action with music are explored (Destunis, Dee- 
bandt, Stokvis (the editor of Acta Psychothera- 
peutica) and Traenkle). The third part is the 
largest and primarily devoted to therapy. Drei- 
kurs (Chicago) describes music therapy with 
psychotic children, Martha and F. Bruner- 
Orne in Massachusetts illustrate the application 
of "English hand-bells in a psychiatric clinic,” 
the editor of this anthology presents a valuable 
contribution of music therapy in private neuro- 
psychiatric practice (with a wealth of scholarly 
research), and Wendt of the Karl Marx-Uni- 
versity in Leipzig compares music and sleep 
therapy, In its fourth part, the book presents 
contributions by Dr. P. J. Moses of San Fran- 
ar. ot oe al elements in the 

or cs,” and the editors wife, Dr. 

Н Teirich-Leube, speaking of “Rhythm in the 

kt re in Therapy." Since at least half a 

ozen of the contributors are American psy- 

chiatrists and Psychologists, and since the 

^ e of reference is extremely broad and у 

Fr m utis, the book appears 
ipe: e and, hence, most we 
Hans A. пллхс, PH.D., 

Beverly Hills, Calif. 


With the death of H. W. Gruhle in Oc- 
tober 1958 at the age of 78, German psy- 
chiatry has lost one of the most independent 
and stimulating workers, a very successful 
teacher of the highest academic standing 
and a productive and critical writer in many 
fields of psychiatry. To understand his work 
and its far-reaching influence a few data of 
his life are of interest : He started his career 
as a psychiatrist under Kraepelin in Munich 
in 1904, but soon went to Kraepelin’s earli- 
er Clinic in Heidelberg where he spent the 
most fruitful years of his life. In 1933 he 
was removed from his academic position 
by the Nazis together with the holder of 
the chair and all other teachers at the Psy- 
chiatric University Clinic. For over 12 years 
he was in academic exile being in charge 
of 2 small mental hospitals in the country ; 
but he returned after the downfall of the 
Nazi regime in 1947 to the chair at Bonn 
University which he held till his retirement. 

Like his teacher Kraepelin, Gruhle was 
convinced of the importance of psychology 
as a basic science of psychiatry; but he 
_ freed himself early from the dependence on 
Wundt's association psychology. In a num- 
ber of detailed studies on psychiatric symp- 
tomatology he applied ideas of contempo- 
rary psychologists such as Külpe, Stumpf, 
Müller and Bühler in psychopathological 
problems. In 1922 he wrote a small tract 
Psychologie des Abnormen in which he de- 
veloped his own concepts in this field. His 
approach was and has remained phenome- 
nological and descriptive; but his refined 
and discriminative analysis e.g. of schizo- 
Phrenic symptoms, has remained unsur- 
passed. The most original contributions to 
the problem of delusions (“Wahn”) of this 
Century are probably those of Gruble. His 
attitude towards the various psychological 
Schools can, perhaps, best be seen from the 
fact that he joined as co-editor the journal 
Psychologische Forschung mainly devoted 
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to “Gestalt”—psychology, but nevertheless 
remained towards this school as to all ой 
also, the critical and independent wor 
on his own. For a number of years he 
a lectureship in psychology, besides being 
associated professor of psychiatry, at 
delberg University instructing teachers and 
educationists, but also had honour stud 
in psychology. j 
The second branch of psychiatry in 
Gruhle can be considered a pioneer 
that of its social aspects and its relation ti 
criminal and asocial behaviour. As early 
1911 he described the social implicati 
of mental disease and pleaded for the ne 
of special care for the family of the patient 
in hospital, at the time when Adolf Meyer 
conceived his idea of the psychiatric social 
worker. Gruhle's investigations of young of 
fenders in an institution (1912) created the 
pattern for a sequence of similar studies of - 
border problems between criminology and 
psychiatry. With the Heidelberg colleagues ' 
he founded and published a sequence of 
typical life histories of criminals (“Ver- - 
brechertypen”). Up to his death he was 
busy with a new edition of a famous text 
on forensic psychiatry. | 
Under Franz Nissl, at the time professor 
of psychiatry, a group of eminent d 
psychiatrists, among whom Gruhle played _ 
an important rôle, gathered at the Heidel- — 
berg Clinic before the first World War: 
they were Wilmanns, Homburger, Kr 
feld, Jaspers, Wetzel, all from Kraepelin’ 
school, and a number of younger workers 
who joined this circle later and were 
less influenced by Gruhles critical 
thusiasm. In fact, his sharp and cool criti- 
cism was one of the most valuable as 
of psychiatry in Heidelberg, and elsew! 1 
Jaspers once called him the living cons- - 
cience of German psychiatry. He was a — 
fearless fighter for what he considere 
scientifically honest and truthful and too 
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living itself, Its broad 25 and соте - 
insights will probably be а fruit. 
ful in discussions on the principles . 
of d science for generations to 
come. A collection of Gruhle's shorter writs 
ings was published by himself in 1953 
(Verstehen und Einfühlen) giving а clear _ 
picture of his lucid style and his mode of 
thinking. They would certainly deserve of 
an English translation. 
W. Mayer-Gross, M.D. 
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SOURCES OF UNCERTAINTY IN STUDIES OF DRUGS AFFECTING 
MOOD, MENTATION OR ACTIVITY ] 


ERWIN L, LINN, Pu.D.! 


INTRODUCTION 


It has been difficult to specify the effects 
"of many drugs. A review of the literature 
shows that this is particularly true of those 
drugs intended to change mood, mentation 
or activity. The central concern of this 
paper is to indicate some of the ways in 
which the characteristics of subjects and 
the social setting may obscure the deter- 
mination of the effects of these kinds of 
drugs. Other questions of study-design— 
e.g. sample size, techniques of biological 
assay, and timing of dosages—will not be 
discussed.? 


DRUG-EFFECTS : DEFINITIONS 


Primary or intended effects—A drug may 
have numerous effects but it is usually 
studied or administered for a particular 
effect expected. For example, reserpine 
“calms” hyperactive mental patients; it 
also lowers the blood pressure of hyper- 
tensive medical patients. Opiates reduce 
the pain of terminal cancer patients but 
also alleviate the withdrawal sickness of 
addicts, 

Side-effects.—Side-effects are all effects 
other than the intended or primary effects. 
It is obvious that if the primary use of a 
given drug varies, so do the side-effects. 
What is side-effect to one intended use 
may be primary effect to another. For 
example, lowered blood pressure is a side- 
effect when reserpine is given with the 
expected effect of calming a mental patient 
but a primary effect when the same drug is 
prescribed for a patient with hypertension. 

Side-effects are dependent on (a) the 
dosage and (b) whether treatment is single 
or continuous. It seems very difficult to 
limit drug-effects to one organ or area, 


„+ Laboratory of Socio-environmental Studies, Na- 
tional Institute of Mental Health, U. S. Department 
of Health, Education, and Welfare, Bethesda 14, Md. 

The writer is grateful to Dr, J. Cochin and 
Angelica S. Goffman for their critical comments about 
this paper. 


particularly as dosage is increased; 
high dosages of chlorpromuzine are u 
side-effects are not only wider in 
but more serious(8, 9); with contin 
use, most side-effects have been 
to disappear. j JA 


PROBLEMS OF INFERENCE FROM DATA 
DRUG-EFFECTS 


If the intended use of a drug is to change: 
mood or mentation, the major source 
information on its effects may be the 
ject’s report of what he experienced. E 
dete her Fee б e ind 
objectively recognized main effect, а 
ѕегуег, іп E at Suae t 1 
a drug works, depends on ib- * 
ject's ability to understand and to verbalize - 
his reactions. Moreover, while observable ~ 
changes may provide a valid index of drug- 
effects, investigators may err in inferring 
subjective changes corresponding to these | 
external signs(22). For example, agitated — 
depressed patients who seemed calmed by _ 
chlorpromazine may still be contemplating — 
suicide(1). E 

` Thus, the subject's interpretation may be — 
of considerable importance to defining and. — 
understanding specific drug-effects. If so, — 
it behooves us to consider some of the in- 
fluences upon what the subject perceives 
and reports. 

First, of course, the subjects int | 
tion of drug-effects varies according to his - 
“morbid state.” The opiates have one mean-  - 
ing to the addict but another to the terminal _ 
cancer patient in extreme pain. ] 

Experiences with other aruge W 
which a drug new to the subject's exp: 
ence can be compared, will color his re” 
actions and what he tends to tell the in- - 
vestigator. For instance, among mental — 
patients, it has been noted(11) that addicts — 
given mescaline, unknown to them, report — 
its effects as similar to opiate drugs, where- 
as alcoholics compared it to a “hangover.” 

The continuing experience with the same 


. drug may alter the subject's reaction and 
interpretation of drug-effect. Only to the 
extent that he learns what to expect, can 

he arrive at some set evaluation(10): 


1 


. The mescaline stress produces much less re- 
action with succeeding experiences. We felt 
in the past that this might be due to such 

vague factors as "tolerance" or absence of any 

— specific emotion-laden material. However, the 
-— first mescaline experience becomes a point of 

- reference. It has been integrated as an ex- 

_ perience and can serve as a basis for future 

exposures to the same stress without producing 

- the emotion-laden discharge of the first time. 


_ ТЕ has been argued that continued volun- 
_ tary use of marihuana and addiction to 
. opiates depend on the predictability of 
certain effects(3, 24). Moreover, knowing 
— the range of possible effects through ex- 
- perience may lead to “psychological toler- 
ance" of side-effects, especially when the 
subject greatly desires a major effect. For 
instance, the drug addict may find side- 
effects such as itching and vomiting 
- pleasurable accompaniments to morphine 


ware 


The personality characteristics of sub- 
| jects may necessitate a qualified interpreta- 
' tion of observed or reported effects(37). 
.. For example, some investigators have ques- 
tioned the “normality” of the volunteer 
_ subject(20). One investigator has inter- 
.. preted negative results with reserpine and 
. chlorpromazine as due to an underlying 
_ “passivity” in the mental patients so react- 
< ing(33). A corollary to this idea of per- 
sonality structure affecting drug-reaction 
- is the hypothesis that addicts tend to select 
. the drug of addiction ( e.g., alcohol, opiates) 
. according to their personality needs(39). 
4 S Something which has been more syste- 

. matically studied is the “placebo reaction” 
_ (21, 36). Moreover, some subjects have 
- been demonstrated to be “placebo-reactors” 
-. or "placebo non-reactors,” that is, reacting 
or not reacting to continued as well as to 
initial placebo because (it is assumed) of 
some underlying personality characteristics, 
. In one study of drugs to relieve headaches, 
_ the placebo-reactors were inferred to have 
- а different kind of headache than the non- 
- reactors( 18) : 


If subjects never report relief through a phar- 
. macologically inactive substance but always 
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report at least some attacks relieved through 
bona fide analgesics, it must be assumed that 
they represent a “pure culture” of physiologi- 
cal headaches not accessible to suggestion, 
while the . . . subjects who either always or 
most of the time responded to placebo repre- 
sent, perhaps predominately, psychogenic 
headaches and to some extent also milder 
physiological headaches coupled with a tend- 
ency toward suggestibility. 


Social background may also influence re- 
actions to drugs or placebos, though we 
have found no such reference in the litera- 
ture. Differences by ethno-cultural back- 
ground in the manner in which pain is 
expressed by neurological patients and its 
meaning to them have been reported(41). 
We would expect, therefore, that ethno- 
cultural difference may be important at 
least to differences in pain relief from anal- 
gesics. Also, since hospitalized mental pa- 
tients are disproportionately drawn from 
the lower socio-economic level of the 
population(7 ), such subjects’ limited educa- 
tion may of itself interfere with their 
understanding of their reactions to drugs 
or with what the investigator would con- 
sider satisfactory reporting of such reac- 
tions. 

It can never be taken for granted that 
the subjects perception and reporting re- 
flect a direct pharmacological action 0 
drugs which are intended to change mood, 
mentation or activity. For example, there 
is some evidence that the opiates reduce 
anxiety about pain(4, 5) as well as increase 
the pain threshold. Mescaline, lysergic acid 
and pervitin, in bringing about alterations 
in perception and body sensation, whi 
seem to be physiological actions, may lead 
to anxiety, uncertainty, and, at times, rage 
which may be psychological reactions not 
directly resulting from the physiologi 
action of the drugs(17). Similarly, some of 
the side-effects of chlorpromazine and reset- 
pine may have special meanings to menta: 
patients with certain symptomatology, lead- 
ing to anxiety and tension(27, 33, 40)... 

For drugs such as mescaline or lysergi 
acid, the jarring of the normal or the usua 
is the very thing the investigator wants t 
learn about, but this effect may hamper the 
subjects ability to perceive or understa?' 
his reactions and to communicate. Suc 
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difficulties have been aptly summarized 
(34) as: 


(1) Blockage—the absence of associations ; 
(2) "Subvocal flight of ideas"—too many 
associations occurring at once; (3) “Mental 
ataxia”—the subject tries to communicate but 
there is a discrepancy between what he says 
and what he means to say; (4) Expressive 
introversion—the subject becomes so pre-occu- 
pied with his images and hallucinations that 
he neglects to communicate at all ; alternative- 
ly he may think he has done so when in fact 
he has said nothing; (5) “Mystical thinking" 
—vague statements about "Time," "Reality," 
"Truth," etc. 


On the positive side of the ledger, prob- 
ably more will be learned about the tran- 
quilizing drugs than about electro-convul- 
sive ог chemically-induced convulsive 
therapies because patients can describe the 
improvement that takes place during chlor- 
promazine or reserpine treatment, whereas 


| the former therapies impaired the memory 
| Finally, the social setting of the treat- 
ment may become important to the sub- 
ject’s interpretation of drug-effects. Since 


the social setting has wider ramifications 
to the determination of drug-effects than 
just influencing the subject's interpretation, 
it will be discussed more fully below. 


THE SOCIAL SETTING 


All research and therapy with drugs take 
place in some social setting. The extent of 
social participation is influenced by whether 
treatment is with a private physician or 
under institutional auspices, the kind of 
subject, and the continuity in time of the 
therapy or research. Mutual participation 
of subjects and staff varies from outpatients, 
in occasional contact with staff and just 
Waiting room contact with each other, to 
mental patients, confined in a constant 
potential of contact with fellow patients 
and attendants. 

Normal subjects, former drug-addicts or 
mental patients are often brought together 
for the experimental use of drugs intending 
to change mood, mentation or activity. 
What this grouping means to the subject 
must be seen in contrast to the world from 
which he has come. The mental patient 
may be most affected by the transfer to an 
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environment devoted to treatment 
search rather than to custody (13). For: 
ample, in one study, 39 out of 48 
brought to a ward for dm 
showed improvement prior to 
of drug treatment(31). Another writer 
has claimed. that 


any attempt to observe a form of behavior in 
our patients has often led to a change in that 
form of behavior. We have found it to be 
most marked with regard to aggressive be- 
havior and its immediate uences but Й 
has also applied to other forms of ‘behavior, 
We have several times seen patients hide the 
evidence of their incontinence when ап ex- 
periment was in progress who had never been 
known to do so before. 


When subjects are brought together but 
introduced to the therapy at 1 
times(19), knowledge about drug 4 
may be gained from those already in treat- 
ment. In research at the National Institutes 
of Health we found that normal volunteers ^ 
developed a ward “folk lore” about dong 

3 
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they were given and tended to label un- 
known drugs, as, for example, “the stuffy- 
nosed one” (which turned out to be 
chlorpromazine). Similarly, comments of — 
patients recorded in the nursing notes of a — 
mental hospital indicate that insulin and 
electroshock had their “reputations” among 
mental patients as do the current crop of 
tranquilizing drugs. 

The dramatic effect that certain drugs 
have can intensify the communication about 
them. The orthostatic hypotension caused 
by chlorpromazine, the hallucinations — 
caused by LSD, the gaiety caused by dexe- 
drine : these create experiences which par- 
ticularly for normal subjects are sharply 
distinct from the usual behavior patterns 
of their group. 

Probably more influential than verbal 
exchange is what is witnessed directly. An | 
extreme side-effect such as jaundice may | 
be a statistic of one out of a large number - 
of patients treated with chlorpromazine | 
but the number of others apprehensive be- - 
cause they witnessed this side-effect is not 
limited to one. 

Equally important may be staff day-to- 
day experiences with the drug. With chlor- 
promazine or reserpine, the initial trials 
in particular may alarm the mental hospital - 
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staff if cases of dermatitis, jaundice, and 
Parkinsonism occur, and this alarm may 
be communicated to patients. In one study, 
as a specific part of the research design, the 
staff was reassured about side-effects( 35). 
Eventually, the staff gains a sense of ease 
about the drug as they learn the range of 
effects and some means of handling un- 
pleasant side-effects. 
When subjects who have been brought 
together are treated with the same drug, 
| there is the possibility of a heightened 
~ effect due to their having a similar reaction 
at the same time. We are all familiar with 


| how 
heightened by the effect of a specific drug, 
- alcohol, and how then, in turn, the alcoholic 


effect may be re-inforced by the “mood” 

_ of the group. What happens when one sub- 
ject receives a Por mih an opposite ef- 

—— fect from that of drugs administered 
to other subjects is being investigated (30) : 
Cooped up with, say the egotistical benzedrine 
(partner, the withdrawn, indifferent dramamine 
| partner and the slightly bored lactose man, the 
_ Seconal subject reports that he is distractible, 


ifting, glum, defiant. . . . This is not 
of mood that we got when all four 
on seconal. 


j 


— Then there is the question of what is 
considered "proper" social behavior in a 
- group of subjects. Drug reactions which 
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contagious. If some mental patients аг 
given drugs and as a result behave in afi 
improved” manner, the more accepted be- 
havior may be taken over by others(23). 
These types of changes are possibly similar 
in kind to those, already mentioned, noted 
. to occur even prior to treatment when 
. patients are brought to a ward preparatory 


to the experimental use of drugs. The 
contagion of desirable behavior has also 
been noted in another context(15). In- 
continent patients brought together with 
continent patients for occupational therapy 
gradually decreased their incontinent be- 
havior until it "no longer constituted a 
problem during the daily hour in the clinic. 
It recurred, however, when the patients 
returned to their wards." A central problem 
is why desirable behavior becomes con- 
tagious if drugs are effective and why the 
undesirable behavior is not an effective 
counter-influence to the drug action. Per- 
haps this is a matter of shared values (the 
socially desirable behavior being shared), 
or is a matter of numbers (the successfully 
drug treated group being larger). The 
problem of social contagion of desirable 
behavior is further complicated because its 
opposite is known to occur—e.g., folie à 
deux, mob behavior, dancing manias(16). 

Perhaps it is not so much that drug-in- 
duced behavior is socially contagious as 
that it produces a different environment 
for all patients, including those not receiv- 
ing the drug. For instance, if chlorproma- 
zine or reserpine reduces the hyperactivity 
of some patients, it thereby reduces the 
provocative incidents to which other pa- 
tients are exposed(6, 12, 35, 40). 

If patients improve, staff attitudes to- 
wards patients change, and staff has more 
time for activities other than controlling 
patients. These changes in staff attitudes 
and activities will affect the subsequent 
behavior of all patients, whether they are 
treated or not(25, 29). Even existing staff 
attitudes about a drug prior to its use can 
prove a sharply distinguishing predictor 
of whether or not patients improve when 
treated (14). 

у Finally, for confined patients, a distinc- 
tion must be made between symptoms that 
are psychiatric-ie. reflect pre-admission 
etiological dispositions and represent a con- 
tinuing personality malfunctioning—and 
symptoms that are due to adjustments and 
reactions to being institutionalized. For ex- 
ample, chronic mental patients have ex 
hibited sexual reactions under the influence 
of mescaline. These were interpreted in 
psychiatrically dynamic terms(11). How- 
ever, it is equally plausible that the sexual 
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reactions to mescaline resulted from the 
restriction on sexual life inherent in the 
confines of the mental hospital. 


RELEVANCE OF THESE OBSCURING CIRCUM- 
STANCES TO STUDY-DESIGNS 


Though the foregoing is not a complete 
catalogue, we can conclude that drugs 
used to change mood, mentation or activity 
are given under many conditions which 
obscure the determination of drug-effects. 
These have been arbitrarily divided to 
permit ease in our discussion, not because 
they can be usually isolated in therapy or 
research. The question now arises: What 
can be done in drug research to control 
or eliminate these obscurities ? 

Anyone who has seen subjects given a 

high dosage of drug is well aware that 
drug-effects seem to be the only important 
thing occurring and that the setting or the 
type of patient exerts no or little influence. 
With lesser dosages, these other factors 
seem more important. However, the pat- 
tern of importance varies. For example, 
the mood of the group, if it is similar to 
the mood created by the drug, may obscure 
the drug-effect. If the subjects are chronic 
mental patients, the apparent poverty of 
patient interaction may lead us to question 
the importance of group influence. 
_ Nevertheless, one must watch what one 
is taking for granted. For example, we know 
that high dosages may engulf the po- 
tential influences of some of the obscuring 
circumstances discussed. However, it is 
usual, at least in treating mental patients 
with the tranquilizing drugs, to begin with 
low dosages, which are gradually increased. 
During the initial period of drug treatment, 
at least, dosage may be secondary to the 
treatment setting as a determinant of 
changes in patients, Chronic mental pa- 
tients may not speak much to’ each other 
but the reports about changes in such pa- 
tients when brought to a ward for treat- 
Ment, even prior to the treatment, and 
about the effect on untreated patients of 
Social contagion, decreasing provocative 
behavior, and staff attitudes would indi- 
cate that lack of social interaction cannot 
be taken for granted. 

Double-blind procedures with control 
and experimental groups are clearly neces- 


sary if definitive, unbiased results of wh 
а drug does is to be obtained(32). Sines 
there are perhaps more obscuring circum 
stances than can be or elim 
nated, it is only reasonable to attempt to 
have the control, untreated group expos 
as similarly as possible to the same circum 
stances as the treated group(35). 

It is not reasonable to claim, as has bee 
done, that placebos are silly because side- 
effects can be recognized. This certi aly 
is not always true. There are placebo 
responses and these could be taken to be. 
the effects of the true drug. The effects, 
main or side, from the drug itself are 
usually not found in all patients and some 
have no reaction at all. There is the ads. 
ditional problem of placebo-reactors but 
these could be eventually identified at 
analyzed separately. 

During continued use and higher d 
ages, drug-effects may become ргопош 
enough for recognition of the drug- 
patients. Yet, the controlled study 
these circumstances is still more valid in: 
its results than the judgments from clinica 
trials in which all subjects are given 
drug to be tested. Knowledge about drug- - 
effects is not spread equally among the 
persons concerned, especially in initial. 
trials of a new drug. Doctors, through al- 
ready published material and their pre- 


possession with clinical or research ex-— 
periences, may know of cues that dis- 


tinguish the drug under study. Least in 
knowledge about such cues would be the 
subjects themselves, if we may exclude from: 

this discussion the sophisticated drug- 
addict. Therefore, even a double-blind 
study may not eliminate the bias of staff 
knowledge about drugs, but it still may: 
eliminate the bias of the subjects’ knowing - 
whether they are receiving drug or place- 
bo. Perhaps no better argument сап 0 
made than that expressed after a 73 d 
double-blind study of reserpine(28) : 
... at the conclusion of the experiment, no 
one was able to assess better than by chanci 
who was given the drug... . The importance - 
of the double-blind structure was additionally ` 
illustrated by what happened to the ratings 
of patients once their identity became known. | 
Thirty days after the end of the study proper, - 
patient identity having been divulged to, the 
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_ тайыз, 100% of the experimental group was 
fated as significantly improved on one of the 
scales. 


If drug-induced behavior affects the non- 
- treated through social contagion or through 
‘changing the environment, the differences 
“between treated and non-treated patients 
will consequently be diminished. This could 
Уей an appreciable effect of a drug. Some 
of the problems of setting can be elimi- 
mated by having experimental and control 
“Subjects scattered over many wards so as 
‘to diminish the potential influences of 
messing or communicating about drug- 
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there are many reports of the clinician 
making day-to-day judgments during the 
stud about toxic effects and/or patient 


to evaluate the tranquilizer, this 
of dosages for each patient means 
ating into the process of study 
teria of and/or main effect 

t are to be used eventually to gauge 
Ee Thus, the study comes not only 


€ evaluation of the drug's effective- 


also an evaluation of the clinician's 


SuwMARY 


Чо can be documented as inconse- 
atial, investigators must try to ran. 
e their potential effects or to take 


cit account of them in the research 
ign. 
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This discussion is intended to illustrate 
the serious difficulties which arise, even 
Sunder favorable conditions, in making 
| Studies in the field of comparative psy- 
chiatry (sometimes called social, ethnic, or 
cultural psychiatry). Because such studies 
_ аге becoming increasingly influential not 
_ only in psychiatry, but also in psychologi- 
Са], sociological, and economic circles, it 
desirable for comparative psychiatrists 
to be especially rigorous in considering 
ir findings, and to avoid making unwar- 
ranted or gratuitous interpretations. 
The Fiji Islands are a particularly 
able area for the study of comparative 
hiatric epidemiology because of the 
mpleteness and reliability of the archives 
because psychiatric censuses of the 
population were taken in 1911, 1921, 
and 1946. They offer the additional 
aphic advantage that the present 


divided between two inbred groups 
ifferent racial and cultural backgrounds. 
i 9% Fijians 
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year period. In this case requirements (a) 
and (c) have been categorically met while 
(b) and (d) require statistical correction. 

In the case of psychiatric illnesses, how- 
ever, difficulties arise in all 4 respects, 
There are no pathognomonic criteria, and 
the classical position that they can be de- 
fined relative to the local culture is open 
to question(2). Even in highly sophisti- 
cated communities, medico-legal opinions 
show that radical differences of viewpoint 
may occur. The second requirement of com- 
prehensiveness has been met in several 
places in the South Pacific, officially in Fiji 
by the census-taker and unofficially else- 
where. The third requirement of obtaining 
enough qualified diagnosticians is almost 
insurmountable in dealing with any size- 
able population, even one as small as the 
8,700 Hutterites studied by Eaton and 
Weil(3). So far there is no report in the 
psychiatric literature in which requirement 
(d), simultaneity, has been met. 

The deficiences of informal screening are 
demonstrated in two neighboring islands 
in the South Pacific, each with an equally 
well-qualified, British-trained medical of- 
ficer, who in effect took periodic “complete 
medical censuses" of their populations 
through their staffs of visiting nurses and 
through personal tours. One M. О, stated 
that except for a few senile dements his 
island was free of gross psychopathology, 
while the other said that he was sure that 
on his island there were many psychotics 
in the villages whose condition was con- 
cealed from the authorities. The first M. O. 
had been sent out from England, the sec- 
ond was a native-born white with an inti- 
mate acquaintance of his fellow-citizens. 


PREVALENCE 


With these qualification; in mind, the 
census figures for the Fiji Islands may be 
considered, In the 1946 census, the ques- 
tion relating to Psychiatric problems was 
similar to that asked in Previous years, and 
read as follows : 


| 
| 


State the name of any person in this dwell- 
ing or establishment who is (a) Totally blind, 
(b) Nearly blind, (c) Dumb, (d) Lunatic, 
imbecile, or feeble-minded. 


This question was printed on the census 
form in English, Hindustani, and Fijian. 
The following is a summary of the available 
‘figures for the censuses of 1911, 1921, 1936, 
and 1946. There is a breakdown for 1911, 
but none for the later years. The first 3 
columns give the actual figures, the last 
3 the rate per thousand. 


1911(4) 


Percentage. 

! Total Indians Fijians Total Indian Fijian 
Lunatic 27 11 8 02 03 0.1 
Imb. & 

Feeble 216 71 131 1.5 13 1 
"Total 243 82 139 1.7 2.0 1.6 
1921(5) 

"Total 162 105 39 1.0 1 0.5 
1936(6) 

Total 176 130 33 709 Vas 0.3 

1946(7) К 
Total 298 196 90 t2 "16 0.6 


In epidemiological terminology, these 
figures constitute prevalence ratios, which 
measure the proportion of the population 
which exhibits a phenomenon at a particu- 
lar time(8). Since every individual in the 
population was "tested" almost simultane- 
ously, they approach the ideal in regard 
to criteria (b) and (d), comprehensiveness 
and simultaneity. But there are serious con- 
joint defects in regard to criteria (a) and 
(c), diagnosis and competence. The cri- 
teria are not stated and the "technicians" 
Were lay census-takers and the families of 
the afflicted. The distinction among Eng- 
lish speakers between “lunatic” and “im- 
becile” must take on a retroactively in- 
creasing vagueness in the various census 
years, and the exact connotations in each 
village of the Fijian equivalents (“lialia” 
and “yalolevu”) can never be known. 
Nevertheless, with all their defects, the 
Fijian census figures are probably the best 
available for any non-Caucasian indigenous 
Population. 

. Disregarding the distinction between 
‘lunatics,’ “imbeciles,” and the “feeble- 
minded,” since accurate diagnosis is too 
much to expect from village people, the 
sense of the figures is that the prevalence 
of psychiatric disorders in the Fiji Islands 


fell between 1911 and 1921, and rem 
fairly constant for the next 25 years. 

These tendencies are significant because 
they run counter to popular beliefs about 
the etiology of psychiatric disorders. If 
this array is accepted at face value, such 
disorders were more prevalent in the horse- 
and-buggy, pre-industrial, pre-tourist, pre- 
World War I days than they have been im 
the later era of automobiles, industry, 
"cultural contamination," World Wars, and 
changes in the economic system. The con- 
stancy of the prevalence ratio in the last 
4 censuses is just as impressive in this 
respect as the initial fall, and may also in- 
dicate a certain reliability in the figures. 
There is no indication that in this J 
paradise" "things were better in the old. 
days," when it was actually, from an 
can and European point of view, more ofa. 
paradise in many ways. 

Comparing the two major segments О 
the population, there is relatively lii 
variation in the figures for East а 
with a greater fall in the none | 
among Fijians. Yet it was the Fijians who 
at the greater cultural, social, ~ 
and economic changes as the decades went - 
by(9), all in the direction usually con- 
sidered by sociologists and anthropologists, d 
as well as by the laity, as “harmful. The _ 
most obvious change was in the direction 3 
of relinquishing instinctual freedom, be- - 
cause cannibalism, widow murder, and cer- — 
tain sexual customs were forbidden(10). — 
Up to the time of the cession of the Islands E 
to Great Britain in 1874, the indigenes - 
were said to be literally eating each other ~ 
up, so that in 1946 cannibalism was still — 
a family matter, in the sense that a per- - 
centage of the very old had either partaken. 
of it, or personally observed it, or had had. 
relatives eaten; and among the younger 
groups, a proportion had had parents or 
grandparents with a similar personal ex- 
perience of cannibalism, A parallel may be 
drawn with the institution of slavery in 
the United States, whose relics still in- 
fluence social behavior and seem to offer a 
screen for psychopathological acting out- 
in some cases. ^ 

The census figures indicate that counter ^ 
to current expectations, the so-called "stress | 
of modern life" and all that it implies has. 
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had either no effect on the total prevalence 
of psychiatric disorders in the Fiji Islands, 
or an effect opposite to the anticipated one. 


INCIDENCE 


The incidence rate is defined by epi- 
demiologists(8) as the number of events 

- in the population at risk during a specified 
time, compared to the mean population at 

_ risk during that time. A “true incidence" 
rate would require (a) that every possible 
case be accurately diagnosed, and (b) that 

| the time of onset of each case be accurate- 
| ly determined. In the case of psychiatric 
disorders, it is unlikely that these criteria 
will ever be met except in regard to certain 
toxic conditions. In general, the difficulties 
of diagnosis are complicated not only by 
such factors as the psychosomatic and socio- 
pathic problems, but by the problem of the 

“cut-off point,” when to call something an 

idiosyncrasy, and when to call it a disorder. 

As for the "time of onset," in most cases 
this can only be stated in a superficial 
_ sense which few clinicians would accept; 
_ this is an impractical requirement for any 

population beyond the number undergoing 

intensive psychotherapeutic study and 
- those suffering from toxic psychoses. 
The only practical compromise is to as- 
. certain how many cases are brought to the 
- attention of competent diagnostic authori- 
ties during a specified period. In practise, 
this means totaling first admissions to hos- 
_ pitals and clinics, and also, if sociopaths 
_ are included, first offence convictions for 
_ significant crimes. 

Unfortunately this system gives an ap- 
proximation so rough as to be almost with- 
out value for epidemiological purposes, 
Since it appears that first admissions to 
- clinics and hospitals in a given locality 
- do not indicate either prevalence or inci- 

dence, but rather the quality and quantity 
_ of the facilities available and the local at- 
. titude toward psychiatric treatment. The 
a tendency is to fill good facilities as rapidly 
__ as they are provided and public opinion 
— permits(2). The only instances known to 
- the writer where public facilities regularly 

have vacancies is where those facilities are 
markedly below standard, as in Haiti, or 
- formerly, in French West Africa. In ap- 
. plying the formula for incidence rates to 
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hospital figures, it would be more sa 
factory to take the “event” observed 
face value. This event is the admission of 
a patient to a hospital, and the usual “inci 
dence rates,” accurately interpreted, reflect 
only the tendency of mentally ill people 
to arrive at a hospital and not the preval- 
ence or incidence of mental illness. In the 
Fiji Islands, because of the small numbers. 
involved (ranging from 15 in 1911 to 61 
in 1954), the admission roster of the Gov- 
ernment Mental Hospital, taken by itself, 
is of little value. 


RACIAL DIFFERENCES 


A more vigorous approach, open to 
methodological criticism but useful in prac- 
tice in view of the difficulties encountered 
with other approaches, is an attempt #0 
answer the question : “What proportion 08 
each of the two predominant races ex- 
hibited gross psychopathology during а 
given year ?” These ratios will be denoted 
by the symbol PSYR. E 

The crudest index of PSYR is the mental” 
hospital population, which may be denoted. 
MHP. This consisted of 43 Fijians and 125 
Indians during 1954(11), yielding rates 
(MHPR) of 0.30 and 0.78 per 1,000, 
spectively; a ratio of 1:2,6. It is well- 
known, however, that Fijians are reluctant. 
to seek hospital care(12). This can be 
illustrated quantitatively as follows. In 1954, 
the crude death rate for Fijians was 11.00 
and for Indians 8.60(11). During the same ' 
year about 3,900 Fijians and 6,300 Indians 
were admitted to general hospitals, a 
general hospital admission rates (GHAR) 
of 27.2/1,000 and 39.2/1,000 respectively: 
Taking the crude death rate as an index ol 
actual need for hospitalization (NHI), then. 
the Indian NHI was only 0.78 of 
Fijian NHI (8.6/11). But the Indian GH. 
was 1.44 times the Fijian GHAR (39. 
27.2). This indicates that Indians are m: 
apt than Fijians to seek hospitalizat 
when needed. The index of this tende 
to seek hospitalization when needed (TS 
HI) is given by GHAR/NHI, in this 
1.44/0.78 ; meaning that the Indian TS 
is 1.85 times that of the Fijian TSHI (39.2/ 
8.6 : 272/11). E. 

Applying this TSHI ratio to the mental 
hospital population, the corrected MHP. 
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for Fijians is 0.56/1,000 (0.30 x 1.85), 
equivalent to adding 37 more Fijian pa- 
tients; and the PSYR Fijians: Indians is 
only 1.39 (0.78/0.56) instead of 2.6. 

If it is permissible to consider gross 
‘sociopathy in computing a more accurate 
PSYR, then certain criminal offences should 
be taken into account. In 1954 there were 
sentenced to imprisonment or whipping, 
48 Fijians and 13 Indians for sex crimes, 
and 47 Fijians and 35 Indians for crimes 
against persons, ranging from manslaughter 
to simple assault(13). If these figures are 
added to the corrected figures for hos- 
pitalizable mental illnesses, totals are 175 
for Fijians ((43-L37) --48--47) and 173 
for Indians (125--13--35), yielding prac- 
tically equal PSYR of 1.2 and 1.1 per 1,000, 
respectively. 

There is one more set of figures avail- 
able. Admissions for psychiatric conditions 
(Internat. List of Causes of Death, 1929, 
A67 & A68) to general hospitals throughout 
the Islands(11) comprised 20 Fijians and 
49 Indians. Adding these to the previous 
grand totals yields PSYR of 1.4 in each 
case. Correcting the last two figures for 
various possible discrepancies does not alter 
the situation. Therefore the best available 
estimate for the PSYR indicates equality 
in the exhibition of gross psychopathology 
by the two races during 1954. 

This tour de force is intended to demon- 
strate that as more and more figures of 
likely significance are considered, and in- 

icated corrections are made, the less 
probable it appears that there are racial 
differences in the frequency of occurrence 
of Inajor psychopathology in this large 
qo ton. This indicates that whatever 
their differences in cultural and social dy- 
namics, and in their exposure to the 

Stresses of modern life,” the two races are 
equally subject to such disturbances. In 
my opinion, based on the experiences of 
other colonial populations, if increased and 
"proved treatment facilities were pro- 
а for the Fiji Islands, and time allowed 
ol the education of the public, the mental 
poit population would approach the 
Enna ratio represented by the United 

ates. This development has already been 
approximated in the much more primitive 

istrict of French Guiana, is under way in 


Trinidad(2), and is anticipated in 
for the Philippines( 14). 


DISCUSSION 


The assumption that there were indig- 
enous populations who existed somewhere 
in recent times, free of “modern stress” 
and “social disorganization,” and conse- 
quently with little or no mental illness, 
requires more careful study. The history of 
most islands or enclaves which sup 3 
once met these criteria is really one of re- 
peated waves of invasion and warfare, with | 
recurring impositions of new stresses, im- 
portant cultural changes, and new social 
organizations. If comparative psychiatry is. 
to be a scientific discipline, then certain” 
criteria will have to be approximated, cer- 
tain difficulties faced, and more rigorous. 
criticism of data and their interpretation: 
exercised. If reasonably reliable figures con- 
cerning the kind of psychopatholo- 
gy are subject to the kind of review which _ 
has just been demonstrated, this 
apply a fortiori to studies of more subtle 
variables. 

1. Prevalance and incidence should Бе 
more clearly distinguished (3), and both | 
should be distinguished from MHPR(15). 

By analogy, the number of conceptions in 1 
a population cannot be determined by us- 

ing an uncorrected birth-rate; and Бе 
number of babies born in hospitals at 
various epochs does not indicate either the ~ 
prevalence of pregnancy or the incidence _ 
of conception. : f 

2, Epidemiological data in psychiatry — 
should be gathered, sorted, and interpreted | 
by clinical specialists rather than by work- 
ers from other fields of medicine or the — 
social sciences. The actual processing 3 
data, however, is usually more effectively ў 

Г 


carried out by social scientists than by - 
clinicians. 

3. Generalizations should be based on | 
adequate data. The fact, for example, that 1 
there is a heavy incidence of toxic psy- _ 
choses in French West Africa, Southeast 
Asia, the Caribbean, and French Guiana — 
(2) is a temptation to generalize this ob- ў 
servation to include all tropical areas. Ви | 
in the Fiji Islands, toxic psychoses are less ~ 
prominent. Thus if a phenomenon is | 
claimed to be general, it must be based on 3 
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observations which are literally world-wide. parently decreased among the former. Both 
4. The present crisis is a bias toward these tendencies run counter to current 

_ the “cultural” viewpoint at the expense of popular beliefs. 
genetic and other aspects. This has some 2. Hospital admission rates are of little 
of the aspects of a romantic movement value in determining the incidence of psy- 
т ther than of an adequately documented chiatric disorders, since they represent the 
theoretical shift. The cultural” literature tendency to seek hospitalization, rather 
E em krieg wis меб мат ite for presen This а 
i issemi inadequately can approached by the use o 
E or unwarranted тройке other appropriate information to devise a 

У ittle ог по mention of dissident correction factor. 
_ opinions. Many of the phenomena nowa- 3. An apparent cultural or racial differ- 
days popularly attributed to cultural in- ence in the quantitative exhibition of psy- 
_ fluences might equally well be attributed chopathology, by Fijians and Indians re- 
peo кепе, Peu КН; somatotypic, spectively, becomes less and less as more 
ON 5 ecu er factors, and these pos- information is considered, until it can be 
[s th Saa он rigorously excluded shown with some likelihood that the actual 
e cultural school is to be taken serious- — rates are equal. It is not improbable that 


the actual rates are approximately equal 


5. In any case, the cultural approach all over the world. 

should be re-examined because personal 4. Certain requirements for a scientific 
ponet де гю ple in different Parts of approach to comparative psychiatry are 
E йез) н it. The differ- outlined, principally the use of more rigor- 
E be ae. d na Is алу qiue ous epidemiological methods, and the 
с et th B Cliateall 9 cimerences attenuation of the current bias toward 
es. Clinically, cultural d “cultural” etiology with its obfuscation of 

ences can be effectively treated as mere other important possibilities, 


ADDENDUM 


ese manic speaks manic with a Siamese Since this was written, the writer has 

cent. The chronic female closed ward "89е another visit to the Fiji Islands to 
be located from earshot on any con. heck his findings. The two most experi- 

t. The interchangeability of clinicians enced authorities in the matter, Dr. Lindsay 
pelling single fact in com. Verrier, Demographer of the Medical De- 

ату: the migratory psy.  Partment at Suva, who has a genealogical 

Choanalyst, the transferred French colonial 21 medical file on every Fijian in the 
) the psychotherapeutic Islands, and Mr. C. C. Sachs, Chief At- 
as effective in the Fiji tendant at the Government Mental Hos- 
ands as it is in Trinidad. pital in Suva, who was born in F iji and 
knows the Islands intimately, both agree 

SUMMARY that the implications of the figures given 

1. The complete psychiatrie census of here are correct ; in particular, that mental- 
e Fiji Islands which has been taken 1У disturbed. Fijians are less likely to be 
- periodically since 1911 meets some of the hospitalized than mentally disturbed In- 
equirements for determination of the “true — dians, and that the present statistical find- 

- prevalence" of psychiatric disorders, It ap- ings need not be regarded as a tour de force, 


ears that such disorders were more fre- but probably fairly represent the actual 
uent in the pre-industrial, pre-war era situation. | 
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Two reasons impel me to write about the 
years 1906 to 1913 in American psychiatry. 
The first is that the great beginnings 
which came in these years, while mentioned 
Separately in every historical account, have 
_ mot been brought together. Anyone at all 
interested in psychiatric history knows 
_ about the decade of the eighteen-forties 
© and its advances in hospital building, treat- 
- ment and spirit; the founding of the 
American Psychiatric Association and its 
Р emt; the amazing achievements of 
3 ea Dix. Then the headway made in 
~ this fabulous decade, marred by a natural 
impulse to claim too much (an impulse 
— which still raises its well-meaning and 
-. over-optimistic head) was followed by over 
— 50 years of doldrums: a time when in- 
_ Yentive medical minds turned toward the 
wonderful histological and pathological ad- 
- Yances in medicine and surgery. What is 
_ mot emphasized is that this static half- 
. Century was ended, and another advancing 
half-century begun, by several new events 
d га many adventurous men crowded into 
_ 1 remarkable years. 
— The second reason is that I bridge the 
gap 1908 to 1958 and I saw the 
ges at first hand 
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"was affected by all 
| conditions before and after, I hope that 
| my recollections of 
_ may make them seem less remote. 


then, were 

nine di- 

ome over- 
1 Read at the 115th annual meeting of The 
merican Psychiatric Association, Philadelphia, Pa., 

- Apr. 27-May 1, 1959. 

— 2The Inst. of the Pennsylvania Hosp., 111 North 

Forty-ninth St, Philadelphia 39, Pa. 
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SEVEN YEARS OF AWAKENING ' 
1906-13 


EARL D. BOND, M.D. 
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lapping of forces. There was also an 
historical preparation in scholarly articles 
by Clarence B. Farrar beginning in January, 
1908 in the American Journal of Insanity? 
Dr. Farrar's title was “Some Origins in 
Psychiatry"-his nomenclature already in 
advance in that of the Journal of which 
he was to be Editor-in-Chief. 

1. In 1906 a first psychiatric hospital for 
teaching and research purposes was opened 
at the University of Michigan, with Dr. 
Albert Barrett as Director and teacher of 
psychiatry to the Medical School. Well 
educated in neuropathology at the Uni- 
versities of Harvard and Heidelberg, Bar- 
rett had been pathologist to the Danvers 
(Mass.) State Hospital. When he left, first 
Ernest Southard, then Herman Adler took 
his place at Danvers. 

When the second teaching hospital, The 
Boston Psychopathic, was ready in 1912 
both Southard and Adler were assigned to 
run it. Southard saw to it that the job as 
Pathologist at Danvers came to me and this 
position tied Barrett, Southard, Adler and 
myself in close friendship and profession 
interests. 

A curious incident cemented the tie be- 
tween Southard and myself at the dedica- 
tion of the third teaching hospital, The 
Phipps Institute at Johns Hopkins, under 
Adolph Meyer. Southard was in the audi- 
ence on that occasion in 1913, feeling very 
much hurt because Dr. Meyer had not seen 
fit to include Massachusetts psychiatry " 

is program. However, when Dr. Harvey 
Cushing, the principal speaker, announces 
unexpectedly that he had not known wha! 
to talk about until Dr. Bond from the , 
Danvers State Hospital, had shown him im | 
teresting cases of pituitary disorders, South- 
ard sat in chuckling, boyish glee. And 50 
the Danvers State Hospital in importan 
and unimportant ways entered into 
beginnings of all 3 pace-setting hospitals- 

2. It is appropriate here to mention | 
lectures and the articles in which Ado 
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Meyer set forth in 1906 through 1910 his 

t new “Conceptions of Dementia Pre- 
cox” which broke down static ideas and 
considered psychosis as reaction * to all that 
had happened in a patient's earlier life. He 
and his formulations (Psychobiology) are 
a part of American psychiatry. 

When Meyer was President and I was 
Secretary of this Association we shared a 
suite of rooms and the chambermaid said 
that we were the cleanest men she had 
ever known. We neither smoked or 
chewed tobacco and we did not drink. I 
basked in the reputation until at a later 
annual meeting younger and rowdier 
friends of mine left my room in a mess and 
I departed with no compliments from any- 
one, 
Working in these years in close touch 
with Meyer until his untimely death was 
August Hoch, whom I followed at McLean 
Hospital and who inspired my first 4 years 
of psychiatry. It was Hoch who focussed 
interest on Personality and Psychosis and 
brought into use the term Shut-In Per- 
sonality. 

3. In 1908 the classifications of Kraepelin 
were making themselves felt through con- 
densations of his books in the United States 
and England, Here was order, scientific 
thinking, facts that could be demonstrated : 
here were pictures of the psychoses from 
the outside. Kraepelin’s classification had 
been used in the Worcester State Hospital 
as early as 1896 but it took many years to 
infiltrate the minds of most psychiatrists. 
In 1907 and 1908 articles in the Journal 
still spoke of the new ideas and the new 
Classification of Kraepelin. As late as 1916 
un Strecker, Dr. Orton and I received a 
etter from Kraepelin authorizing us to 
make a translation of his 3-volume psychi- 
aty: we had finished the first volume 
When war stopped us. 

E In 1909 came the first real impact of 
teud on the United States, his only visit 
to America. I was in Boston, in charge of 
M Psychiatric service near Worcester and 
h could have seen and heard Freud if I 
ad wanted to but I never made an effort. 
ere was a man from Vienna with strange 
* Fundament Conception of D. P., British M. J., 2: 


1906 ; Nature and ү 
i Conception of D. P., J. Abn. 
Psychol, 5: 1909-1910, Sige J 
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ideas—"a Prof Freund,” the newspaper 
Then his ideas were about neuroses, which” 
were rare conditions found in the offices 
and outpatient clinics of the neurologists 
and especially in Vienna and Paris. New 
roses were Un-American. But I was lucky 
in the aftermath of this visit to know Dr. ^ 
James J. Putnam as teacher, therapist and ` 
quietly great human being. That Dr, Put- 
nam, deeply religious, secure in academic — 
and social position, professor of neurology ` 
at Harvard, 63 years of age, simply аа 
cepted many novel ideas of an insecure - 
Mid-European, who behaved very meus - 
rotically, just because they were to him - 
essentially true, is a landmark in 

atry. The secure, undisturbed 

between the two contrasting men was to 
Freud a life long joy. But it was years be- 
fore analytic interest reached the psychoses 
and in the interval there were i 
debates in the Boston Society for Neurology - 
and Psychiatry—as I look back on them they 
seem to have focussed on some persons 
totally erroneous notion of what psycho- 
analysis was : they never touched the real — 
issues. 

Later the fact that Dr. A. A. Brill, the 
translator, and Drs. White and Jelliffe, the 
explainers of Freud’s position, were all well 
acquainted with the psychoses and per- 
sonally known to me made it easier to read _ 
their books and gain an inkling of what Ў 
Freud was really talking about. White's 
Outlines of Psychiatry and White and Jel- = 
life's remarkable Nervous and Mental — 
Disease Monographs both came out in 1907 
and gradually brought analytic terms into — 
general use. And in 1913 Jellife brought — 
out the first periodical in English devoted 
to the new ideas, The Psycho-Analytic Re- 
view. 

5.In 1909 also came the first Child 
Guidance Clinic, established by William 
Healy in Chicago under the awkward name 
of Juvenile Psychopathic Institute : and 
Healy's classic The Individual Delinquent _ 
(1914). My personal ties with Healy were 
fixed by a week's walk with him and Walter 
Cannon before any of us had an M.D. We 
were accompanied by the essayist Samuel 
McCord Crothers and I like to think that 
all four of us developed an interest in the 
affairs of the mind. Mr. Crothers put psy- 


mee Uy 
chiatric thinking into delightful words in 
his essays—particularly his Pardoner's Wal- 
let. Here is a sample. In the minds of all 
' of us there is a “Forbidden City inhabitated 
by a lawless crowd known as the Preju- 
dices. Some are—dangerous fellows to meet 
in the dark.” Others are “harmless folk, 
against whom the worst to be said is they 
have a knack of living without any visible 
means of support.” William Healy, now 90, 
sent me a letter from Florida under date 
- of March 11, 1958 in which he remembers 
© —as too many others forget—the influence 
of the “ladies of Hull House” and the gifts 
of Mrs. W. F. Dummer that originated and 
_ put into action the "idea of studying the 
: problems of children before doing anything 
- about them." At present Healy himself is 
studying nuclear physics and keeping up 
- with general world affairs. 
6. In 1908 Clifford Beers and in 1912 
_ Dr. Thomas Salmon began to focus the 
- interest of public spirited citizens first on 
- psychiatric hospitals and then on psychiatry 
- in general. Beers wrote the classic, “A Mind 
— that Found Itself,’ an excited but funda- 
- mentally true account of his mistreatment 
- as a patient in private and state hospitals. 
- Beers, aided by Dr. Adolf Meyer, encour- 
_ aged by the great response to his book, 
_ went on to found Connecticut Mental Hy- 
- giene Society in 1908. In 1912 the formation 
of a National Committee for Mental Hy- 
giene was made possible by Dr. Salmon’s 
. coming as Medical Director. The two men 
- were a team: Salmon gave a sure profes- 
sional leadership which balanced Beers’ 
up-and-down enthusiasm. While I knew 
4 Beers, I was a close friend of Dr. Salmon's 
_ and helped to put the story of his life into 
_ book form. Undoubtedly for years he and 
Adolf Meyer were the leaders of American 
- psychiatry—Salmon as a doer, Meyer as a 
thinker. And yet Salmon—and this says a 
lot about the disorganization of the psy- 
chiatric field in his time—had no prepara- 
tion for psychiatry except his character, He 
had had 3 years of medical school, no 
college, no internship, no residency—he 
- "just grew" after being assigned to study 
an epidemic in a State Mental Hospital— 
4 - grew to become President of this Associa- 
_ tion and first professor of psychiatry at 
= Columbia University. 


SEVEN YEARS OF AWAKENING: 1906-13. — 
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The Mental Health Associations of 1959 
are in direct line of succession to the 
1908-12. events. Somewhat condescendingly 
someone wrote of Beers: "In elation he 
conceived a grandoise plan to form a 
world-wide movement. In other words 
Beers foresaw the present World Federation 
for Mental Health. 

7. From 1909 to 1913 some discoveries 
about the bodily organs began to have 
effect on psychiatry. Cannon at the earlier 
date began to show to any doubting person 
the effects of emotion on the stomach, on 
adrenalin, on the body in general. He made 
it easier for the general practitioner and 
internist to accept some psychiatric ideas. 
Cannon was my closest friend as he went 
through Medical School and later he be- 
came co-grandfather of 4 of my grand- 
children. 

At the later date Moore and Noguchi 
discovered and confirmed the spirochete in 
human brains. I have had the experience 
of diagnosing (pretty well) and treating 
(pretty poorly) many paretics before this 
discovery. I quote from a textbook of 1907, 
“General paralysis is pre-eminently the 
disease of the brain-worker.” 

It seems to me that in line with these 


two findings have been the shock treat- 


ments and the double set of drug therapies 
—the penicillin—sulfa attacks on infection 
and the “tranquilizers.” Psychiatrists and 
their patients have bodies. 

8. I have pondered over the influence 
of a close friend, Ernest Southard, because 
of his uniqueness. When he took charge o 
the Boston Psychopathic Hospital in 1912 
he was to my mind neither an adminis- 
trator nor a psychiatrist. But he was ? 
genius, a philosopher, a neuropathologist 
a social worker (“Kingdom of Evils”), chess 
champion, philologist (a polymath which 
I had to look up in the dictionary), 9? 
intellectual playboy. Personally lovable 
original, kindly, sensitive, the physicians 
who worked with him and under him felt 
a stimulation, a love and a respect which 
lasted all their lives. That Karl Menninget 
named his children's unit after Southard 
is typical. Southard brought other dis- 
ciplines into psychiatry—he himself was 2” 
ways on the edges. If a member of ye 
family had had a mental illness I shoul 
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have sent him or her to Dr. Barrett, Dr. 
Brill, Dr. Healy, Dr. Meyer or Dr. Salmon, 
I should not have chosen Ernest Southard ; 
the field over which his intellect and his 
fancies roamed was too wide. 

Dr. Henry Bunker, in his chapter in 
American Psychiatry, 1844-1944, quotes 
Southard on the subject of Dr. Meyer. “I 
shall designate him as a ferment, a catalyz- 
er. I don’t know that we could abide two of 
him, But-we must be glad there was one 
of him." 

In this statement about Meyer, Southard 

_ described himself exactly. Two of Southard 

would have been too much for anybody. 
His mind forever active, his head often 
aching (“too many thoughts crammed into 
one cranium”), physically he was one of 
the most inert men who ever lived. 
Curiously, both Southard and Meyer 
proposed new classifications and new no- 
menclatures which did not displace con- 
ventional and older schemes but which 
aroused discussions and made people think. 
And it was Southard and Meyer who in 
the 7 years we are describing laid the 
foundations for psychiatric social service. 
9. And when I mention a little book by 
an Englishman that appeared in 1912 I 
recall playing tennis with him on a beauti- 
ful sunny day in his garden in Surrey. 
_ Bernard Hart showed in the title, The Psy- 
chology of Insanity, he was bridging a gap 
- between old and new ideas, Hart made it 
easier for the psychiatrists who had always 
BON a 19th century terminology to grasp 
the new ideas and words that the 20th 
el brought in. He tactfully introduced 
i reud's ideas in old words—he mixed asy- 
um, complex, repression, lunatic ; “the de- 
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lusions of the lunatic resemble 
the beliefs that are held by the sane in th 
fact that in both cases the mental proces: 
have a non-rational origin." A little - 
but in over 20 editions a powerful o 

In summary, psychiatry from 1906 to 
1913 was advanced by insiders (that i 
physicians who were practicing in "hosp 
tals for the insane") and by outsiders (a 
bacteriologist, a physiologist, a patient wh 
was a layman, a poorly prepared physician 
a neuropathologist). This suggests tl 
the future psychiatrists should be rea 
learn from all sorts and conditions of 

All the important facts which I 
recorded can be found in other 
(American Journal of Psychiatry, 
nial Anniversary Issue, 1844-1944) but t 
are distributed in different chapters 


new sort, social service, lay mental hyg 
societies and physiology and ра 
gan to pour their di streams 
main current of psychiatry. 
A long view of American psych 
history shows Colonial and early Nai 
sporadic hospitalization, then a long 
to the vivid decade of 1840-9, another | 
gap to a discovery of new sources of poy 
in the 7 years 1906-13 and finally a h 
century of the development of h 
sources to 1958. It is encouraging tha 
after the grouping of new ideas early i 
this century there have been no dold r 
but continuous and progressive motion— - 
the impetus has not been lost. 
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RHYTHMS, CYCLES AND PERIODS IN HEALTH AND DISEASE ' 7 


FRANKLIN S. DUBOIS, M.D.’ 


- An earlier publication(1) presented a 
М study of time from the psychological view- 
_ point and on the basis of the evidence 
- offered, the suggestion was made that the 
- sense of time plays a significant role in 
- the motivation of human behavior. In 
3 carrying out this study it became apparent 
that not only the sense of time, but also 
a variety of recurrent phenomena related 
_ to time influence man in his adjustment. 
- This paper is a review of current thinking 
n regard to certain of these rhythmic, 
clic and periodic activities and the role 
they play in health and disease. 

— The English words rhythm, cycle and 
_ period stem from Greek roots that mean 
. "measured motion,” “a circle" and “a go- 
_ ing round" respectively(2). These closely 
related etymological origins support Web- 
_ ster’s statements that all three are types of 
peated occurrences organized in connec- 
_ tion with time. According to Bills(3) “This 
organization is achieved by recurrence of 
- one or more elements in such a way as to 
establish a perceptible periodicity.” Such 
a "recurrence of one or more elements" 
is manifest everywhere in nature: the 
Observed movements within the solar sys- 
n, the ebb and flow of tides, the occur- 
nce of day and night, the change of sea- 
sons, and the unseen rhythms of light, 
- sound and electronics. Man is not excepted 
such influences for there are recur- 
nt phenomena within the human organ- 
. Many of the physiological and psy- 
ological functions of man are modified 
- by a “perceptible periodicity” of the bio- 
logical processes. 


 irom 


PERIODICITY OF BIOLOGIC PROCESSES IN MAN 


= 


_ How biologic rhythms, cycles and peri- 
ods originate and continue in man is not 
known but there is no doubt that they 
-exist(4). Regular, repetitive variations of 
rest and activity are always present(5). 


... 1 Presented at a meeting of the Vidonian Club, New 
—— York City, Jan. 26, 1958. t 

_ 2 Associate Medical Director of the Silver Hill 
Foundation for the Treatment of the Psychoneuroses 
_ New Canaan, Conn. | ў 


Body temperature usually reaches its high- 
est point during the wakeful period of each 
24 hours and its lowest during sleep(5). 
In addition, there are variations in indi- 
vidual diurnal temperature curves(6). Fur- 
thermore, Kleitman(5) has demonstrated 
that “morning types” of persons (those 
whose cerebration and performance are 
best shortly after arising in the morning) 
have higher body temperatures in the 
morning than at night while, conversely, 
"evening types" (those who feel and think 
best at the end of the wakeful period) have 
higher body temperatures in the evening. 
Similarly, there is a rhythm in the rate of 
the heart beat. Although this changes con- 
tinually and is influenced by many factors, 
Kleitman and Ramsaroop(6) state that 
study of the heart rate during the day 
demonstrates a curve which is similar t0 
that of the body temperature except for 
increase after eating. 

Consistent diurnal changes have been 
shown to occur in the basal metabolic rate 
(7), the blood sugar level(8), the blood 
lactate level(9), the number of leucocytes 
in the blood(10), the hemoglobin, the he- 
matocrit and plasma protein(11) and the 
urinary excretion of water, chloride and 
urea(12). There is even evidence to sug 
gest that there is a distinct diurnal rhythm 
in the frequency of the onset of labor(13). 

The menses of women are the best know? 
recurrent biologic phenomenon, but it 2% 
not well known that there are rhythms re 
lated to many functions within each men 
strual cycle. To mention a few : the body 
temperature goes down during the pre 
ovulatory phase while after ovulation it 
goes up only to fall again just before the 
onset of menstruation(4). Surprisingly, the 
heart rate does not act completely parate 
to body temperature(6), but the basal me 
tabolic rate does, decreasing as the tem- 
perature falls and increasing as the tem- 
perature rises(14). Also, the electrical p% 
tential difference between the index finge? 
of the two hands changes, showing а 715€ 
in voltage in the preovulatory period that 
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_ An interesting biologic rhythm is that of 
motor activity. Gesell(16) has shown that 
within the first two weeks after birth in- 
fants achieve a diurnal periodicity in their 
-sleep-wakefulness pattern. As children 
grow, activity periods increase and rest 
periods decrease(17) until, as older chil- 
dren and adults, they effect a more or less 
optional pattern of activity largely gov- 
emed by surrounding conditions and per- 
‘sonality structure, but always on am in- 
dividual diurnal basis. 

— Finally, it is noted that body growth 
varies with the seasons(18), the greatest 
increase in weight in growing boys occur- 
ting from June to December. 


PERIODICITY IN HEALTH 


From neonatal rh s such as the heart 
_ beat(19) and унн sleeping and 
waking established early in life, to the 
later developed rhythms that lessen fatigue 
and make for greater efficiency in living, 
man has organized his daily activities on 
the basis of repetitive patterns. Further- 
_ more, his emotional life is nourished by his 
created rhythms of music, dancing and 
poetry. To these are added the periodic 
beauties of nature. Individually and as a 
. Member of a social group, man has made 
his life better and more effective by the 
utilization of both innate and acquired 
thythms, 
From earliest days men have realized 
that work thythmically performed is easier, 
more quickly completed and more satisfy- 
T As soon as men began to work jointly 
ey devised rhythms that made for speed, 
ease of accomplishment and social enjoy- 
2 The value of rhythmic activity in 
"ge which man found intuitively early 
a E existence has been confirmed by 
а science. On the basis of critical 
E 00) states that the maximal 
ih of each individual's rhythmic pattern 
i most efficient pace. Rimoldi(21) came 
E nr conclusions. His controlled 
(NS E demonstrate that "under the effects 
* ythm the liberation of energy and 
он tion of work are more nearly perfect 
And less costly.” According to him “Rhythm 


reduces fatigue" . . . and "allows the m 
to relax and busy itself with other thing 
Coleman(22) has shown that rhythm of 
movement is the most important factor in 
the development of endurance and delay 
of fatigue, and Walther(23) empha zes 
that the application of rhythm to ind 
makes work less fatiguing and less monoto- 
nous. Thus men of long ago were right 
when they blended music, words and ac- 
tion in rhythmic harvesting songs for work- 
ers in the field and chanteys for sailo 
Such melodies combined with work regu 
late the rhythmic expenditure of energy, 
adding not only to man’s accomplishments 
but to his enjoyment. 

The rhythm of music, poetry and 
dance have contributed to man’s well-be 
in still other ways. Hughes(24) belie 
that the heart beat was first transmit 
into the drum beat for walking and march- 
ing and into a faster beat for singing an 1 
the measures for dancing. Terry (25) stai 
that the internal rhythm of breathing à 
circulation are related to external rh 
such as the tides and the seasons an : 
man often expressed his conceptions of. 
natural phenomena in spontaneous danc- 
ing. He used the dance to express emotions 
—fear, anger, love—and also to ward off evil | 
spirits and to cultivate beneficent gods. 
There can be little doubt that the dance - 
played an important part in maintaining 
emotional good health in primitive people. 

As in the dance and music, poetry is — 
based on man's inherent rhythms. Unter- - 
meyer(26) says: “Poetry exists because _ 
there is in man the same sense of rhythm | 
that dominates all life,” and “the love of - 
rhythm and a sensitiveness to the appeal 
of poetry is inherent in varying degrees in 
everyone.” Long before children talk or E 
comprehend words they respond to the 
rhythm of nonsense rhymes and of blank P 
verse. It is the response to the rhythm of |. 
words that so often makes poetry a balm to Ў 


the troubled spirit. ї 


PERIODICITY IN PHYSICAL ILLNESS 1 
Perceptible periodicity plays a part not i 
only in health, but also in disease. From - 
the time of Galen, physicians have been 
aware of the regular recurrence of certain 
illnesses, but it is only recently that earlier 
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reports and observations have been corre- 
ated and collected into a clinical entity now 
designated “periodic disease.” Reimann(27) 
has assembled a group of apparently unre- 
lated and collected into a clinical entity now 
current periodicity, “dependent upon or 
_ provoked by a single underlying rhythm." 
- He points out that the disorders that make 
Pup this syndrome have in common "similar 
regular cycles of recurrence, combinations 
апа substitutions of featurés, a genetic as- 
pect, ineffectiveness of therapy and an un- 
known cause.” Among such illnesses are 
odic fever, periodic abdominalgia, 
odic gia, periodic neutropenia, 
odic purpura, periodic edema and, pos- 
ly, such things as periodic paralysis, 
odic vomiting and periodic ulceration of 
oral and genital mucosa. It is Reimann's 
ief that the immediate cause of these 
iperficially independent but genuinely re- 
ed disorders is a vasomotor disturbance, 
fundamental cause of the vascular 


ПОРІСІТҮ IN PSYCHIATRIC ILLNESS 


^ dt has long been recognized that rhyth- 


mental health and mental disease. 
Almost 100 years ago Darwin(28) em- 
asized that "emotional expression be- 
gs to rhythmical forms." Somewhat later 
dt(29) stated that rhythm has a large 
ent of affective tone and that rhythm 
emotions arises from feelings of expecta- 
n and satisfaction and that its continu- 
ce depends on repetition of tension. More 
_ recently Kubie(30) has said that this repeti- 
tion of tension stems from the “recurrence 
_ Of ungratified demands,” that is, the recur- 
rent delay or frustration of an instinctual 
urge. And Lourie(31) has demonstrated 
at this tension may be released in rhyth- 
c motor patterns that seem to satisfy "an 
inner instinctual need" and "facilitate motor 
and ego growth and development in the 
infant." Thus it appears that rhythmic pat- 
are not only present in the emotional 
life of an individual but that they serve a 
- useful purpose in the development and in 
the maintenance of good emotional health 
Coleman(22) states that -all bodily 
hythms have psychological significance 
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cyclic and periodic activities play a 


in many of the phenomena seen in 
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and that free emotional expression is rhyth- 
mic. He believes that rhythm and arrhythm 
induce different states of emotional feeling, 
thus suggesting that rhythmic processes 
play an active role in the psychologic 
mechanisms of man. Hersey's(32) work on 
emotional cycles supports this view. He 
studied 25 “normal” people and demon- 
strated cyclical variations in their emotional 
tones. Each one had a highly individual 
cycle of regular highs and lows of mood. 
He noted that during the "high weeks" a 
person's drive toward activity was greater, - 
that he felt well, anticipated pleasures, 
planned hopefully and was optimistic. Con- 
versely, during the “low weeks” the same 
person found it difficult to muster physical 
and mental strength, had to push himself, 
concentrated with difficulty, preferred to 8 
sit quietly, found nothing very pleasant, 
was disturbed by minor crises, and was 
creatively unproductive. In short. life was 
something of a burden. This controlled 
study of ^normal" people confirms the wide- 
ly held clinical impression that all human 
beings function in terms of cycles of mood 
and that feeling tone varies not only from 
week to week and day to day but also from 
hour to hour. It also demonstrates that the 
periods and degrees of mood variation dif- 
fer from person to person and must be 
carefully appraised and wisely considere 
in dealing with an individuals adaptive 
difficulties. 

It is but a short step from such observa- 
tions to a reaffirmation of Adolf Meyers 
statement made in 1902(33) that “in psy 
chiatry a certain periodicity of depression 
and excitement exists." The recurrence ° 
attacks in manic-depressive psychosis 216 
well known(34). Similarly, cycles of a- 
ternating “good” and “bad” behavior ™ 
psychotic patients have been mentione ш 
the literature(35) and periodic relapsing 
catatonia has been studied extensively (36 
37, 38, 39, 40). That such cyclic psychiatrie 
disturbances are not rare is emphasize 
by Richter's report(41) that a study of the 
histories in the Phipps Psychiatric Cline 
revealed over 250 patients with cycles Ж 
mood and behavior. From Richter's Mo 
it would seem reasonable to conclude ё 
rhythmic activity occurs in practically ^" 
nosological psychiatric entities. Cert? J 
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it is present in schizophrenia, manic-depres- 
sive disease and organic brain syndromes. 
Probably it is a component of certain be- 
havior disorders in children (42) and pos- 
sibly it contributes to the symptoms of the 
neuroses(30). Also, there is rhythm in the 
occurrence of peptic ulcer(43), of epileptic 
seizures(44, 45, 46, 47) and of familial 
periodic paralysis ( 48, 49). It is obvious that 
the phenomenon of periodicity plays an 
important role in man's physiologic and 
psychologic adjustments. 


THE NATURE OF PERIODICITY 


The late Alan Gregg(50) wisely said that 
he would welcome more rigorous studies 
of the mathematics of probability and 
would like to see physicians have a broader 
knowledge of rhythmic and cyclic phe- 
nomena. He pointed to the work of the 
Foundation for the Study of Cycles(51) 
and urged support of its program and of 
those who have like interests. Although 
modern research has not yet given a defi- 
nite understanding of rhythms, cycles and 
periods, some facts have been authenticated 
and several interesting theories have been 


Proposed. For example, Gjessing(36-40) _ 


has shown that recurring periods of ab- 
normal thinking, behavior and mood occur 
Itrespective of external events or conditions 
in patients suffering from periodic cata- 
tonia, He concludes from psychiatric and 
biochemical analyses that cycles of abnor- 
al behavior are related to nitrogen metab- 
olism and that the nitrogen balance shifts 


immediately preceding the change in psy- - 


Chologie state, Furthermore, he believes 
that àt such times a toxin is produced 
Which influences the diencephalon so that 
mental function is altered. The successful 
treatment of some of these patients with 
thyroid extract(52, 53, 54) which eliminates 
e Swings in nitrogen balance, lends 
credence to Gjessing’s careful work. How- 
ever, other investigators do not consider 
Such a metabolic disturbance of primary 
Significance, 


Pichter(41) produced cycles of behavior 


and metabolism in rats by experimentally . 


© d ering with the functions of the thy- 
the and pituitary glands. He holds that 
with cles brought about by interference 
, the thyroid depend primarily on “a 


prolonged period of thyroid deficie 
which apparently produces second: 
changes in the hypothalamus.” Interesting. 
ly, and perhaps significantly, some of the 
experimentally-produced cycles were like 
those seen in human beings with peri 
agranulocytosis, while others were sim 
to the disturbances. of behavior and mood 
observed in catatonic schizophrenic ү 
tients, Like Richter, Lindsay(55) thin 
that the primaty factor in the producti 
of abnormal cycles is a change in the hyp 
thalamus, while others(54, 56, 57, 58, 
60, 61) believe the basic disturbance 
imbalance in the endrocrine system. —— 
Cole(62) postulates that an endogenous 
mechanism for inducing persistent rhythms 
may be the result of a particular hormone 
accumulating until it reaches some theoreti- 
cal threshold that initiates a rhythm whic 
simultaneously begins to exhaust the hor 
mone. He also points out that rhythm- 
ducing factors may be exogenous in cha 
ter; thus, periods of activity within 
organism may be influenced by li 
meteorological conditions, tides, phases 
the moon and perhaps by cosmic radia’ 
and the earth’s magnetic field. 
Peterson(63) also stresses the importan: 
of such exogenous factors, especially n 
teorological conditions, in the producti 
of biological fluctuations. He links sun s 
activity and its effect on temperature and 
weather, which in turn influence | 
chemistry, with many periodic changes in _ 
the functioning and activity of human be- 
ings. He even relates solar activity to im- — 
portant historical events. | 
Finally, Reimann(64) emphasizes that. 
certain authorities(22, 65, 66) regard $ 
rhythm as a fundamental law of nature and 
that this wax and wane of biologic proc- - 
esses may bring about the recurrent ep 
sodes of illness seen in “periodic disease. 
He points out that the most striking feature 
of the periodicity in these recurrent epi 
sodes of illness is the regularity with which 
they recur at intervals of 7 days or multi- - 
ples thereof. For emphasis, he stresses that — 
fever recurs at intervals or multiples of 7 _ 
days in certain patients with osseous - 
tumors, leukemia and anemia(67) ; that 
arthralgia occurs at intervals of 7 days in | 
bucellosis(68, 69) ; that Galen connected 


. 
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the quarterly phases of the moon with the 


-day return of periods of fever; and that 
the menstrual cycle occurs at an interval 
4 times 7 each month. To explain this 
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SuMMARY AND CONCLUSIONS 


In this review of rhythms, cycles and 
iods, reports are cited to support the 
w that both the physiological and psy- 
chological processes of man are influenced 
recurrent biologic phenomena. Such 
odic activities are basic ingredients in 
behavior of human beings and actively 
lence man both in health and disease. 
theories as to the origin and per- 
tion of these recurrent changes have 
n suggested but none has been com- 
y validated. The true nature of 
thms, cycles and periods is a mystery 
remains a challenge to future scientific 
stigations. 
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THE CHALLENGE OF RESULTS IN PSYCHOTHERAPY 
IAN STEVENSON, M.D.' 


The tranquilizers have given psychiatry 
‘an unexpected by-product by forcing us to 
improve our evaluation of methods of treat- 
“ment. These drugs exposed on a large scale 
'the important influence through suggestion 
of new medicines which may also have 
powerful pharmacological properties. The 
m establishment of the pharmacological 
icacy of these drugs has required care- 
fully controlled studies. In the literature of 
pharmacotherapy, accounts of soundly 
planned and executed research have almost 
entirely displaced the impressionistic re- 
ports based on “experience” which used 
nerly to fill the pages of psychiatric 
als. We may expect that these stand- 
will soon extend to the study of psy- 
erapy. As they have not yet done so, 
f review of the problem of results of 
otherapy may illustrate present short- 
ngs and point towards the needed 
rmation. 

- Although each year a spate of articles 


cles on results of psychotherapy have 
n published in the psychiatric journals 
about the same number in journals of 
hology. Moreover, of these articles 
many merely deplored the paucity of re- 
sults and did nothing to remedy it. Rela- 
ively few of the articles presented actual 
esults of series of patients treated and of 
hese even fewer met the minimal standards 
excellence in research that we have 
vn accustomed to in, say, biochemistry 
physiology or, among ourselves in phar- 
cotherapy. Few articles described care- 
the patients treated or the method 
; few included attempts at objective 
ements of changes in patients and 
ost none included followup studies. 
rom the unsatisfactory, but available 
ta we can reach several tentative con. 
‘lusions, each of which will possibly re- 
Quire revision as we gather more valid 
data. First, large numbers of mental pa- 
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tients recover with little or no treatment in 
from 1 to 3 years. For psychoneurotic pa- 
tients, for example, various studies show 
the percentage of such "spontaneous" re- 
coveries to vary between 40 and 70% of the 
patients in the series(1, 2, 3, 4). 

Secondly, comparisons of groups of 
treated and untreated patients have $0 
far failed to demonstrate the efficacy of 
psychotherapy. The percentage of re- 
coveries does not usually run bigher in 
groups of treated patients than in those un- 
treated. Eysenck has concluded on the 
basis of these comparisons, that a psycho- 
neurotic patient has a slightly greater 
chance of recovering if he stays away from | 
a psychotherapist than if he goes to one 
(5). However, he cannot prove this be- 
cause the groups compared have perhaps 
not matched satisfactorily (6). Patients who ( 
seek psychotherapy from psychiatrists may 
have more severe illnesses than those who 
do not, many of whom recover spontaneous- 
ly. On the other hand, social and economic 
factors seem to influence access to a psy- 
chotherapist more than the nature Or 
severity of an illness(7), so possibly the 
compared groups do match. We cannot 
know without further study. 

Thirdly, among rival kinds of psycho- 
therapy comparisons again fail to show а 
superiority of one over another(5, 8, 9): 
Wolpe(10, 11) has published an exception 
to this pattern in his results with a large 
series of patients treated according to рі 
ciples of learning theory and conditioning. 
He reports that between 85 and 90% of his 
patients became “cured” or “much im- 
proved” and contrasts this figure with the 
much lower recovery rates in patients 16 
ceiving eclectic psychotherapy(9) and PSY - 
choanalysis(8), respectively 53% and 62% 
in the 2 series used for comparison. 

That psychotherapy of various kinds 0 
of our favorite kind, helps mental patients 
remains an important conviction of most 
of us. But with our present data such 4 
conviction can hardly amount to more than 
an opinion among any who adhere to 


principles of science. Many physicians © 


1958 | E 
the 17th to 19th centuries had convictions 
about the efficacy of phlebotomy, but who 
bleeds patients today? The history of 
medicine, and of our own specialty par- 
ticularly, shows that personal conviction 
provides an insufficient basis for therapeu- 
tic action, especially when danger or ex- 
pense occur with the therapy. Harm rarely 
comes from psychotherapy, but expense 
nearly always. Considering the millions of 
dollars annually invested in it by patients 
and psychiatrists, by teachers and trainees, 
that we have almost no satisfactory studies 
of its results is a major scandal of our pro- 
fession. 

We can explain our failure to study re- 
sults and should perhaps try to do so, pro- 
vided we do not use our explanations as 
excuses. In the first place, our profound 
ignorance of human behavior probably 
prevents us from distinguishing the more 
from the less fundamental changes in our 
patients. We often rely on observations of 
changes in symptoms while comparing 
these to the visible part of an iceberg ; for 
the most part, we have not settled among 
ourselves the nature of what lies below the 
surface in psychopathology. Secondly, im- 
portant behavioral changes occur slowly, 
certainly much more slowly than most of 
the changes an internist can observe after 
his therapies. Consequently, many patients 
we would like to study over a necessary 
period of observation disappear (often by 
moving to other communities) before 
Proper followup studies have taken place. 

dly, our emotional involvement with 
our patients often obstructs our evaluation 

them. Most of us believe we could not 
treat them if we did not become involved 
emotionally with them, but we ought to 
recognize that this involvement often dis- 
qualifies us from evaluating the improve- 
ments of patients. Few parents think their 
children dull and few psychotherapists 
think their patients unimproved. Further- 
More, our earnest desire to relieve human 
suffering makes difficult our asking a pa- 
tient to wait for therapy while we appoint 

im a control subject. And if we do, he 
will probably seek help elsewhere. Finally, 
we must consider the least praiseworthy of 
Our shortcomings in this matter, personal 
attachment to a particular theory and prac- 


ЛАМ STEVENSON 


tice, As one improved tranquilizer succeeds 
another we can change pills without muc 
change in ourselves. But to change psycho- 
therapies requires changing our own ha 
bitual behavior. Perhaps it also { 
loosening affiliations with ап adhere 
group of colleagues and even a decline i 
income from leaving a fashionable therapy 
for a successor not yet so popular. 
Despite these obstacles without and 
ings within, we could study results of p 
chotherapy much more than we do i 
with less pros work than ned r 
imagine when postpone lookin 
pre gael results. Useful studies cont 
ing some information, far better than 
negligible data we now have, would 
necessarily demand elaborate design. 
brings me to attempt an outline of some re: 
quirements for a satisfactory study of m 
sults of psychotherapy. 
The selection of patients for such a stud! 
first deserves attention. Ideally all appli- 
cants should receive ру, Or 
portion receiving treatment by one n X 
and another by another method, or perhaps 
less treatment. But we can rarely ar- | 
range matters so neatly. Then we mu: 
become aware of the reasons for selection 
If we select patients who can afford reat- 
ment and turn away those who cannot, we 
will study a special economic group but | 
at least we will know the basis of our 
selection. More harmful for research pur- - 
poses are selections governed by other pres- 
sures, e.g, the apparent severity of the - 
symptoms, or an “impression” on the part 
of the therapist that the patient will respond 
favorably. Such selections may make dif- 
ficult or impossible the comparison of the 
group with other groups. : 
Next, we should record the kind and | 
severity of each patient's symptoms, those | 
of which he complains and those observed - 
only by others. A therapist should say at. 
the outset what he proposes to remove or - 
improve. If the patient comes with the 
principal complaint of headaches, we | 
should not consider him “much improved" 
if his headaches persist when the treatment 
ends. This simple precaution would put a 
stop to claims frequently heard to the effect 
that although a patient preserved his symp- | 
toms he had nevertheless “matured” or 
y 


"received considerable benefit" from his 
treatment. Such statements may contain 
truth, but this we can only know if their 
author describes his criteria for making 
them. The description of symptoms should 
include several topics of observation, e.g., 
physical symptoms, subjective disorders of 
ght and feeling, and disturbances in 
"personal relationships. Improvements in one 
these parameters may accompany or 
even cause worsening in another(12). 
— The duration of symptoms deserves at- 
ention since this sometimes enables a pa- 
nt to serve as his own control and some- 
es shows the need for other control 
ects with which to compare his treat- 
nt. For example, if a patient has unmis- 
cably severe symptoms for 5 or 10 years, 
ceives treatment for a year and subse- 
ently remains well for a further 5 years, 
e have some evidence of benefit from the 
tment, and this evidence multiplies 
en found in a series of 20 or 30 patients 
ed by the same method. On the other 
when patients receive psychotherapy 
4 or 5 years for illnesses whose duration 
re treatment extended back only 1 or 
years, we can say little about the efficacy 
the treatment even when large numbers 
patients recover under these circum- 
ces. Such cases require for their evalua- 
a matched group of untreated patients 
as controls for spontaneous recovery. 
_A sound study of results should include 
a description of the technique of psy- 
therapy used, Words like “psychoanaly- 
and “psychotherapy” will not suffice 


or-patient relationship, principles of 
nditioning, and how he acts with his pa- 
ents to implement his intermediate goals, 
He should record also how often he and 


We will probably progress more rapidly 
we limit our categories of change in 
ated patients to two; namely, “cured or 
uch improved" and "little or no improve- 
_ ment." To enter the first category a patient 
‘must at least have lost all or almost all the 
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symptoms which first brought him to thera- 
py. He may have made other gains also, 
but must have made these. Since almost 
any patient gains something from contact 
with a friendly therapist, the categories of 
“slight improvement” or “moderate im- 
provement” lend themselves too easily to 
the wishes of both patient and those treat- 
ing and observing him. We may legitimate- 
ly exclude patients who drop out early 
from a study although we should try to 
learn what happens to them afterwards. 

Several persons should independently 
evaluate the changes in the patients. The 
therapist and the patient should certainly 
give their opinions, but we cannot always 
expect them to achieve the necessary ob- 
jectivity for the task. The therapist’s wish 
to succeed and the patient’s wish to please 
may make them unwitting partners in à 
conspiracy to perceive more improvement 
than others can discern. The independent 
observations of members of the patients 
family and of another professional person 
can greatly improve the evaluation of the 
patient’s changes. Psychological tests have 
so far contributed little to measuring su 
changes(13), but continued study of their 
weaknesses may bring useful improve- 
ments. 

Finally, apparent improvements brought 
about through fortuitous relief of life 
stresses or the transient but powerful ef- 
fects of suggestion make followup studies 
essential to the evaluation of a technique 
of psychotherapy. Some followup studies 
of patients after relatively brief therapies; 
have shown further improvements in the 
conditions of patients compared to their 
conditions at the time treatment stoppe 
(11, 14, 15). Such observations suggest the 
processes of spontaneous recovery alreac y 
mentioned or the practicing and self-rein- 
forcement with further benefits of new 
behavioral responses initially learned 0! 
stimulated in psychotherapy. But whether 
followup studies show relapses, mainte- 
nance of gains, or further advances in the 
patients, we cannot neglect them without 
hazard to the value of the entire study © 
results. 

SUMMARY 


I believe these simple rules within ан 
means if within our desires. We shou 


mer 


hardly ask less of ourselves if we ask other. , 


to consider us scientists when we teach and 
practice psychotherapy. We can and should 
learn much about psychotherapy through 
other studies besides those of results. Yet 
we can only judge a therapy as therapy 
by its results and not by its attendant 
retinue of theories, however elegant and 
harmonious these may seem to be. Some 
years ago, Glover sounded a solemn warn- 
ing on this matter with regard to psycho- 
analysis when he stated, 


In my opinion, the main obstacle to the prog- 
ress of psychoanalysis is the absence, first of 
reliable statistics of results, and, second, of 
any followup investigations. . . . Unless we 
know with some precision the exact limitations 
of psychoanalysis in different groups of mental 

i , we run the risk of providing new 
theories to explain away failures(16). 


These reproaches apply equally to all kinds 
of psychotherapy. Their truth and the 
urgency which underlies them should 
stimulate us to remove the justification for 
them which derives from our continued 
neglect of the results of psychotherapy. 
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LATIONSHIPS AMONG SEIZURES, PSYCHOSIS 
LE AND PERSONALITY FACTORS ! 


i EDWIN A. WEINSTEIN, M. D.? 


. The purpose of this paper is to call at- 
tention to some of the relationships among 
seizure content, inter-seizure behavior and 
rsonality background that exist in con- 
ive states. The neurophysiological ob- 
servations of recent years have shown that 
epilepsy is associated with brain damage 
or at least altered brain function. While 
e cannot talk of a psychological cause of 
ilepsy, a psychiatric approach may still 
fruitful. The seizure, the psychoses and 
other personality changes are indeed mani- 
stations of brain injury much as are the 
hanges in behavior associated with tumors, 
urgically induced brain lesions and the 
effects of ECT. In each of these, the altera- 
tions of behavior depend not only on the 
tion, extent and rapidity of onset of 
lesion, but on the social background of 
individual and the situation in which 
е behavior is being observed, 

e material was gathered from 50 pa- 
nts hospitalized at the National Institute 
of Health for possible surgical treatment 
seizures. They were admitted because 
their seizures had been resistant to medical 
and/or previous surgical treatment and be- 


e community, Patients were hospitalized 
nly seizure 
ses. In most cases coming to the National 
nstitute of Health was a kind of last 
‘chance and supreme effort eagerly antici- 
pated by the patient and his family. In 

these respects we were dealing with a 


© 1 Read at the 114th ап 
can Psychiatric Associati 
May 12-16, 1958. 

_? Bureau of Mental Health 


nual meeting of the Ameri- 
on, San Francisco, Calif., 


Services, Virgin Isl 
Department of Health, St. Thomas, V. I., uem 
National Institute of Mental Health, Bethesda, Md, ' 
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The first observations concern the aura. 
This is, of course, a misnomer as the aura 
is not a breeze or warning but an integral 
part of the seizure. While the experience 
reported by the patient showed significant 
correlations with electrographic records it 
could not be understood simply as the 
physiological response to a specific cortical 
or sub-cortical area. Rather the experience 
is organized on a symbolic level where 
visual, auditory and other perceptual and 
amnestic elements take form in the con- 
text of a particular pattern of social re- 
latedness. Whether a sensory aura is felt 
as painful, dead, numb or tingling depends 
not only on which nerve cells are activated 
but on the patient's habitual type of relat- 
ing in the socially organized environment. 
One man had seizures in which he de- 
scribed painful sensations in his left limbs, 
as if they were being cut or twisted off, 
along with a feeling of deadness in them. 
For years he had worried about a chronical- 
ly ill wife, He was fearful not only that she 
would die from her illness but that she 
would get run over or meet with a similar 
mishap whenever she left him. In inter- 
views when asked about himself, he in- 
variably got off on the subject of his wifes 
ailments and how often she had been close 
to death. In this case, the aura indicated 
not only a lesion in one of the cortical 
Sensory areas but that the patient con- 
ceptualized a relationship in terms 0 
violence and death. Patients who reported 
bad smells and tastes similarly describe 
past experiences in traumatic terms and/not 
only were the smells and taste disagreedble 
but they might hear and see threateping 
things. One woman had as her aura, a (Бад 
taste, a terrible odor and a feeling [that 
someone behind her was going to grab] her 
This persisted despite two temporal lobe 
ablations. In telling the story of he] life 
she described beatings by her fathe! 
tragic death of her mother and an ur 
marriage to a brutal alcoholic. № 
was the past pictured in these tei 
she also talked of her hospital exp 
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in this way. When asked about her орега- 
tion, she answered with an account of the 
drilling, cutting etc. Patients usually re- 
sponded to this question with expression 
of appreciation for the surgeons and hopes 
for a cure. 

Similarly when a scene from the past was 
visualized it was not simply a matter of 
the excitation of a particular group of cells 
in which the memory had been stored. 
The experience was a highly selective and 
condensed symbolic representation of cur- 
rent problems and relationships. For ex- 
ample, one patient repeatedly had a pano- 
ramic memory of a scene in his home town 
pictured in vivid detail. He was a person 
with a great attachment to home and 
family who derived his most significant 
feelings of identity in these symbols. In 
the course of 3 hospitalizations in each of 
which he had a craniotomy, the scenes dif- 
fered in certain details which could be 
correlated with contemporary stressful 
events. Shortly before his second operation 
he saw the scene about his house as it 
was in actuality except that the path to 
his door was a purplish-red color. While 
awaiting his third operation he visualized 
the garage, a two story structure, with an 
additional third story. 

Several patients had seizures concerning 
children, One girl could see a picture of 
her sister holding a baby. Another woman, 
as her spell began, would rush to hold her 
baby. These were persons who had derived 
their main sense of identity through the 
Parent-child relationship, placing them- 
selves or others in the role of a child, and 
expressing their own needs through their 
children, The patient who saw her sister 
holding a baby was a 15 year old girl very 

ependent on her elder sister. In these 
Seizures the symbol “child” represents the 
Patients feelings about herself. In the 
Course of recovery from an operation when 
one of these patients was reluctant and 
Uncertain about leaving the hospital this 
attitude was seemingly expressed in the 
Obsessive worry that something was going 
to happen to her child. 

: As the main component of their spells 
Pus Women had urinary incontinence (on 

* whole this was uncommon even in a 

grand mal seizure). They showed so many 
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similarities in personality structure 
brief account of their behavior ma 
given. One was a 21 year old girl descril 
as having been very prudish and rese 
of men. Her seizures were completely c 
trolled with medication but she develop 
sexually aggressive behavior, making 
vances to male patients. She became p 
ticularly involved with a boy with sei 
from her home town. She also told sti 
of how her father beat her. The oth 
young woman was described as high 
critical of men and very self-cons 
with them. She claimed that no 
would marry her because of her sei: 
and insisted that even if she did get m: 
she would not have children be 
epilepsy was hereditary. She did not 
velop a psychosis but the night 
surgery had a dream in which a man 
she knew had an operation identical to 
own. 
In each of these cases the occurrence 
urination in the pias seemed related 
a stereotyped, sexually aggressive "mas 
line" orientation. What was striking 
these two patients and others was the h 
ly stereotyped and clichéd language 
was used to relate experiences and charac- - 
terize people. Parents were described as 
wonderful, kind and loving or terrible and _ 
cruel. One of the girls maintained "men are 
only out for one thing" and used this as | 
central focus in describing her relation- | 
ships. There was a great deal of black and _ 
white, sin and virtue, God and De 
structuring of the environment. 
Psychoses as defined in the conventional - 
sense occurred in 12 patients during their 
hospitalization but remarkable or abnormal 
aspects of behavior occurred in almost all 
patients. This may be compared with Ervin, | 
Epstein and King’s observation that out of 
28 patients with psychomotor seizures, 24 
were diagnosed as schizophrenic and others } 
as neurotic or having severe personality 
disturbances(1). In our group the psy- 
chotic reactions were of short duration апі 
generally came on shortly after admission, 
following the withdrawal of drugs. As 
Gibbs, Epstein and his associates havea 
pointed out, there tends to be a reciprocal - 
relationship between seizures and psy- 
chosis. When the patient is psychotic he is 
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ipt to be free of spells. In our patients too, 
most of the psychoses developed in pa- 


auditory experiences had a considerably 
lesser incidence. 
. Clinically the psychoses did not differ 
from schizophrenic and manic reactions, 
h catatonic and paranoid delusional 
types. A number of these passed through 
eral stages. First the patient in his ac- 
tions and words seemed to identify with 
cultural stereotypes such as death, God 
nd Jesus, the Devil, cure of cancer or 
pilepsy etc. Next there was a series of 
uplicative delusions and misidentifica- 
ions. Another patient might be called a 
usin who had a cancer, or a nurse might 
identified as someone who had died, or 
octor misrecognized as someone from 
ne. In the third stage there frequently 
eloped paranoid or euphoric attitudes 
rd the nurses and other patients. Thus, 
nurse might be accused of treating 
badly, or giving the wrong medica- 
Such a charge might be followed an 
ur later with loving praise of how won- 
ful she was. One man in his most con- 
ed state talked vaguely about racial 
egenation. He developed the idea that 
[ negro and white staff member were 


E: while those with complex visual and 


n by a negro 
for the patient to make an angry 


back 
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nts without colorful subjective phenom- - 


T MIB DET 


and apologize at great length with many 
expressions of love and affection. Many 
patients who did not develop psychoses as 
such showed this kind of behavior re- 
peatedly. Some were very withdrawn, re- 
maining in their rooms in preoccupied 
fashion. It was of interest that following 
surgery these patients showed marked 
amnestic manifestations indicating a loss 
of relatedness in the environment expressed 
at a different level. 


SUMMARY 


In the seizure itself, in the psychosis 
which may develop, and in other verbal 
and non-verbal aspects of behavior the 
patient conceptualizes himself and his 
problems at different levels of interaction 
in the environment. The level of interaction 
is determined by the degree of stresses 
and/or the particular milieu of brain func- 
tion. The content of the symbols or lan- 
guage that he uses is that which gives his 
experience the greatest and most vivid 
feelings of reality. All symbols take on form 
and meaning by reason of their place in a 
pattern of social relatedness and in the dis- 
turbance of consciousness associated with 
the seizure we become unaware of the pat- 
terning processes of language, how in lan- 
guage we selectively classify the environ- 
ment and identify ourselves with cultural 
values. 
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Ithas long been apparent that the growth 
of a science of psychiatry awaits the de- 
velopment and acceptance of standard 
nomenclature and adequate criteria for de- 
termining the nature and types of psychi- 
atric impairment. In view of the recent 
advances in other branches of medicine and 
in the physical and social sciences as well, 
it is almost inconceivable that psychiatrists 
are as yet unable, except in instances of 
relatively gross behavioral deviations, to 
distinguish between and define mental 
health and illness(1). The commonly pro- 
mulgated definitions of mental health and 
illness are still so vague that they are fre- 
quently meaningless in practice. 

It is equally unfortunate, and. from the 
standpoint of actual practice, an even 
stronger indictment of the present state of 
Psychiatry, that equally competent clini- 
clans as often as not are unable to agree on 

€ specific diagnosis of psychiatric impair- 
zm Inter-clinician reliability on diagnosis 
[ $ consistently been found to be low(2). 

Ince hospitalization, course of treatment, 

oe outcome, and research are all in large 

ther рени оп and related to spec- 
SE : diagnosis, the failure to expend 

i t in developing adequate, specific 
mds iable diagnostic categories is a very 
ie matter. The lack of adequate diag- 
m pu, not only impedes clinical 

E К? ut frustrates epidemiologic at- 
: n ur arrive at the etiology of the var- 
5 types of psychiatric impairment and at 

r patie and prevalence. Any num- 
ee have indicated that psychi- 
2 Pacco is at present so unreliable 
Шы erit very serious question when clas- 
10, treating and studying patient be- 


ha 
Vlor and outcome. The results of one such 
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study indicated that two-fifths of the diag 
noses made in a clinic had to be revised on 
year after the discharge of the patients 
whom they were made(3). In another 
study, it was found that different psychi- 
atrists used different criteria as means o 
distinguishing between organic and psych 
genic disturbances and between schiz 
phrenia and the affective psychoses(4 
Even in the only study in which it was sug- 
gested that satisfactory inter-rater reliabili- 
ty was demonstrated for some of the di: 
noses, it was found that only 80% of the 
very gross classifications of a patient ; 
organic, psychotic or characterological by 
one psychiatrist were independently coi 
firmed by another. It was also found in th 
same investigation that when the spec 
subtypes of these disorders were co 
sidered, agreement between two indepen 
ent raters occurred in only about half 
the 426 cases studied(5). we acd y 
This paper presents a wholly different - 
approach to the problem of the reliability, Í 
and hence the validity of psychiatric diag- 
nosis, It will be shown that the diagnosis of 
first admission cases in a psychiatric in- 
stitute type of mental hospital over a * 
year period shows extreme variation by 
ward and equally great variations on the 
same ward, with changes in ward adminis- 
tration. These inter and intra-ward vari- 
ations in diagnosis will be shown to occur Ш 
despite the random assignment of patients 
to the various wards. 


PROCEDURE А 
The study reported here was conducted — 
at the Columbus Psychiatric Institute and 4 
Hospital. This institution provides volun- - 
tary admission patients with short term, 
intensive therapy, and is also a research 
and training center. It is an adjunct of both — | 
the Ohio State University Department of - 
Psychiatry and the State of Ohio Depart- 
ment of Mental Hygiene. The institution 
contains 126 beds divided into 5 wards (3 
female and 2 male) which operate on a 
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largely autonomous basis. Patients are 
“assigned to each ward on the basis of avail- 
able beds and any selection which may 
ос in patient placement would result 
_ from the differential length of hospitaliza- 
tion on the various wards rather than 
- through administrative policies. Since there 
is usually a waiting list for the female 
_- wards, bed space is at a premium and little, 
y if any, selection in ward placement actually 
| occurs. 
This institution is heavily staffed with 
_ professional personnel and is the antithesis 
- in most respects of the traditional cus- 
todial type of mental hospital. Each ward 
is supervised by a chief ward psychiatrist. 
A addition, there are 3 or 4 psychiatric 
- residents, a clinical psychologist, 3 or 4 
registered nurses, a social worker and an 
_ occupational therapist who comprise the 
clinical team. Interns, externs and trainees 
in the various specialties are also assigned 
. to the several wards. 
The study involved an analysis of the 
final diagnosis given to each of 538 female 
first admissions during a 2-year period, 
. Jan. 1956 through Dec. 1957. All later ad- 
‘missions were eliminated to prevent the 
_ contamination in diagnosis which might 
otherwise have resulted. Special attention 
‘was devoted to the female cases since a 
eater variety of inter- and intra-ward 
yses were feasible. Of the 538 female 
ients, 141 had been assigned and dis- 
- charged from опе ward which had been in 
existence for only 18 months. A second 
"ward treated 206 patients in the 2-year 
_ period and the third ward 191 patients in 
. this same time. On this latter ward, there 
. had been a dozen ward administrators in 
_ the past 5 years and 3 during the past 2 
_ years. Of the 3, one was responsible for 75 
. patients, another for 68 and the third for 48 
. patients. 
l TS 


. The findings indicate that the female 
. patients assigned to each of the 3 wards, 
M апа to each of the 3 administrators on the 
. one ward, did not significantly differ from 
. each other socially or economically. (Table 
а FI) This would corroborate the known and 
. stated policy of random assignment of pa- 
= tients to each of the З female wards. Ap- 
b 
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proximately, 90% of the patients on each 
ward had been voluntarily admitted. Some 
11% were Negro. Over half were house- 
wives, 22% had been employed full-time 
prior to admission and the rest were stu- 
dents or were non-employed. Over three- 
fifths were married, 17% were single and 
22% were divorced, widowed or separated. 
Some 22% had no more than a grade school 
education while 17% had received some col- 
lege training. Most of the female patients 
were urban (86%) and Protestant (874). 
The 538 female patients averaged 36 years 
of age (age range 14-75). The important 
point again is that on none of these social 
characteristics did the patients on the 3 
wards or on the same ward differ signifi- 
cantly over time. Despite this, the ding, 
noses given these patients on both the 
wards and on the ward which had had 3 
administrators did indeed differ. Table 2 
indicates that there was conside~ ible inter- 
ward variation in 3 diagnostic categories. 
The percentage of patients diagnosed as 
schizophrenics varied from 23 to 36% ; those 
diagnosed as psychoneurotic varied from 
30 to 45% and those diagnosed as character- 
ological from 12 to 22%. These differences, 
extreme and significant as they are, actually 
obscure as much as they reveal. As already 
noted, one of the 3 wards was administered 
by 3 different persons and their differential 
diagnoses tended to give this ward a broad- 
er spectrum of diagnoses than either of the 
other two wards. 

The intra-ward variations over the 2-ye#" 
period on the ward with the 3 administra- 
tors makes the point of differential diag: 
nosis with greater impact. Table 3 indicates 
that two-thirds of the cases (32 of the 48) 
under the administration of Psychiatrist 
were classified as schizophrenics compat 
with 22 and 29% respectively under Psy- 
chiatrists Y and X. Psychiatrist Y diagnose $ 
56% of the patients as suffering from a ds 
acterological disturbance as opposed to 4 T 
for Psychiatrist X and only 15$ for psychi 
atrist Z. It should again be stressed that / 
3 administrators were dealing with © с 
same type of patient ; that they were tr? 
ing the same type of resident ; and that they 
had equal access to the skills and u^ 
proaches of the other members of Ёё . 
clinical teams. 


TABLE 1 


Summary TABLE OF SOCIAL CHARACTERISTICS OF 
538 FEMALE PATIENTS, BY WARD, 
iN NuMBER AND PER CENT 


Female Wards 
B 

T Type of Admission * 5 т: 

Non-Voluntary h d eb 

Voluntary à n iod 

E ss P, not significant 


Marital Status 
Single 
Married 
Div., Widowed, Separated 


Education 

Grade School 

High School 

College 

Total 
X2—2.11 


Residence 

Urban 

Rural 

Total 
X2—3.73 


Age* 

Mean age at admission 
Standard Deviation 
Number of Patients 


* There were no significant age differences by ward. 


TABLE 2 


“Warp VARIATIONS IN DIAGNOSIS, 
Ei ke Numper AND РЕВ CENT 
Female Wards 
B 
i i No. Per Cent 
Diagnosis : 3 15 73 
Organic Disorders P ТЯ 
Affective Disorders + 3 E 47 
ophrenia . 93 
y choneurosis К BA 
acterological A 


15 
Total 
X?— 23.98 


E ч. 


130 


_ This analysis of differences in diagnosis 
_ would be largely an academic exercise were 
it not for the readily documented fact that 
agnosis is importantly related to hospital 
eatment and that both diagnostic and 
tment practices are part of the general 
iological outlook of the psychiatrist. Us- 
data collected in 2 separate sub-samples 
e year apart-the following relation- 
s between diagnosis and other hospital 
treatment variables may be specified 
h a modest degree of accuracy. 1. The 
gth of hospitalization is definitely re- 
to, though not necessarily an effect of, 
psychiatric classification. Table 4 indicates 
it hospitalization is most prolonged for 
e patients classified as schizophrenics 

d least so for those diagnosed as person- 
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TABLE 3 


Inrra-Warp VARIATIONS IN DIAGNOSIS 
BY Warp ADMINISTRATOR, 
IN NUMBER AND РЕВ CENT 


ae 
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ality trait disturbance (characterological) 
cases. Intermediate lengths of hospitaliza- 
tion are characteristic of psychoneurotic, 
affective and organic cases. Since some 
wards and administrators seem to cluster 
their diagnoses, there is also a considerable 
difference in the length of hospitalization 
ward. 


2. The utilization of specific forms of 
treatment such as electroshock or drug 
therapies are also clearly related to diag- 
nosis. As noted in Table 4, none of the fe- 
male patients classified as either charac- 
terologically or organically disturbed re- 
ceived ECT whereas one-fourth (4 of 15) 
diagnosed as affective (involutional) cases 
received a total of 30 such treatments and 
4 of 47 patients designated as schizophrenic 


during which the pati 


the activities of patients on th 
ents "were found to be in eund v des 


Administrator 
No. са N Н C N Per Cent 
2 ] - 9 
8 107 7 "103 $ 48 
6 80 КЕД 2 
22 — 993 15 — 991 32 8 
96 347 27 397 4 oe 
9 120 11 162 з 
4 "53 Б 73 5 
75 1000 68 1000 48 1000 
ERE — 01 
| ja Dues азе эга ane were combined into three groups, schizophrenia, 
TABLE 4 
LENGTH or HOSPITALIZATION AND 
TREATMENT PROCEDURES BY DracNosis 
Hospitalization Treatment Procedures (96 ) -— 
Psychothetap 
S Mean No. of Days Electroshock Chlorpromazine No. x Obs. Per Cen 
41 100,6 85 48.9 2111 2.84 
A 82.0 2.9 2.9 1351 840 — 
24 383 Ё 125 sis 5E 
E 15 715 26.7 267 B4 Ш 
47.8 2 20.0 382 3.14 
Based on observations of : 2 
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received 31 shock treatments. 

Drug therapy prescription varied even 
more widely with diagnosis. One of 34 
psychoneurotic patients was given Thor- 
azine (16 days in all) whereas 23 of 47 
patients classified as schizophrenic received 
| chlorpromazine. These 23 received chlor- 

promazine for an average of 21.5 days. The 
remaining cases again occupied interme- 
diate positions. 

3. The percentage of patients in each 
diagnostic grouping receiving psychother- 
apy also varied considerably. These par- 
ticular figures were difficult to obtain since 
no such record is available on the patients’ 
charts, Instead, as a result of a study of 
ward behavior based on nearly 12,000 
patient-observations, it was possible to ar- 
rive at the percentage of these observations 
during which patients in the various cate- 
gories were receiving psychotherapy(6). 
These estimates are based only on observa- 
tions conducted during the “working” day, 
and are exclusive of lunch, visiting, and 
evening hours as well as weekends. 

The data indicate that under 2% of the 
564 observations of affective patients were 
receiving psychotherapy whereas psycho- 

erapy sessions accounted for 2.8% of the 
2,111 observations of schizophrenic pa- 
tients, 3.1% of the 382 observations of 
Organic patients (2 were alcoholics), 3.4% 
of the 1,351 observations of those diagnosed 
as psychoneurotic and 5.4% of the 518 ob- 
Servations of the characterological patients. 


Discussion AND SUMMARY 


These findings provide concrete statistical 
affirmation for the view that despite pro- 
testations that their point of reference is 
always the individual patient, clinicians in 
fact may be so committed to a particular 
Psychiatric school of thought, that the pa- 
liens diagnosis and treatment is largely 
Predetermined. Clinicians, as indicated by 

ese data, may be selectively perceiving 
and emphasizing only those characteristics 
and attributes of their patients which are 
Brut to their own preconceived system 
E Bought. As a consequence, they may be 
a ү ooking other patient characteristics 

ich would be considered crucial by col- 

E who are otherwise committed. This 
Makes it possible for one psychiatrist to 
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diagnose nearly all of his patients as sch 
phrenic while an equally competent 
cian diagnoses a comparable group of 
tients as psychoneurotic. 

It is important to note, however, : 
these differences in diagnosis occur pri- | 
marily with respect to cases not clearly or 
easily traceable to organic causes (Ёё, — 
schizophrenia, psychoneurosis and charac- | 
ter disorders). This obviously suggests | 
greater opportunities for divergent points. 
of view because of the lack of those ob- 
jective criteria usually associated with dis- 
eases precipitated by some type of organic 
impairment. Whereas the latter can be 
more readily discerned with the aid of 
relatively reliable technical 
(e.g., EEG), schizophrenia, psychoneur 
and character disorders suffer the absence | 
of such nosologic criteria. In addition, or- 
ganically impaired patients usually exhibit 
behavioral patterns more clearly associated 
with organic malfunctioning whereas the _ 
more purely functional categories require - 
more arbitrary and hence, less objective. 
distinguishing criteria. 

Schizophrenia is particularly exposed 
an additional difficulty which makes it a less 
reliable diagnostic entity. This difficulty is. 
linked directly to the differences in psy- - 
chiatric orientations пае ne = is 
relevant specifically to the psy analytic — 
point of view. It was discerned that the 
greater the commitment to an analytic ori- 0. 
entation, the less the inclination toward - 
diagnosing patients as schizophrenics. This 
pattern is traceable to two somewhat re- - 
lated factors intrinsically associated with . 
the analytic position. On the one hand, | 
these psychiatrists are less concerned with . 
diagnosis per se; they tend to argue that 
a diagnosis places unwarranted restrictions — 
upon a more "complete" exploration of 
whatever psychological mechanisms are at _ 
work or related, presumably, to a patient's 
illness. Secondly, is the more pronounced 
"liberal" philosophy espoused by this school — 
of psychiatric thought which, seemingly, 
operates to create an inhibitory attitude - 
toward “unnecessarily” and “unjustifiably” 
applying a label which seemingly has dele- 
terious connotations and, therefore, appar- | 
ently undesirable consequences for the pa- — 
tient so diagnosed. 


т 


Under present conditions, therefore, both x 


gnosis and the related care and treat- 
nt procedures tend to become more or 
an adjunct of psychiatric orientation 
ereas the treatment program should be 
quent on the diagnosis and a function 
it. The alternative to present psychi- 
tric classification problems should not, 
some have suggested, be the elimination 
diagnostic categories and the de-em- 
is of classification procedures, but 
ite the reverse. What is needed is (а) a 
nsideration of the means of eliminating 

e obvious biases connected with commit- 
t to schools of psychiatric thought as 
bstacle to the development of a taxo- 

ic system of diagnosis, (b) increasing 
ion to the development of a standard 
nclature and (c) most important, 

s on the development of objective, 

ble and verifiable criteria of classi- 

n based not on personal or parochial 


predilections but on behavioral and other 
objectively measurable manifestations. Un- 
til such time as these criteria are available, 
research on the incidence and prevalence 
of the various disorders and on their eti- 
ology, treatment, and prevention will con- 
tinue to be hampered and impeded. 
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Cataplexy can occur in the wake of an 
impulse of aggression. To be sure, the com- 
monest precipitant of cataplexy is laughter, 
but aggression is not far behind. Since my 
first paper on “Aggression, Guilt and Cata- 
plexy’(7) much additional material has 
come to light, and some of it will be pre- 
sented here. 

Aggression of any degree may be an ef- 
fective stimulus, provided only it is asso- 
ciated with guilt. It may be overt, as in the 
common instance of the father stricken with 
cataplexy when he raises his hand to punish 
his child, It is no crime to punish a child, 
but the father is prey to conflicting emo- 
tions, and he is not exaggerating too much 
when he says, “This hurts me more than it 
does you.” 

The aggression may involve killing yet 
be socially acceptable, as when the hunter 
aims his gun or the angler hooks a fish. 
Though such killing is accepted by society, 
it can stir up feelings of guilt. Cataplexy 
has even followed the squashing of a bug 
(3) or the shooing of a dog out of the 
kitchen(8). Finally, the aggression may be 
that which expresses itself in sport. In some 
Sports aggression is undisguised, as in box- 
ing, where the aim is to hurt one’s oppo- 
In others it is symbolic, as in baseball, 
à ere an infielder “kills” the baserunner by 
ee, or in tennis, where a man 
volley. is opponent with a wicked 

The recent literature abounds with cases 
to illustrate all these points. 
02у occurred in fishing in cases 

( 3) : by Bonstedt(1), Dobin and Smith 
and Yoss and Daly (15), and in hunting 


as well as fishing i 
ànd Moss(1 m» in the case of Thigpen 


yet ELA remarkable incident was reported 
a Bites opo in Nevada who has sent me 
tacks of account of his case. He has had at- 
а well AY when hunting and fishing 
E om laughing. He reported the fol- 
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lowing incident: “One night after wo. 
late, I got home and when I turned the 
on in the kitchen I saw a mouse running aro 
the edge of the room. Thinking I could disable 
or kill it by hand, I picked up the neare 

thing I could reach, a butcher knife, a 
headed for the mouse. When I got near ti 
corner, I thought I had him trapped. I dropp 
to my knees and tried to strike him with the 
knife but my arms fell limp to my sides after 

one strike and I couldn't continue the ‘hunt.’ "| 


It has been said that hunting and fishin; 
evoke cataplexy because they are so excit- 
ing. I submit that this explanation mis 
the point. There is little or no exciten 
when one squashes a bug, yet this suffi 
to provoke an attack in the case of Bro 
and Wiesel(3). By contrast, there have 
been cases in which the greatest poss 
excitement failed to elicit an attack. In 
stock’s case(2) the patient had an att 
when he got ready to fire at a du 
not when he tried to stop a runaway ho 
This is a crucial case. In trying to stop 
runaway horse—as exciting an undertaki ч 
as one can imagine—a man is not held back 
by guilt, as he is when he strikes his 
or kills an animal, even if only a bug. 

Another negative incident occurred in the 
next case. і 


Case 2.—À subway motorman began to have : 
attacks of cataplexy at the age of 21. He has | 
never had any sleep attacks. One day he was. 
bringing his subway train into a station in the 
Bowery in New York. A drunk was lying asleep 
in the trough between the rails, and a porter _ 
was standing at the near end of the platform |. 
waving a broom frantically to flag the oncom- 
ing train. When the patient saw the porter, he 
immediately applied the emergency brake, and | 
the train screeched to a halt after the first. 
саг had passed over the sleeping man. The 
patient saw the man as the car passed over. - 
Though he knew the trough was deep enough. 
to protect the man, he was greatly excited and 
tense, but did not have an attack of cataplexy, 
He proceeded without hindrance to take the | 
steps necessary in the situation. This incident - 
occurred at the age of 37. It was before he - 
first saw me, and he was not on any medication - 
at the time. : 
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A significant negative observation was 
recorded by Daniels(4). The patient, a 
narcoleptic, had once beaten up a man who 
had made fum of his sickness, and on this 
occasion he was not stricken with cata- 
plexy. There is no guilt, hence no let or 
hindrance, when one punishes someone 
heartless enough to make fun of a sick man. 

To turn to sports in which there is no 
real killing : in Thigpen and Moss' case(12) 
there was cataplexy in boxing and football 
as well as in hunting and fishing. 


Case 3.—A policeman, born in 1916, began 
to have symptoms of narcolepsy in childhood. 
In addition to sleep attacks he suffered from 
cataplexy on laughing and on raising his hand 

31 his children. He gave many examples 

cataplexy in sport. Boxing.—In his youth the 

tried to interest him in boxing. He was a 

good athlete, and "I knew all the rudiments 
of boxing, but I could never get any pleasure 
out of it. I could defend myself but I could 
never be aggressive. I could never put any 
enthusiasm into hurting the other guy.” He 

A had a clear cut attack of cataplexy in 

+S ie. his knees did not buckle, but in 

| the light of the history his inability to be ag- 
E is significant. Football.-From 18 to 

Н he belonged to a football team. Three or 

¢ four times, when chasing a runner whom he 

aye to tackle, he knees buckled and he fell. 

d sit there a féw seconds and then I'd get 

AA again.” Swimming race.—In 1943 he and 

- his wife and a woman friend were at a beach. 

The woman challenged him to race to the 

float (50 yards offshore) and back. An expert 

| swimmer, | he thought nothing of the short 
distance. I raced out in fine style, but on my 
way back, about three-quarters of the way 


“and I could just about talk. I said, ‘I don’ 
| know ; I’m exhausted” He fell E en 


The patient and his wife were puzzled 
by this incident and blamed a glass, 
he had had before the ra caida. 
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1942 and now has 3 children, said that in 
the early years of his marriage orgasm al- 
ways precipitated a cataplexy. He became 
limp all over and could not move or speak 
for a minute. Now, however (1958), he has 
coitus once a week without incident. Cata- 
plexy on orgasm is well known(9). 

In the realm of the milder sports, Swan- 
ton's patient had attacks of cataplexy when 
playing tennis, golf and hockey (11). Yoss 
and Daly(15), in a review of cases at the 
Mayo Clinic, found the case of a woman 
who had "reported that she could not play 
cards with her son because 'every time I get 
a good hand he can see my face sag." Any 
victory over an opponent, even if only in 
cards, may gratify unconscious aggressive 
drives and thus arouse guilt. 

Important is the fact that in many cases 
of cataplexy it is aggression that has evoked 
the first attack. This is the more remarkable, 
seeing that it is laughter that is the com- 
monest precipitant of cataplexy. In Van 
Bogaert's case(13) the patient had his first 
attack of cataplexy when he reprimanded 
one of his employees. In Case 1 of Speirs 
and Speirs(10) the first attack occurred 
when the patient scored a direct hit in à 
snowball fight. In Case 1 of Wenderowic 
(14) the patient, a farmer, had his first 
attack when he was about to whip his cow 
in anger. A week later the second attack 
occurred when he wanted to whip his horse. 
Next day he had his third attack in an argu- 
ment with his brother. This patient had 
cataplexy on pleasant as well as unpleasant 
emotions, yet his first 3 attacks were evoke 
by aggressive impulses. In any seizure dis- 
order the circumstances that evoke an at 
tack are important, but those that evoke the 
first attack are doubly so. 

It is plain that a display of aggression. 
when associated with killing or its symbolic 
equivalent, hence with guilt, may elicit ап 
attack of cataplexy. We have here an €* 
ample of conditioned inhibition 7). Condi- 
tioned inhibition occurs in man whenever 
we strive to suppress an impulse in CIT 
cumstances which render it impermissible. 
Thus it is a natural impulse to run away 
from danger, but a soldier in battle must 
suppress it(6) and in these circumstance? 
he may show clinical manifestations of 1 
hibition. The simplest example of com 


м _ MAX LEVIN 


опей inhibition in nature is the dog that 
learns from painful experience that while 
ot armed safe to chase and tangle with 
quadrupeds, it is not safe to do so 

if the animal is a porcupine. The condi- 
tioned inhibition that develops from this 
’ painful experience is the same in principle 
that of the man who feels a pang of 
when he raises his hand against his 
son. Of course there is a difference in the 
quality of the pain : the dog wants to avoid 
physical pain, while the man has a pang of 
‘conscience, but in either case an inhibitory 
"impulse arises to check the positive impulse. 


= MASKED AS PLAY 


When cataplexy follows a display of 
aggression, as when a father raises 

his against his son, we may assume 
that the hostile impulse, being associated 
with guilt, evokes a counter-impulse, and 
the ensuing cataplexy is a manifestation 


ennis. The case is otherwise with the cata- 
that follows laughter, for this is a 

_ mystery and we do not know its patho- 
But there is one exception, the 

that is interwoven with aggression. 

Some laughter is hostile, as in Zehrer's Case 
> е patient had an attack of cata- 

- Plexy while laughing at a deafmute who 

Was trying to express himself(16). In this 
instance cataplexy must have been of a 
Piece with that which occurs in other ag- 
gressive situations. 

Aggression may be playful. Play may 
Serve as an outlet or vehicle of aggression, 
ied can see in the playground, where, 

example, small boys make good use of 
pistols. Two striking cases are sub- 


Case 4.—A narcoleptic woman of 28 began 
M ro кше nl cataplexy at 17 and sleep 
curred year later. The initial symptom Oc- 

Ч when she played a practical jl on 
Sister Helen. Helen likes soft chewy candy 
detests hard candy. There was a box of 
it, ates in the house and Helen reached for 
pains "Id like a nice soft piece.” The 
. one zu vw Here, take this one,” pointing to 
‘into ita ew had a hard center. Helen bit 
: and made a wry grimace. The patient 
d and was about to cry “I fooled you" 
| ly “I got weak, my head dropped ; 


of conditioned inhibition. This is also true . 
when the aggression is only symbolic, as in * 


I tried to cry out but all T could get out was a 
little squeak." й 


A devilish trick indeed, to deceive Siste 
into biting into a hard piece of candy. It 
would not rate high in a catalogue of sadis- 
tic behavior. But it sufficed to evoke an 
attack of cataplexy, one that proved to be 
the initial symptom of a narcolepsy. One is 
tempted to think that the motive force here 
was not the laughter, but rather the un- 
conscious hostility concealed behind the _ 
mask of an innocent prank. 


Case 5.—A man of 23 in Montana, who sent 
me an account of his narcolepsy, wrote ; hen 
I run and play with my childen, they ne 
never fear that I'll catch them, for the 
ment I'm about to do so I collapse.” The 
tient, chasing his childen in play but h 
capped by his susceptibility to inhibition, c 
not exercise aggressive impulses that were 
purely playful and succumbed instead to im- 
hibitory counter-impulses. À 


nj 


SUMMARY 


Cataplexy may be evoked by impulse 
aggression associated with guilt. The a 
gression may be naked and undisguised, 
as in hunting and fishing, and in boxing, 
where the object is to hurt and : 
one's opponent. Or it may be symbolic, as in 
those sports where the object is to defeat 
the opponent, not to hurt him. Finally, it 
may only be that benign aggression that is 
expressed in practical jokes and some kinds 1 
of play. Cataplexy, in all these cases, is a 
manifestation of conditioned inhibition, a — 
response to the guilt that attends aggression - 


even when it is only unconscious. 4 
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This study was designed to re-examine 
the rationale of the treatment of delirium 
tremens. Clinical observations as well as 
reports of other workers(1-3) suggested 
а particularly significant disturbance of the 
water and electrolyte balance, therefore a 

-small pilot group was studied from that 
aspect. The attempt was made to integrate 
the psychological aspect of this complica- 
tion of alcoholism with the data obtained 
by other techniques with the aim of es- 
tablishing the physiological basis of the 
treatment of delirium tremens. 


‘CLINICAL OBSERVATIONS 


The group studied consisted of 700 pa- 
tients with diagnosis of Delirium Tremens 
(D.T.) which represented all of the D.T. 
cases treated at the Detroit Receiving Hos- 
pital in the years 1954 through 1956. Of 

cases, 82$ were men and 18% women. 
Twenty-four percent were married. The 
ages ranged from the second through the 
Sixth decade, with the majority between 30 
and 60 years of age. Seventeen percent of 
the group were admitted to services other 
: psychiatric with a variety of illnesses, 
and developed D.T. only after a couple of 
days, as a rule. The mean duration of D.T. 
was 3 days, but the average hospital stay 
- exceeded 5 days because of other illnesses. 
The frequency of those concurrent condi- 
_ tions was conspicuous. The following data 
Were obtained by the review of 214 con- 
Secutive admissions of Ю.Т. cases. 
A The patients had often been tremulous 
and insomniac for 1-2 days before admis- 
Sion. On the first day in hospital, 40% of 
the patients had hallucinations, 58% showed 
eC 
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THE PHYSIOLOGICAL BASIS OF THE TREATMENT OF 
DELIRIUM TREMENS * 


HENRY KRYSTAL, M. D.* 


Number P 
of cases à 
Patients with clinical evidence 
of gastritis 
Patients who had one or more 
illnesses other than gastritis 148 
Incidence of individual syndromes : 
1. Infections 45 
2. F.U.O. 5 
3. Traumatic Injury 50 
4. Liver disease (clinically) 24 
5. Convulsions 18 
6. Anemia 16 
7. Chronic brain syndrome 6 
8. Schizophrenia 6 
9. Other illnesses 15 


marked tremors, and 60% were un ol- 
lably anxious. Vomiting was noted in 
of the admissions. Some degree of con 
and disorientation was found in all. 
the second and third day, the percent: 
suffering of those symptoms fell marke 
but a considerable number showed 
marked anxiety, confusion, and trem 
Some patients admitted in “Impend 
D.T.” became delirious on the second 
third day. 
ELECTROLYTE STUDIES M 
Electrolytes were studied on 45 consecu- 
tive men (ages 35-55), admitted in full- 
blown D.T., but without any evidence of 
liver failure or ascites. All these men w 
chronic alcoholics, many being actual "s 
row" inhabitants. Electrolyte studies tabu- - 
lated in the respective diagrams can be 
briefly summarized as follows : 4 
1. Sodium (Fig. 1). The average of all. 
determinations was below normal on the. 
second, third and fourth days. The aver 
then rose to the lower limits of normali! 
Although the averages were below normal 
(137 тед./1. on the first and second days) - 
there was a wide span of results with some 
patients grossly hyponatremic. E. 
Since all the patients received some | 
sodium, and only very few (specifically 
5 determinations) were above normal, one - 
must consider the deficiency clinically - 
significant. The wide range of results, how- - 
137 F 
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ever, indicates much individual variation. 
The lowest sodium results were 135, 132 
and 134 meq./1. on successive days. Sodi- 
um deficiency may be suspected in the 
D.T. patient-but its severity has to be 
individually evaluated for accurate re- 
placement. Serum chloride determinations 
closely paralleled the deficiencies of sodium. 

9. Potassium (Fig. 2). In contrast to the 
sodium and chlorides, potassium averages 
tended to be either in high-normal, or 
above-normal ranges. Though the average 
was only slightly above normal only one 
test result was below normal, while а 
number of results were above normal. The 
highest potassium concentration reached 
5 meq./1. 

3. Magnesium (Fig. 3). Serum magnesi- 
um concentration was determined by the 
titian yellow colorimetric method : the 
normal range was between 1.3 and 1.9 
meq./l. The magnesium averages were 
consistently low—with 1.5, 1.2, 1.3, 1.2 and 
12 meq./l. on consecutive days. There 
Was not a single determination above 
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normal, but many below normal | 
lowest results were obtained on the sec 
day: a serum magnesium of 0.99 meq 
The absence of above normal magnes 
levels, in contrast to the sodium or chi 
is explainable by the fact that saline 
administered intravenously, whereas 
magnesium was administered to this 

4. Hematocrit (Fig. 4). Although « 
a small number of the determinations о 
volume of packed red cells was perforn 
they make possible the following obs 
tions: The R.B.C. volume tended to | 
high (an average of 50$ on admissi 
This finding is particularly significant w 
confronted with the previously repo 
high rate of anemia. Thus, the pati 
tended to show hemoconcentration on 
mission, but after therapy was started, the 
volume of the red cells came down 
normal limits. 


DISCUSSION ч 
Delirium is not а specific disease, 
a disturbance of consciousness(3) wh 
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like the related condition of toxic psy- 
-chosis may be caused by any physical or 
- chemical influence which interferes with 
- the metabolism or colloidal state of the 
brain. The development of delirium is 
favoured by the presence of diffuse brain 
damage, the existence of an unbearable 
ity situation, particularly in individuals 
th poor object-relations and reality test- 
_ ing. The above mentioned factors lead to 
the confusion. The anxiety-laden hallucina- 
tions of the D.T. patient reflect his terror 
in the face of his own aggression, so in- 
nse that it can only be handled by pro- 
ction, and is experienced as endangering 
s life. The alcoholic's insatiable demands 
to threaten and "exhaust" his attend- 
ig personnel who turn against him angrily 
reject him. This behaviour serves both 
externalize” his aggression, and to act 
out the basic conflict of the alcoholic’s 


Although it has been conclusively de- 

nstrated that a variety of underlying 
problems may lead to problem drinking 
(4, 5, 6), the formulations of Sandor Radé 
‘concerning the “pharmacothymic personal- 
‘ity”(7, 8) have special pertinence in rela- 
tion to the genesis of D.T. Based mainly 
on his work, and with some oversimplifica- 
tion of the problem for the sake of making 
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a generalization, the following observations 
are represented in Fig. 5. In the act of 
escaping depression and anxiety into a 
pharmacogenic elation, the addict gives up 
the reality-oriented regime of the ego, re- 
placing it with a dependence on the drug. 
However, the euphoriant effect of the drug 
becomes diminished with the passage of 
time. The fact that alcohol, like all other 
drugs, loses this effect after a period of 
continuous use, and particularly in the 
presence of illness or “troubles” is not 
fully appreciated by physicians. When the 
aleoholic can no longer get relief from his 
anxiety and depression by drinking (a 
state commonly preceding D.T.) he is 
thrown into a rage and panic which he 
often describes as feeling abandoned by 
the “whole world.” All his tenuous object- 
relations are experienced as sources of 
gratification, which alcohol supplies best 
of all, if only transiently. 

In the resulting pharmacothymic crisis 
he tries to master his desperate state in 
one of the following ways: 1. Flight into 
withdrawal from the drug into a drug-free 
interval, thus restoring the potency of the 
drug ; 2. Sadistic or masochistic acting out 
(explaining the conspicuous frequency of 
the alcoholics getting in fights—cf. the 
above reported incidence of traumatic in- 
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p admission : 23% of all cases) ; 
sis. The psychosis may be an 
lic hallucinosis" or delirium tre- 
It seems that the presence of physio- 
ical deficits, such as we have observed 
Figs. 1-4) favors the development of the 
. The pharmacothymic crisis repre- 
sents a great stress to the organism. In 
delirium tremens, the multiplicity of defi- 
ciencies clouds the picture. In contrast, 
withdrawal symptoms attending narcotic 
addiction, can be seen to be a gross activa- 
tion of the autonomic nervous system (with 
symptoms of either sympathetic or para- 
‘Sympathetic over-activity predominant), 
‘as well as the adrenal response to stress. If 
the latter fails, the narcotic addict shows 
a loss of weight, fall in blood pressure and 
other signs of adrenal deficiency. 
— Our next view of the patient in delirium 
‘tremens is also historical. As demonstrated 
above, 40% of patients in this series de- 
veloped symptoms of gastritis before ad 
mission. Typically the patient lost his 
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appetite, and had a food intake en 
limited to alcohol and coffee or water for 
as long as 2-3 weeks, and for a varial 
number of days before admission sufi Е 
vomiting and all the other symptoms com= 
mon to alcoholic gastritis and peptic ulcer, 
The systemic consequences of the 
are: l. Loss of water; 2. Loss of electro: 
lytes; 3. Inadequate intake of food, par- - 
ticularly vitamins. Water depletion alone - 
results in symptoms somewhat 
from those of combined water and electr 
lyte depletion (Fig. 6): Whereas loss 
water alone results in dryness of m 
branes, fever and concentration of 
depletion of water and sodium res 
mainly in symptoms related to hypovolemia, 
namely hypotension, oliguria, as well as 
muscle cramps(34). > 

Flink(9, 10), Suter and Kingman( 
show that in alcoholics with deliriu 
tremens, there is a very high incidence | 
serum magnesium deficiency. This is co 
firmed by our findings, as shown above 
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ay be due to magnesium deficiency can 
only be surmised on the basis of the 
following findings in experimentally pro- 
ced magnesium deficiency in animals 
, 10): 1. Apprehension and anxiety ; 2. 
onfusion ; 3. Muscular tremors ; 4. Deliri- 
um; 5. Peripheral neuritis ; 6. Gradual in- 
Crease in C.N.S. irritability with possible 
progression to convulsions, coma and epi- 
" sthotonos.* Experimental and clinical evi- 
ce in magnesium deficiency produced 
man by prolonged intravenous therapy 
hows that magnesium deficiency alone can 
roduce symptoms thought to be part of 
elirium tremens such as anxiety, tremor 
d even delirium itself. ; 

_As is noted above, the alcoholic shows 
quent clinical evidence of sodium deple- 
With gastritis, vomiting, and poor 
od intake, sodium deficiency is marked, 
ticularly so in hot weather. This fact 
ne probably accounts for the greater 


ptoms of magnesium deficiency, like that 
f cal um, are related to its concentration in the 
т in ап available form. Alcoholics may have 
c serum magnesium deficiency, which as sug- 
by animal experiments, may also cause peri- 
al vasodilatation. 
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mortality from D.T. in the summer months 
(12). Sodium deficiency in the range of 
120-130 meq./l, has been shown to be 
associated with delirium( 14). Although our 
determinations do not fall in ranges quite 
so low, there is possibly a potentiation of 
the deliriogenic effect by multiple de- 
ficiencies as observed in our patients, and 
particularly in the presence of brain dam- 
age. While gastritis is demonstrable in only 
40% of our patients, 52% have sodium 
deficiency and 78% have some electrolyte 
depletion. The clinically noted severity of 
electrolyte deficiencies suggests that some 
other factors must be operating. For the 
answer to this question we have to look to 
the 60% of D.T. patients who have no 
antecedent gastritis. Those develop delirium 
often after a hospitalization for an organic 
illness or traumatic injury(27). We can 
now recall that 68% of all patients show 
other illnesses when hospitalized for D.T. 
Each of such illnesses imposes a stress on 
the patient's organism. Traumatic events 
often precede the onset of D.T. (e.g. the 
loss of a job or love object). When such a 
history is not obtainable it is the pharma- 
cothymic crisis which constitutes the stress. 
The chronic alcoholic, when subjected 
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(3) Low salt Syndrome 
(Na deff. delirium) 


Brain swelling 
(Intracellular) 


(5) Fulminating 
Infection 
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to stress, is unable to respond normally. 
He develops hyponatremia and hyper- 
kalemia (Figs. 1, 2, 3) and is unable to 
resist infections, which very often spread 
to involve large portions of organs, and all 
too frequently become fulminating and 
deadly in spite of the use of antibiotics. 
In the current series of 700 patients, there 
were 16 deaths (2.52). Five of these were 
caused by infections, in spite of adequate 
treatment with antibiotics. Of these 5, 4 
had leukocyte counts of 7,000 or less in 
the presence of overwhelming infection 
such as pneumonitis or peritonitis. The 
patients inadequate fibroblastic (inflama- 
tory) response had failed to wall off the 
invading organism. These two phenomena 
(salt depletion and poor fibroblastic re- 
sponse) following a major stress suggest an 
inability to mobilize prophlogistic mineral 
corticoids(13). 
Why the alcoholic reacts thus, is not 
definitely known. Research in this area 
seems to implicate vitamin deficiency ( 16, 
17, 18), as well as the effect of chronic 
liver disease(21), chronic stress due to 
anxiety (20), and the direct effect of alcohol 
on the pituitary-adrenal axis(18). The im- 
Pression gained by this study is that the 
alcoholic in D.T. has a normal or high level 
: antiphlogistic glucocorticoids but a de- 
Kinks of prophlogistic mineral corticoids. 
ble. sini findings are compati- 
be "e such a state, as he reports high 
hi od 17 hydroxycortisone in D.T.(22). A 
igh cortisone, and low  prophlogistic 
mineral corticoid level would be compati- 
Dun the electrolyte deficiencies, and 
к Of resistance to infection we observed 
ела also favour peptic ulcerations— 
(11 See in the chronic alcoholic. D.O.C. 
toty esoxycorticosterone, a synthetic pro- 
ре of the prophlogistic mineral corti- 
5 [14, 15, 18]) inhibits the anti-in- 
mmatory effect of cortisone mol for mol. 
in ium an Addisonian crisis, the alcoholic 
enal insufficiency may progress from 
tp rimolarity of the extracellular fluids 
etiolo acellular overhydration. This is the 
а the pathological observation es- 
e bra, аза fact for over 100 years : That 
dio (кун of alcoholics in D.T. are often 
45 when seen in autopsy(25, 26, 27, 
` the brain encased in the rigid crani- 


um, cannot expand freely when sw 
The result is an increase in intracranial 
sure. Brain swelling produces the most 
serious and prolonged symptoms in this: 
group of patients. It may produce con- 
vulsions, cause coma, and interference with 
vital functions. Initial nuchal rigidity may 
progress to opisthotonos. The patient, if - 
not comatose, is constantly hallucinati 
terrified and shows grasping or scratchi 
motions of his hands. Cranial nerve palsy, — 
transient, and fixed conjugate deviation 
have been observed. Once the brain swell. 
ing is fully established, it seems to subside 
slowly and the patient may be comatose 
or very sick for as long as two weeks, if he — 
survives. As mentioned above, the to 
number of deaths among the 700 D.T. _ 
patients was 16, 5 of which were due t 
infection. Of the remaining 11 patients, 6 
died of causes not directly attributable 
D.T The remaining 5 cases had clini 
evidence of brain swelling (2 had autop 
confirmation). When a patient dies of D. 
rather than with ће cause of death is 
brain swelling or overwhelming infection. 
Sceleth and Biefield, who studied autop 
results of patients who died of D.T. in 1916. 
(when the mortality rate was 75%) stated. 
that the “constant autopsy findings" were - 
“cerebral edema, narrowing of the yellow 
rim of the suprarenal gland (due to diminu- 
tion of cholesterol content of the gland 78 
even to its complete disappearance . . . _ 
(45). D. 
CONCLUSIONS : 

The above considerations force one {0 | 
view delirium tremens as having multiple | 
determinations (Figs. 6 and 7) which re- . 
sult in at least 6 clinically recognizable $ 
etiological factors: 1. Dehydration ; 2208 

Magnesium deficiency ; 3. Sodium and 
chloride deficiency ; 4. Brain swelling; 5. | 
Fulminating infection; 6. Panic state - 
(pharmacothymic crisis). N 
Good clinical judgment dictates that - 
each of these conditions be recognized and _ 

treated specifically. The difficulty is created 
by the overlapping and “blending” of the - 


Lect Res 

4 The causes of death of these 6 patients were as 
follows: 2 each, D.O.A.=not known, and liver 
failure, and one each due to pulmonary embolism 
and enterocolitis with hemorrhage secondary to 
chronic liver disease. 


resp e symptoms with the non-specific 
symptoms of delirium. Figure 7 was de- 
to review the diagnostic and man- 
nent recommendations. It is self ex- 
atory, and only a few points need 
further discussion. The analysis of our 
sample shows the correlation coefficient 
r) between the sodium and magnesium 
m levels to be -0.43 (Student's t = 
86 indicating the correlation to be sig- 
ficantly different from 0 at the 1% level.) 
‚ cause for this inverse relation is not 
et known, and needs further study. The 
phasis, for the purpose of this discussion 
the necessity of separate and inde- 

ent diagnosis of these 
Psi and the adjustment of therapy 


eme 


is best replaced by intra- 
ular MgSO, 20-50% solution. As much 
‘gm. of magnesium per day, in divided 
s may be given(9, 11, 25). Sodium and 
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chloride deficiencies have to be replaced, 
early in the treatment, intravenously, be- 
cause of the vomiting. This is a reliable, 
and time-honored part of the treatment. At 
the same time, from the very beginning, 
vitamins are given, to enable the body to 
reconstruct its enzyme systems. Pending the 
resumption of normal adrenal function, 
signs of intracellular overhydration (par- 
ticularly brain swelling) or infection are 
an indication for the administration, of 
desoxycorticosterone acetate (D.O.C.): A 
gradual withdrawal of the drug is neces- 
sary to prevent an acute relapse. In milder 
cases, the oral administration of syrup of 
glycerrhiza (1 oz. tid.) or ammoniated | 
glycerrhizin U.S.P. (4 gm./d.) is quite 
satisfactory. The active principle is the 
ammonium salt of glycerrhizic acid, which 
has a mild D.O.C.-like effect(28, 29, 30, 31 
and 32). 

Cortisone is considered contraindicated 


FIGURE 7 
Tue SYMPTOMS or THE DISTURBANCES FOUND 
IN DELIRIUM TREMENS AND THEIR 
RECOMMENDED TREATMENT 
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hyperreflexia, vasodilation 
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in delirium tremens. Its antiphlogistic effect 
may cause gastric hemorrhage, or cause 
infections to get out of hand(23, 24). There 
is also a possibility that cortisone, through 
the inhibition of phosphate reabsorption 
(33), may favor hypomagnesemia. 

The last item in Fig. 7 is the problem of 
anxiety and insomnia. While it is usually 
necessary to use drugs for sedation of the 
disturbed patient, there is an important 
place for psychotherapy in the management 
of D.T. The impressions gained in this 
study are that the patient needs most 
urgently to reconstruct his reality testing 
vis-a-vis his terrifying aggressive wishes. 
The psychiatrist has, further, the function 
of helping the patient to own up to his 
great dependent needs. The demanding 
D.T. patient gains an opportunity to deal 
with those needs, if these are neither in- 
dulged indiscriminately and/or routinely 
nor rejected angrily thus paving the way 
for later outpatient psychotherapy. Reality- 
oriented psychotherapy may enable the 
patient to deal with the traumatic event 
that created the psychiatric emergency. 
The | psychogenic aspects of D.T. need 
specific (psychotherapeutic) management, 
just as the other disturbances do. This can 
be augmented, but not replaced by the use 
of phrenotropic drugs. 

In the treatment of drug withdrawal syn- 
dromes, including alcohol, it is necessary 
to distinguish the relief of the symptoms 
of withdrawal from the restoration of drug 
En The physician is obliged to relieve 
E symptoms of withdrawal, but the ad- 

ict craves his lost euphoria. The conse- 
aes is that while his survival depends 
тту е physician's understanding and 
a ting the physiological disturbance, the 

Coholic constantly demands а euphoriant 
qus Peraldehyde is a case in point, where 
ze emand is fulfilled without the doc- 
an awareness of it. Paraldehyde is a 
of улагы made up of three molecules 
it is dw in wr aus 
Merizatio, yd RISE Py (aiti 
oxidized n to acetaldehyde, which is then 

* ed to acetic acid (36, 37). Acetic acid 

еч оп the brain(38). Acetalde- 
гооо is also the intermediate 
i o in the metabolism of alcohol(41). 

Stigators in the field state that much, 


if not all, of alcohol's effect on the br 
—the very action of intoxication—is prob 
ably not an effect of alcohol, but of th 
acetaldehyde it becomes converted to(42, 
43, and 44). With the use of paraldehyde 
we achieve the same effect as the cliniciar 
of the past did with intravenous 4 ] 
We circumvent the gastritis and esopha 
preventing the alcoholic from getting I 
doses of alcohol, and supply enough 
taldehyde to produce a euphoriant ef 
This is exactly what the addict does 
himself in taking more and more of his 
drugs, until he becomes comatose. hus 
the “modified pharmacothymic regime” 0 
Fig. 5. As long as paraldehyde is being ad. 
ministered, the withdrawal from alcoho 
is not accomplished. x 
By far more dangerous, however, 
fact that the alcoholic sedated with para 
hyde ceases to have or complain of thi 
symptoms of his physiological disturbances 
and the doctor may neglect them. l 
takes an unfortunate toll in patients’ lives. 
Of the 214 patients whose detailed cl 
study has been discussed, 145 were trea 
with several routines as they were admitte 
to various wards of the hospital E 
known treatment was used, including LV. 
alcohol. Of those patients, 8 (5.3%) died. : 
The remaining 69 were treated by Һе 
author, according to the principles of- 
specific therapy as applied to D.T. in this. 
paper. Not one of these patients died. - 
Though this group is small, the results are _ 
statistically significant, even with provision — 
for chance selection (Chi-square=5%), and 
compare favorably with the overall mor- - 
tality of 2.5%. This improvement in results 
is not to be attributed to any one drug or 
procedure. The D.T. patients chance for | 
survival depends on his physician's applica- 
tion of the principles of specific psychiatric 
and physiological diagnosis, followed by 
specific, rather than a “routine” treatment. 


SUMMARY ; 


The current study involved the analysis” 
of 700 cases of D.T., including a review | 
of the causes of death of the 17 patients | 
who succumbed to this illness. Forty-five 
patients were subjected to a study of their 
water and electrolyte disturbance. 

Delirium tremens was found to be a 


i 
ч 
23 


combination of a physiological disturbance 
and an emotional stress in an individual 
whose relation to reality is, at best, tenuous. 
The particular mental event precipitating 
delirium was felt to be the “pharmacothy- 
mic crisis.” The physiological disturbance 
| found to be varied and consisting of 
one or more of the following syndromes : 
- 1. Dehydration ; 2. Low serum magnesium ; 
3. Low salt syndrome; 4. Brain swelling. 
the last two, as well as the lack of re- 
tance to infection, frequently found in 
um tremens, were assumed to be 
е to an inability to respond to stress. 
ng mainly to a chronic vitamin defi- 
ciency, the alcoholic is unable to respond 
ith the formation of desoxycorticosterone- 
like, prophlogistic mineral-corticoids. 
- Methods of clinical diagnosis of the 
several physiological disturbances involved 
delirium tremens were discussed, and 
estions were made to revise the man- 
nt of this syndrome accordingly.5 
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ALCOHOL IN THE IROQUOIS DREAM QUEST 
EDMUND S. CARPENTER ° 


Seventeenth century Iroquois used alco- 
ol to stimulate their mystical faculties. The 
arious configurations around dreaming and 
the vision quest, present in their culture 

long before liquor was introduced, quickly 
became associated with it. 

References to this association are com- 

on in the early literature, The most in- 

esting is Historie de l'Eau-de-Vie en 

‘anada,' a treatise by Francois Vachon de 

ont (1645-1732), Sulpician missionary 
Indians near Montreal. To him it was a 
oral problem. He adhered to the normal 
tian view of man as unique among 

in view of his 


moreover, 

which hu- 

ma it showed itself in 
oised stature, grace of habits, beauty of 
peech, and—most important from the point 
t view of theology—in stability through 
e. True, he believed in apparitions of 

ial personages to favored mortals, but 
within the Christian scheme. To him, 

‹ en pagan was а man subject to 
ontinual insurrection from his irrational 
ts within, and to constant siege by Satan 

m without. That the pagan experienced 
ons, he didn't doubt, but that these 


o anything but harm, 


trol were dominant ideas of the inner 
e. Dreams were induced by both per- 


onal and professional practices : seclusion, 


3 * Dept. of Anthropology, University of Toron 
Toronto, Ont., Can. i i 


К 1 Belmont, 1952. 


fasting, meditation. The dreamer inter- 
preted them first, then had them divined 
by another, thus indicating their external, 
not inner, origin.* 

The problem was this : the Jesuits, like 
most Christians, assumed that only moral 
answers which recognized man as a col- 
lective animal had any validity, and were 
unsympathetic to the fact that the Iroquois 
conceived such answers in personal terms, 
and knew the only ones they would accept 
would come out of the dark night of the 
vision quest. Hence, unlike the Jesuits, the 
lroquois didn't regard the temporary loss 
of mental control as sacrilegious—but on 
the contrary, believed that by getting out- 
side the ordinary human order, they would 
get inside a higher spiritual order, and 
thereby more intimately in touch with 
reality. They pursued the conviction that 
extreme, fringe situations had more validity 
than normal, central ones; that there was 
more reality in experiences achieved out- 
side established social patterns than in nor- 
mal ones occurring inside of them. Striving 
for excess through ecstasy, frenzy, drunken- 
ness, they were led to the adoption of 
emotional, intuitive tests as the yardstick. 
An experience producing a big emotional 
bang was a valuable one, and became less 
valuable as what it produced decreased in 
intensity. By this standard, a scream was 
more significant than a thoughtful state- 
ment, and violent drunkenness was more 
real and significant than controlled, re- 
Strained behavior, however much more 
creative it might be in the long run. 

Later on, I think, the emphasis shifted to 
the use of alcohol as a release—to reduce 
anxiety and liberate aggression.* But at this 
early stage, acting on the conviction that 
the drunken trance was a genuine meta 
physical revelation, the Iroquois used al 


—— . 
З Thwaites, 1896-1901, 10: 169-171; 11: 251 
42: 151-159, 195-199 ; 47: 181; 54: 97-99, 141. 
Ibid, 6: 253; 12: 13; 46: 103; 47: 193 
51: 125; 53: 191; 55: 85; 61: 159; 62: ҮЙ 
185 ; 67: 39 ; Kinietz, 1940 : 344 ; Thwaites, 190 | 
86, 92, 130, 148 ; Charlevoix, 1923, 2: 77; O 
laghan, 1849-51, 1: 227 ; Boucher, 1883 : 52- 


hol to acquire spiritual power by stimu- 
g mystical faculties “usually crushed 
rth by the cold facts and dry criticisms 
е sober hour .-. . It makes him for a 
nent one with truth.. . . This truth fades 
however, or escapes, at the moment 
ming to... Nevertheless, the sense of 
nd meaning having been there per- 


notions by fear of retributory witch- 
the 17th century Iroquois rode their 
tions bareback under the protection of 
ol. Then in 1800, their prophet Hand- 
Lake, combining Quaker teachings 
elements of the old faith, established 
lew Religion taught in the Long House 
‚ In one version of his Good Message, 
the 130 sections are appeals for ab- 
ce. Soon temperance groups formed 
hin the faith. But in the first two cen- 
S of contact with Europeans, there was 
in Iroquois religion to promote tem- 
; and there was much to encourage 
с excess, 
believe this is an accurate summary of 
position of the Jesuits, as revealed by 
eir journals, and of the Iroquois, as re- 
led through the discerning, though 
dicial accounts of the Fathers. Neither, 
Course, had ever heard of Sigmund 
or Social Work, but both had heard 
@ and spirits and so they thought and 
j these terms, without recourse to 
like reduction or catharsis. Their 
П was the deepest thing in them. Its 
an features, common to many North 
n tribes, encouraged them to seek 
п, in their most valued moments, 
from the boundaries imposed on 
the five senses, to break through 
Another order of experience, to achieve 
4 ов ritual and personal experi- 
LC to value the illuminations of 
lieving with Blake that “the path 
s leads to the palace of wisdom." 


nd Grunkenness, and so when al- 
e avai 

Bored gag to them they gave 
Sionaries and traders record that 


quor rations were limited, the Iro- 


EDMUND S. CARPENTER 


quois would unite their several portions й 
a common stock, which they would ther 
divide among a few of their number, thu: 
enabling them to attain that complete im. 
toxication which, in their view, was the 
true end of all drinking :* · | 


. . . when they [tribes near Montreal, 1671- 
1699] have only enough brandy to induce 
drunkenness for only one, if four are present, 
three will not m take a гака ye 
be chosen to have the privilege 1 

inebriated. Many say that they cannot become: 
intoxicated on a single glass of brandy, that 
there is only one degree of drunkenness worth 
while, the sort which they call "Gannontiou- 
aratonseri,” complete insobriety. And when 
they begin to feel the effects of the brandy. 
they rejoice shouting, "Good, good, my he 
is reeling.” Then they begin to chant the 
“Gannonhaoury,” into which they put all the 
evil which comes to mind.8 ы 


The fact that the Iroquois were not 
“ashamed of so infamous a vice"? but took 
“pride in getting drunk and in making: 
others drunk"? for "to be drunk is to be - 
valiant"! apparently suffering no hang- 
overs,!2 increased the opprobrium. Th 
Jesuits didn't seek to impose total absti 
nence!? nor did the English," but 
enness, dreams and Impurity"?5 were major | 
obstacles to conversion ;!9 moreover, the | 
Jesuits were clearly shocked. 

Abbé Belmont begins with the observa- ] 
tion that insobriety in Europe, which is | 
"looked upon there as a mark of good- 
fellowship, a source of pleasure and comfort 
which friends and convivial companions 
allow themselves," should not be confused 
with Indian drunkenness which is "quite 
a different species of vice than what it is 


7 Parkman, 1901 : 373. 

8 Belmont, 1952 : 47-8. 

9 Thwaites, 1896-1901, 61 : 159. 

10 Thid., 6 : 253. 

11 Ibid, 51 : 129. i. 

12]t is uncertain whether this was a physiological | 
reality, due perhaps to an absence of strong guilt 
feelings, or merely an expression of culturally-de- 
manded stoicism. 

13 Thwaites, 1896-1901, 61 : 57. 

14 O'Callaghan, 1849-51, 1 : 227. 

15 Thwaites, 1896-1901, 51 : 123. 

16 Ibid, 11: 251 ; 22 : 239; 42: 135, 147; 54 
37, 101, 112. 


among other people . . . a peculiar kind of 


which 

~ their dullness, take them out of 

i and give them thereby the ability 
"and the bravado they desired, it was not long 
before drunkards could be seen killing one 
‘another, husbands burning their wives, wom- 
Den disgracing their husbands, fathers throw- 
‘ing their children into burning caldrons.!* 


Shout, Т am going to lose my head ; 
ing to drink of the water that takes exon 


- 17 Belmont, 1952 : 45. 
C 18 Ibid, 49. 
- M9 Ibid., 52. 
20 Ibid., 53.57. 
_ ?1 Thwaites, 1896-1901, 22 : м 
2? bid. 52: 193. - 
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erally all savages drink to intoxicate them. 
selves,” wrote Noyan, “It has become the 
basis of the religion 1722 

“All that they dream,” wrote Father 
Bruyas in 1668, "must be carried out.^* 
Since dream commands weren't personal 
wishes, but divine orders, individuals 
weren't held responsible for acts com- 
mitted in obedience to them.** Abbé Bel. 
mont, in a hypothetical dialogue between 
priest and pagan has the Indian say, 
“Drunkenness excuses everything.”** Liter- 
ally scores of cases are described by mis- 
sionaries and traders where Iroquois who 
committed serious crimes enjoved impunity 
because they were intoxicated at the time. 

The Jesuit Relations are full of accounts 
of dream recitations and obedience to 
dream commands, as well as to the Iroquois 
interpretation of the experience of intoxica- 
tion as equivalent to the dream experience. 
It's tempting to quote such cases at length, 
for they are rich in detail and variation. 
But my point is simply this: to the Iro- 
quois, intoxication originally meant not 
flight, but search; not escape, but fulfil- 
ment; not loss of self, but discovery of 
self. To them it was a positive, spiri 
experience. 

In later centuries they drank themselves 
into a stupor, not for the purpose of seek- 
ing out a guardian spirit, but because they 
were depressed—it was, they thought, a way 
out of their miseries. I think it might even 
be related to a “will to death." Surely this 
has been the opinion of most observers. 

Thus the primary role of alcohol in Jro- 
quois life changed over the centuries : 
emphasis shifted from alcohol as the dream- 
maker in the 17th century, to alcohol as а 
release of tension and aggression in the 
18th, and then to alcohol as evil in the 
19th century—defined by the Prophet Hand- 
some Lake, as the work of the devil. But 
the earliest interpretation was never wholly 
superseded and it may even persist to ? 
limited degree among some of the moder? 
Troquois. 

SE 

25 Ibid., 22: 243 E 125 ; 54: 99 
101; 61: 173; Charlevoix, 1923, 2: 31; Kinie 
1940 : 344. 

26 Belmont, 1952 : 63. 
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Ма any one year a large number of pa- 
tients are admitted to mental hospitals, but 
another group remains in the community. 
There is no general agreement as to the 
ratio of these two groups, though some esti- 
mates make them equal. Nevertheless, ad- 


ies of the incidence and distribution of 
tal diseases. In the case of the psycho- 
oses, however, the great majority re- 
in the community, and do not enter 
any system of statistical reporting. 
efore, statistical studies of the fr 

асу of the psychoneuroses are neces- 
ly incomplete. Nevertheless, some useful 
ation is available, if one considers 
alized cases as representing the more 
and handicapping range of symp- 


this basis, we may consider the trend 
t admissions with psychoneuroses to 
ew York civil State hospitals. These 
l are available since 1919. In recent 
such first admissions have averaged 

500 to 600 per year. In the early 
$, however, the totals were so small 
it was necessary to average them over 
rvals of 3 years, in order to obtain 

cant results. Relative to all first admis- 


corresponding rates of first admissions 
100,000 population rose slowly between 
and 1930, then increased more rapidly 
0 3.6 in 1940. The rate dropped during 
Vorld War II, but resumed the upward 
rend subsequently. Though it cannot be 
cluded from these data that there has 
n a relative increase in the psychoneu- 
es in New York State, it may be said 


i This investigation was supported a resi 

from the National ше of M Health 
National Institutes of Health, of the United 
‚ Public Health Service, 
Principal Research Scientist, Research Foundation 
ental Hygiene, Inc., Albany, N. Y, 


EN А, 


A STATISTICAL STUDY OF FIRST ADMISSIONS WITH 
PSYCHONEUROSES IN NEW YORK STATE, 1949-1951 : 


BENJAMIN MALZBERG, Pu.D.2 


У i ^ ; Е А 
оь Н 1... е! АДЕ ЫК і pec 


that such admissions to the State hospitals 
have increased, which is a fact of social 
importance in itself. 

Who are first admissions with psycho- 
neuroses ? What are their characteristics, 
and from what elements of the general 
population do they come? Answers will 
be sought through a consideration of such 
first admissions to all hospitals for mental 
disease, public and private, in New York 
State, from October 1, 1948 to September 
30, 1951. The middle of this period, April 1, 
1950, was the date of the federal census of 
population, and this permits us to compute 
average annual rates of first admissions. 
The data refer primarily to white first ad- 
missions during this period. 

There were 3,472 white first admissions 
with psychoneuroses. Of this total, 1,664, 
or 47.9%, were admitted to the civil State 
hospitals. An equal number were admitted 
to the licensed hospitals, This is in marked 
contrast to the relative distribution among 
all white first admissions during the same 
period. Of the latter, 78.9% were admitted 
to the civil State hospitals, and only 18.4% 
to the licensed hospitals. The difference 
resulted in large part from the higher eco- 
nomic status of psychoneurotics, which 
made private facilities more available to 
them. ere is also a selective process, 
however, whereby the private hospitals are 
less likely to admit patients with psychoses 
associated with advanced age. But even 
first admissions with dementia praecox are 
underrepresented among admissions to the 
licensed hospitals, as they amounted to only 
15.7% of the total of such admissions, com- 
pared with 47.9% for psychoneurotics. 


LEGAL STATUS 


Closely related to the question of the 
relative frequency of admissions with psY- 
choneuroses to public and private men 
hospitals is the type of admission procedure. 
Thus, of all white first admissions during 
1949-1951, 61.1% were admitted by ji 
dicial certification. Only 19.4% made volun- 
tary applications. Among the psychone 


rotics, however, only 17.2% were certified 
judicially, whereas 67.1% were admitted on 
voluntary application. The difference is due 
primarily to the admission policies of pri- 
vate hospitals, whereby voluntary applica- 
tion is given preference over other forms 
of admission. It is also true, however, that 
psychoneurotics have, generally, a better 
understanding of the value of voluntary 
application. 


AGE 


There were 3,576 first admissions with 
psychoneuroses (both white and non- 
white) to all hospitals for mental disease in 
New York State during 1949-1951. Two- 
thirds of the admissions were aged between 
20 and 44. The average age was 38.2 years. 
The average ages were 39.0 and 37.6 for 
males and females, respectively. 

The average annual rate of first admis- 
sions was 8.0 per 100,000 population. The 
rate rose to a maximum of 16.1 at ages 30 
to 34, and declined steadily at higher ages. 
Males and females had similar trends, the 
tates rising to maxima in early adulthood. 
Males reached their maximum rate about 
5 years earlier than females. However, the 
tates were generally higher for females than 
for males at all ages. The average rates 
Were 9.1 and 6.9 for females and males, 
respectively. The excess of the rates for 
pene was relatively greater at ages under 


The several types of choneuroses 
Varied in their e а at first 
admission, The oldest were those with 
ypochondriasis and those with reactive 
€pressions. Among the whites, these 
Stoups had median ages of 48.3 and 39.9 


a respectively. The others were 
Ex: pir with median ages varying 


among those with hysteria to 


35.9 for the mixed category. 


ENVIRONMENT 


po average annual rate of first admis- 
Sy With psychoneuroses during 1949-1951 
83 per 100,000 white population. The 
2 Population (defined as those living 
of ораны places with а population 
remain d or over) had a rate of 8.9. The 
consid, er of the population, which was 
L. ered rural, had a rate of 6.3. 


S 


AP. Se 


Unlike the experience with other group 
of mental disorders(1), New York Gi 
had a lower rate than the other urb 
areas. Since the several areas and ty; 
of population differ with respect to adi 
sions, it is necessary to use standard 
rates. These also show that urban popula 
tions had higher rates than rural popula- 
tions, and New York City had a lower 
than the remaining urban population. 
is probable that New York City, with a con- 
centration of private psychiatrists, sends а 
large proportion of psychoneurotics to such 
facilities, as a result of which they do nol 
count as first admissions to mental hos: 
pitals. It is also known that New York City 
includes certain populations which rece 
nize only to a limited degree the need foi 
treatment of psychoneurotic conditions(2) 
How large a correction should be made foi 
these factors in the rate for New York City 
is not known. E. 


ECONOMIC STATUS 

First admissions to hospitals for m 
disease are classified with respect to 
nomic status as follows(3) : h- 

Dependent—Lacking in the necessities © 
life or receiving aid from public funds or 
persons outside the immediate family. 

Marginal—Living on earnings but 
cumulating little or nothing, being on 0 
margin between self-support and depend- 
e 


ncy. - 
Comfortable Having accumulated re- 
sources sufficient to maintain self and; 
family for at least four months. E 
On the basis of such definitions, it has 
been found(4) that first admissions with. 
mental disorders of organic origin include | 
low percentages with comfortable economic 
status. Among first admissions with gene 
paresis and alcoholic psychoses, the per- 
centages were 11.1 and 10.1, respectively, 
during 1949-1951. Among arterioscleroties 
and seniles they were 13.2 and 9.8, respec- 
tively. This increased to 18.7 among first 
admissions with dementia praecox. All were: 
low, however, in comparison with the per- 
centages for involutional psychoses (32.0) 
and manic-depressive psychoses (38.9). 
First admissions with psychoneuroses were: 
comparable with the latter groups. A third 
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of the psychoneurotics were classified as in 
comfortable circumstances. 
However, these statistics, though sug- 
gestive, do not give conclusive evidence of 
a relation between economic status and 
the frequency of mental disease. This re- 
quires, in addition, a similar classification 
- of the general population, which, however, 
— is not available. 
_ Another approach may be made by a 
consideration of occupation, to which eco- 
- nomic status is closely related. The census 
- of 1950 classified the employed population 
by age and occupation. First admissions 
were classified similarly, but there is un- 
doubtedly a degree of misclassification, 
| Since census enumerators and hospital staff 
- did not always classify in the same manner. 
Furthermore, the tendency to hospitalize 
_ varies among psychoneurotics, so that we 
may expect a large proportion of the eco- 
- momically affluent to be treated privately. 
— Nevertheless, males in professional cate- 
—gories had a high rate of first admissions 
—with psychoneuroses, as did farmers and 
farm managers. White females of the pro- 
fessional class had a high rate, whereas 
operatives and domestics had relatively low 


_ Considering the degree of reliability of 

data, it appears justifiable to conclude 
; on the whole, they substantiate the 
ef that the psychoneuroses are relatively 
e prevalent among the higher economic 


_ _ Previous investigations have shown that, 
_ їй general, the rate of first admissions to 
A degree of education. An exception wa 
found in the case of the поты 
psychoses, where those with the highest 
. degrees of education also had the highest 
‘Yate of first admissions(5). To the latter 
group we must now add the psychoneu- 
oses. 
- The federal census of 1950 classified 
general population by education, rs 
І highest grade completed. Because 
ў the highest grade was unascertained for а 
arge percentage of first admissions, the 
хее oped into 4 classes: no 
education, elementary school, high sch 
and college. The average ав Pbi y 


first admissions for 1949-1951 were com- 
puted for those aged 25 years or over, be- 
cause formal education may be regarded as 
completed by that age. The average annual 
rate increased steadily from 6.1 per 100,000 
among those with no formal education to 
16.8 among those with some degree of 
college education. 

Since the relative frequency of the psy- 
choneuroses varies with respect to age and 
sex, the rates were recomputed on the basis 
of a standard population, aged 25 years 
and over. Thus, for constant sex and age 
proportions, the average annual rate in- 
creased among both males and females 
from a minimum among those with no ed- 
ucation to a maximum among those who 
had attended college. 

It appears, then, that first admissions 
with psychoneuroses, like manic-depressive 
psychoses, come from a higher social level 
than other groups of first admissions. It is 
sometimes asserted that this is a statistical 
illusion, deriving from the possibility that 
members of a higher social class may re- 
ceive a more favorable diagnosis. We do 
not have the data necessary for assessing 
the weight of this argument. It is doubtful, 
however, that such an interpretation can 
be applied to the large numbers who are 
admitted to the State hospitals. 


MARITAL STATUS 


As with other groups of mental disorders, 
there are significant differences in the rates 
of first admissions with psychoneuroses; 
when they are compared with respect to 
marital status. In general, the unmarrie 
have a higher rate than the married. The 
highest rates as might be expected, occur 
among the separated and divorced. The 
rate for the widowed appears low, when 
compared with the single and marri 
groups. This results from the different age 
distribution of the widowed population. 
When standardized, the rate for the 
widowed is higher than that for the 
married, and is on a par with that for the 
single. 

It is probable that the psychoneuroses act 
selectively with respect to marriage. Severe 
disorders will reduce the probability of 
marriage. With advancing age, the u 
married (single) population is left with а — 
higher proportion of the unstable. Conse — 
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, the relative excess of rates of first 

admissions among the single is greater at 

d clam 35. This progressive action by 

“Selection is limited, however, to males. Ap- 

, marriage is less of a selective 

among females, in accordance with 

principles which make the male the more 
active partner. 

The high rates of first admissions among 

the separated and divorced are indicative 

of the emotional instability of large sections 


of these groups. 


: There were 3,576 first admissions with 
psychoneuroses, of whom 3,472, or 97.1%, 
жеге white. Of the remaining non-white 
"group, 92 were Negroes. Because they con- 
Stitute so large a part of the whole, the 
characteristics of the white first admissions 
- differ only slightly from those for the entire 
Group of first admissions with psychoneu- 
Toses. Thus, the average age of the white 
first admissions was 39.3 years for males, 
31.8 for females, and 38.4 for both sexes. 

average annual rates per 100,000 cor- 
responding population were 7.1 for males, 

9.6 for females, and 8.3 for both sexes. 
The 92 Negro first admissions with psy- 
oses represented only 1.5% of total 

| Negro first admissions, compared with 6.8% 
among whites. They were younger than 

Whites, the average ages being 30.9 for 

Negroes and 38.4 for whites. The average 

annual rate was 3.3 per 100,000 Negroes, 

Compared with 8.3 for whites. Whereas 
te females had higher rates than white 

| males, Negro males had higher rates than 
Negro females. Differences in average rates 
“tween Negroes and whites cannot be at- 

to differences in age or sex pro- 
| Mons of the corresponding populations, 
| Use, when standardized for age and 

Ere average annual rates were 10.8 for 

W es and 3.7 for Negroes. Furthermore, 
limited to New York City which in- 
ded 81% of the Negro population of New 

‘ork State, the standardized rates became 
for whites and 3.2 for Negroes. It is 
ear, therefore, that the relative rate of 

igi admissions with psychoneuroses was 

oig for whites than for Negroes. How- 
; the questi. i i i to 
К he | question inevitably arises as 


T 


Negro psychoneurotics are hos- 
às readily as whites. This is not a 


question of prejudice with respect to ad- 
mission to hospitals, which does not occur 
in the New York State hospital system, 
There is a strong probability, however, that 
Negro psychoneurotics may carry on more © 
easily in their own communities, and that ^ 
tolerance for them is greater. If so, this E 
would account in part for the lower rate of 5 
such first admissions among Negroes. Simi- — 
lar social factors, operating more intensively — 
among Negro females may explain their — 
lower rates of first admissions with psycho- — 
neuroses than Negro males. 

Other than a classification of the popula- - 
tion by color (ie, white, Negro), Ње 
federal census does not give any more de- 
tailed descriptions. Thus, though white 
first admissions to mental hospitals in New 
York State are described in broad ethnic 
terms, there is no corresponding 3 
tion of the general white population. This - 
makes it impossible to compute rates of 
first admissions for some large groups in 
New York State, such as those of Irish or 
Italian origin. | 

Some differences are apparent, however. - 
Thus, whereas 6.2% of all white first ad- - 
missions during 1949-1951 were diagnosed | 
as psychoneurotic, the corresponding per- 
centage for Jews was 104. For Irish and 
Italians, the percentages were only 4.8 and 
5.1, respectively. 

For the white population of New York 
State, the average annual rate of first ad- 
missions with psychoneuroses was 8.3 per 
100,000. The Jews were estimated conserva- 
tively to represent 15% of the white popula- 
tion of New York State in 1950(6). This 
implies a population of 2,080,000 Jews in 
1950. There were 853 Jewish first admis- 
sions with psychoneuroses, which gave an 
average annual rate of 13.7 per 100,000. The 
rate for the remaining non-Jewish white 
population was 7.4 per 100,000. Considera- 
tion must be given to the fact that the vast 
majority of Jews in New York State live in 
New York City. There were 741 Jewish first 
admissions with psychoneuroses from New 
York City, which gave an estimated average 
annual rate of 11.8 per 100,000. There were 
870 white non-Jewish first admissions, giv- 
ing an estimated average annual rate of 
5.8, only half that for Jews. This confirms 
the oft-repeated statement that Jews have 


156 — à à à à A STATISTICAL STUDY OF FIRST ADMISSIONS [Аца 


a higher incidence of psychoneuroses than 
non-Jews. 
It has been suggested, however, that part 
| of their excess results from a greater will- 
ingness by Jews to seek medical advice, 
and, in particular, to a more favorable at- 
titude towards psychiatry and psychiatrists. 
A lesser frequency of statistical reporting 
_ of the psychoneuroses by other groups, such 
as Irish and Italian, is attributed in part 
to contrary attitudes(7). However, this 
does not alter the probability that Jews 
have a higher rate of psychoneuroses than 
non-Jews. 


— NATIVITY 
-Of the 3,472 white first admissions with 
psychoneuroses, 2,899, or 83.5%, were na- 
tive-born and 573, or 16.5%, were foreign- 
born. The average age of the native-born 
“was 37.0 years. Native white males and 
- females had average ages of 37.8 and 365 
years, respectively. The foreign-born were 
much older, males having an average age 
(ОЁ 46.6 years, females an average of 44.9 
years. The average for both sexes was 45.4. 
___Native whites had an average annual rate 
of 8.5 рег 100,000 corresponding popula- 
tion. Foreign whites had a rate of 7.6. For 
_ each sex, the foreign-born had a lower rate. 
Тһе rates were influenced, however, by the 
- differential distribution of the two popula- 
tions with respect to age. The native-born 
_ are relatively more numerous at the young- 
er ages (i.e., under 40), where the specific 
age rates are high. The foreign-born are 
weighted at the older ages, where the rates 
e relatively low. When the rates were 
ta dardized with respect to age and sex, 
“using the population of New York State on 
April 1, 1950, aged 15 years and over (in 


born population is 
On this basis, the standardized rates be- 
i | foreign- 
4 born, respectively. This indicates a kie: 
D with hi 
. among the foreign-born, iam tt 
.. Unlike the psychoses, more cases of psy- 
‘choneuroses are treated privately, and 
therefore do not enter into statistics of hos. 


pital admissions. It is probable that this 
has a greater effect upon the statistics of 
the native than upon the foreign-born. 
Hence, to an unknown degree, the rate of 
first admissions with psychoneuroses is un- 
derrated among the native-born. 

It may be noted that the standardized 
rates for New York City are less than those 
for the State as a whole. New York City 
has a heavy concentration of psychiatrists 
and of clinical facilities. This is generally 
supposed to increase the number of recog- 
nized cases of mental disorders, including 
psychoneuroses. Other things equal, we 
should have expected higher rates for New 
York City. As pointed out previously, cer- 
tain population groups do not encourage 
the treatment of psychoneuroses. These 
£roups are concentrated heavily in New 
York City, and hence tend to reduce the 
rate of such first admissions. 


MIGRATION 


It has been demonstrated that rates of 
mental disease, as measured by first ad- 
missions, are higher among migrants than 
among non-migrants(8). The census data 
for 1950 make it necessary to use place of 
birth as an index of migration. Thus, native 
whites, born in New York State and resi- 
dent in New York State in 1950 may be 
considered as non-migrants; those born 
elsewhere in the United States but resident 
in New York State in 1950 may be re- 
garded as migrants. 

On this basis, the difference in average 
annual rates of first admissions with psy 
choneuroses between migrants and non 
migrants in New York State during 1949- 
1951 is well marked. For males, the rates 
were 6.4 per 100,000 for non-migrants an 
11.6 for migrants. The corresponding rates 
for females were 8.6 and 15.6, respectively: 
For both sexes combined, the rates Welt 
7.4 and 13.7, respectively. 

Since migrants are younger than 101" 
migrants, the rates were recomputed on 6 
basis of a standard population. On -— 

is, the corrected rates became 11.6 à? 
84 for migrant and non-migrant males, 1°- 
spectively ; 15.5 and 10.7 for the corres: 
ponding female populations ; and 13.7 y 
9.7, for both sexes combined. Thus. 
rates for migrants remained in substant? 
excess. 


a 


1959] 


SUMMARY 


Though they undoubtedly constitute one 
of the largest categories of mental disor- 
ders, the psychoneuroses represent a small 
proportion of hospitalized cases. It is com- 
mon knowledge that many psychoneurotics, 
even without treatment, carry out their 
social obligations. Others are treated pri- 
vately, and therefore do not enter into 
hospital statistics. But of the unknown total 
of psychoneurotics, some, because of the 
severity of symptoms, are hospitalized. The 
records of the New York State Department 

. of Mental Hygiene show that first admis- 
sions with psychoneuroses to the civil State 
hospitals have grown to approximately 4% 
of the total first admissions, and repre- 
sented a rate of 4.3 per 100,000 population 
in 1954. As an indication of their social 
Status, it may be noted that almost half 
are admitted to the licensed hospitals, in 
contrast to only 20% of all first admissions. 

First admissions with psychoneuroses 
were admitted to all mental hospitals in 
New York State at an average age of 38.2 
years. The average annual rate was 8.0 per 
100,000 population. The rate rose to a maxi- 
mum of 16.1 at ages 30 to 34. At all ages, 
pag generally, had higher rates than 

es. 


Urban populations had higher rates than 
the rural populations. It is significant, how- 
ever, that New York City had a lower rate 

the remaining urban population. This 

Was due, in part, to several large aggregates 

of population in New York City, who do 

not encourage treatment for what they con- 
Sider minor disorders. 

n general only a small percentage of 

t admissions are described as being in 
Comfortable economic circumstances. A 
third of the psychoneurotics, however, fall 
in this category, The only other comparable 
groups are those with involutional psy- 

ses and manic-depressive psychoses. 

€ support for this conclusion is found 

9m rates of first admissions according to 

Occupation, Groups high in the occupation- 

_ aq Cale appear to have high rates of first 
оз with psychoneuroses. 

? E: e higher social status of psychoneu- 

195 is also seen through a consideration 
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of degree of education. Thus, only 45% 
all white first admissions, aged 25 years 
over, had been to high school or coll 
whereas these degrees of education hac 
been attained by two-thirds of the first ad- 
missions with psychoneuroses. In fact, 2 
of the latter had been to college. The ral 
of first admissions among р 
was higher for those with some degree 0 
high school or college education than fo 
those with no education or only element 
education. ] 
With respect to marital status, the highest 
rate of first admissions occurred among @ 
divorced, followed by the 1 
lowest rate occurred among 
The rate for Negroes was approximat 
a third of that for whites, despite the fa 
that the total rate of first a 5. 
Negroes is greatly in excess. It is not knoy 
at present whether the lower rate for 
choneuroses represents a racial chai 
tic. It is probable, however, that hosp 
ization for psychoneuroses is less likel 
occur among Negroes, because of the g 
er see ee by the Negro com 
munity in this respect. E 
xus have a higher rate of first admissions — 
with psychoneuroses than the remaining і 
non-Jewish white population. А 
Native whites residing іп New York. 
State, but born in other states have a higher - 
rate than native whites born in and re- 
siding in New York State. This is inter- ~ 
preted as showing that migrants have a 
higher rate than non-migrants. 
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Human Biology, | 


_ We have reviewed the work of the psy- 
chiatric department of our hospital which 
established in 1947, to determine what 
been accomplished? The annual ad- 
ions did not increase materially until 
0, but since then the increase has been 
arkable : from 212 in 1950 to 1,914 in 
955. Diagnostic classification (1950) is 
in Table 1. 
wide variety of cases indicates a re- 
narkable desire on the part of the patients’ 
doctors to send them to a general 
pital. Also, the value of such a variety 
of cases for teaching undergraduate and 
post graduate student is very evident. Ad- 
mission of psychiatric cases in this hospital 
| limited because of the small number of 
р allotted to us. “Reactive Psychosis” 
ents cases in which psychosis was 
pitated by severe mental strain in the 
ate past. 
om the artment o i 
qe pem ord err Ages 
(у thanks аге due to the Superintendent, Thana, 
giving necessary data from the mental hospital and 
Dean of the K. E. M. Hospital, Bombay, for 


wing me to use the records of the hospital for 
paper. 


1950 
ophrenia 66 
‘Depressive Psychosis 11 
ja 
0 
m Psychosis 6 
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VALUE AND LIMITATIONS OF A PSYCHIATRIC DEPARTMENT IN A 
GENERAL HOSPITAL IN BOMBAY (INDIA) 


TABLE 1 


TYPES or Cases 


4 N. S. VARIA, M.D. 


The duration of illness is shown in Table 
2. This shows that although the need of 
such a department is well appreciated by 
the medical profession and the public, the 
need for early detection of psychiatric ill- 
ness in order to get better therapeutic re- 
sponse is not well appreciated by them. Ill- 
ness “since birth” represents some of the 
mentally retarded children. 

Almost half the cases coming to the de- | 
partment have been referred by other | 
departments of the hospital (Table 3) 
showing the realization amongst other spe- — | 
cialities in medicine of the need of psychi- | 
atric evaluation in many of the cases com- | 
ing to them. 

Although the ratio of male to female pa- — — 
tients in the outpatient service is about 
2 to 4, the ratio for the psychiatric depart- 
ment is 5 to 3. Whether this higher inci- 
dence in females is due to inequality of the 
social status of women in our country is 
very hard to say. The number of children 
attending the department is less because 
they go to the child guidance clinic in our 
sister institution Bai Jerbai Wadia Chil- 
dren’s Hospital. 


Number of Cases 
O.P.D. Indoor Mental Hos. 

191 34 325 

132 3 

36 J 

31 1 

63 0 

2 

4 

3 

22 

0 

17 


© 
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Treatment.—lt was difficult to evaluate 
our therapeutic efficiency from our records 
because the cases that were given symp- 
tomatic treatment such as hypnotics could 
not be properly followed up. Those that 
were given drugs like Dexedrine, Largac- 
til or Rauwolfia alkaloids also have not 
been carefully followed up because of lack 
of sufficient cooperation from patients. Only 
the cases that received "special" treatments 
have been comparatively well recorded, It 
must be stated that the results recorded 
here were those at the time the treatment 
was discontinued because in the absence of 
psychiatric social service, satisfactory fol- 
low-up of the patients was not possible. One 
outstanding item noted by us was the re- 
markably small number of cases receiving 
these special treatments, compared to the 
much larger number in need of them. This 
was mainly due to the shortage of staff and 
number of beds. 

Psychosis.—On the whole, psychoses were 
treated with ECT, cardiozol convulsive 
treatment and insulin treatment. Analysis 
of insulin coma treatment results have not 
been included here as this paper is mainly 

ed upon outpatient work. Insulin sub- 
coma treatment was given in the outpatient 
department not only for psychosis but also 
for other cases. The details of this work 


a > i 


have been published in a previo р 
The response to these treatments is sh 
in Tables 4, 5 and 6. 5 
Psychoneurosis and Other Mal-Adjı 
ments.—Patients with psychoneurosis, ] 
chosomatic illness and other mala 
ments were given superficial psychot! 
together with drugs like methedri 
tothal and carbon dioxide, which 
reduce the length of psychotherapy 
a greater number of patients co 
taken. The results are presented in 
The results have been further ana 
cording to the drugs used as an aid t 
psychotherapy (See~Tables 8, 9 а 
We were impressed by the fact that c 
results were poor compared to those w 
we had a full time trained psychiatrist 
this work previously. ; 


Д 
COMMENTS 5 

1. The data show that a psychiat 
partment in a general hospital is 
placed than a mental hospital, not oi 
the treatment of patients with psycho: 
for those with psychoneurosis, ps 
matic illness and other maladj tme 
would not usually go to a mental 

2, The medical men, at least in the 
ger cities, in our country seem to be 


of the need of psychiatric help for ра tien 


TABLE 2 
Duration OF ILLNESS (1954) 


Up to 1 Month 
T4 Months 
Onths to ] y, 
1-3 Year ear 
More than 3 Years 
ess since Birth 
Tota 


No. of Cases 
O.P.D. 


291 
456 
365 
346 
390 

66 


1914 


TABLE 3 
Cases IN PSYCHIATRIC DEPARTMENT 


Cases referred 
from other 
departments 


O.P.D. Cases 
Total 


1914 


Indoor 


93 — 


x 


; to them with psychological or so- 

ic complaints. Amongst other specialties 

the need to study the psychiatric 
is gaining more recognition. 

though drugs like Largactil and 

olfia alkaloids to a certain extent have 

sed the need for physical treatments 


‘in psychosis, the demand remains great for 


these treatments. The discrepancy between 
the demand and our ability to keep pace 
with it was most marked in cases that 
needed psychotherapy. This had increased 
the burden on the psychiatric department 
particularly because by its very nature psy- 


TABLE 4 
ELECTRICAL CONVULSIVE TREATMENT 


à No. of 
uration of Illness Cases Rec. 


ss than 6 months 
nths-l year 


G. Imp. SI. Imp. No Imp. 


8 
T 
0 
1 


. Imp. No Imp. 


TABLE 6 
INSULIN SuscoMA TREATMENT 


No. of 
Cases 


54 
17 
4 

. 10 
85 


^ G. Imp. SI. 


9 
4 
1 
2 


chotherapy is a time taking procedure and 
the personal attention that every patient 
requires is hard to provide in absence of 
sufficient staff. 

Lately, we have been able to provide 
facilities for group therapy, We are study- 
ing its value but it is too early to present 
our impressions. 


SUMMARY 


1. Considering the stigma associated 
with mental hospitals, the psychiatric de- 
partment of a general hospital is a much 
better place, not only for detection and 
treatment of early cases of psychosis, but 
also for various kinds of psychoneurosis. 

2. As a much wider variety of cases of 


TABLE 8 a 
PsvcHOTHERAPY WITH PENTOTHAL $ 


No. of - 
Duration of Illness Gus Rec. G. Imp. Sl. Imp. No Imp. 
Less than 6 months 14 1 3 1 6 
6 months-1 year 4 0 2 0 1 
1-3 years 8 1 0 0 5 Р 
Моге {һап 3 years 4 0 0 1 2 І 
Total 30 b 5 3 KIE 
TABLE 9 
PSYCHOTHERAPY WITH METHEDRINE 
Tu No. of n No I 
uration of Illness Cases Rec. G. Imp. SI. Imp. чар. 
Less than 6 month 0 0 9 
2 2 
6 months-] year 1 2 0 1 0 1 
1-3 years 5 0 1 1 3 
More than 3 years 1 0 0 0 H 
"Total 10 9 2 1 5 
TABLE 10 
CARBON DIOXIDE TREATMENT 
Dun No. of я 
uration of Illness Cases Rec. G. Imp. SI. Imp. NoImp. |. 
Less than 6 0 T ; 
months 8 0 0 [ 
б months-1 уеаг I 3 0 1 1 1 
x: ears 9 0 0 0 E 
5516 than 3 years 10 0 0 9 
Stal 0 1 1 


psychiatric illnesses attended th 
atric department of a general ho: 
a good place not only for іар; 
treatment of these illnesses, but 
teaching purposes. 

3. Importance of psychiatry as am | 
gral part of general medicine is we 
cognized by general medical practi! 
and also by specialists in other b 
of medicine ; at least in the larger cities 
our country. What is probably not a; 
ated is the need for early recogni 
these cases and for treatment in th 
stages to obtain better results. p 

4. Limitations of this department 3 
very conspicuous in this study. A | 
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CLINICAL EVALUATION OF TRIMEGLAMIDE IN ANXIETY 


ROBERT A. BRAUN, M.D., лхо PAUL LOWINGER, M.D. 


The recent discoveries of drugs with 
- considerable effect on symptoms of mental 
illness have stimulated the search for other 
drugs in this field. One such compound is 
а central nervous system depressant, Tri- 
meglamide (3, 4, 5-trimethoxybenzoyl-gly- 
а де). Preliminary studies in- 
dicated that this compound is unique in 
Опе aspect: practically all drugs which 
pro in humans cause ataxia and 
‘excitement during induction in dogs 
cats ; ue Trimeglamide induced 
| and sleep in these animals 
“Without such motor disturbances(1). It 
therefore appeared that this compound 
ae be of value for humans as a sedative 
And hypnotic in the treatment of insomnia, 
and anxiety states. 
A of the effects of this drug was 
made in Ene following manner : rg 
: e psychiatric outpatient de- 
Partment for evaluation or treatment were 
| а complete psychiatric examination. 
? and other studies were per- 
сэш whenever indicated. Those patients 
mo were likely to benefit from drug thera- 
еа periodic outpatient visits were 
1 referred to our drug clinic, based on 
certain criteria as outlined by Lowinger 
ч al.(2). All these patients experienced 
is anxiety as a major symptom. At their 
t drug clinic appointment some of them 
1 тае Selected at random for treatment with 
^ de. Others were placed on this 
: dein who fen not previously re- 
i actorily to other drugs in 
e clinic. х 9 


“one patients who took Trimegla- 
7 to 100 days are all included 


Eur Lafayette Clinic and Wayne State Uni- 
as of reu Detroit, Michigan. This 

ch Ge. 15 Part of a project supported by Re- 
Er 2241, National Institute of Mental 
"iC Health Service. Riker Laboratories, 
Northridge, California, assisted this study and 
the Trimeglamide (3, 4, 5-trimethoxyben- 
diethylamide), also identified as Riker 548. 


CLINICAL NOTES 


in this study ; the mean duration of treat- 
ment was 39 days. The age of the patients 


ranged from 20 to 62 years; 9 were male 
and 12 female. The diagnostic groups were ? 
psychotic disorder, 4 (schizophrenic re- 
action, 2; involutional psychotic reaction 

1; manic-depressive reaction 

type, 1) ; psychoneurotic disorders, 8; psy- 
chophysiologic disorder, 1; perso 
disorders, 8. j 

The patients received 500 to 1,500 mg. 
of Trimeglamide daily in divided doses. 
They were followed in our drug clinic b 
return appointments every 1 to 4 weeks, 
At each visit the physician determined the 
patients degree of disturbance using — 
criteria : anxiety, sleep, depression, 
disturbance, and in A 
scale from 1 (no disturbance) to 5 ( ] 
severe disturbance) was ue Es Me 
it ible to obtain a score by adding th 
soot In addition to this more objective 
evaluation, a note was made at each visit Д 
describing all symptoms, especially those — 
suggesting toxicity, and the dosage adjusted — 
according to the clinical response of the 
patient. The drug was discontinued when 
there was a lack of improvement after an 
adequate trial or when the patient refused 
to continue taking the medication. 

The effectiveness of Trimeglamide in 
each patient was determined on the basis - 
of the alleviation of symptoms. The ratings 
for disturbance on each of the 5 criteria 
(anxiety, sleep, etc.) were totaled at the | 
end of the observation period. If these 
ratings were lower, this was considered as a 
slight or marked improvement; if it was 
the same or higher, it was interpreted as 
no improvement. In addition to these 
scores, the clinical notes were used in the 
evaluation of the patient's progress. The 
following results were obtained : complete 
relief, 0; marked improvement, 2; slight 
improvement, 2; no improvement, 17, 
Symptoms or complaints referable to 
163 
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toxicity were absent in 17 patients. Of the The conclusions based on this study of 


femaining 4, one had a “prickly sensation" are that the drug proved 
for the first few days, bot continued on the ineffective in the treatment of 
rug for a total of 77 days. The medication anxiety associated with various 
ME by chess of a эс psychiatrie in a group of 21 out 
‘phone of а “таай”; patients. Four patients showed symptoms 
"however, his skin appeared normal at the which could be related to toxicity 
eat clinic visit. A third patient of the in no case was such a m 
"el drowsiness and nausea for the first few established 

em but continued taking the medication BIBLIOGRAPHY 


for 100 days and had a satisfactory response. 1. Cronheim, C., Gourzis, J., and Tockes, 


: Charles C Thomas. To 
in June 1959. 


2 
was hospitalized for a period of 7 Therapy, in The of Psychiatric Drug 
| there be publi 
i 3. Flinker, C.: Department of Internal 
was con- 


ty Hospital, Ann Arbor, 
1959. Personal communica 


AND FACILITATION OF INSULIN COMA THERAPY 
J. B. HAYES, M.D., «x» ROBERT E. KENNEDY, М.р: 


potentiating effect when used with other 
thera; During the past year, all the 
Patients receiving IST obtained 

thet тан аара оп a minimal атой 
be considered insulin, but many of the male patients 
at all times : 1. The - on the same treatment showed no effect, 


patients also received perphenazine in с00- 
junction with their daily insulin dosage, 


of most of the male patients. As a г 
of this observation, all of the patients 00 
IST after this time (1958) were placed of 
(Trilafon)* has been used 4 mgs. q.i. ыы tients, 
ета gs. q. the female patients, 
Mire) oe in- 8 mgs. qi. ice the males. We noted © 
г saath Жы several immediate response to this combined treat: 
ago, appeared to have a ment, and were able to produce the d 
5 na level in all patients, using as little 
units of regular insulin on € 
Hosp. and State ay ates. Com iode were classified 35 
Eli tay described by Kalinowsky (1). A further te 


to vs, this р esis was made when а P d 
in supplying регеа бё heir Course insulin ther. was 
; үз p. to a male patient who con had show? _ 


no response, failing even to 
after 3 months of daily treatment 
ls of insulin. During the second 
Se Of treatments, this patient also re- 
M B mgs. of perphenazine q.i.d., and 
dosage was always under 300 
„Не has just completed a course, 
reactions, with marked improve- 


Pe further aid in IST, we have now 
use ot Glucagon ( 2) using 0.5 
р intramuscularly to the patient 
10 to 15 minutes before we wish the 
Bent terminated. This drug is given 
[second stage of coma reaction, and 
Gases, the patients awake in from 
Uminutes, and are alert and able to 
fhemselves and drink orange juice 
Tt was found, however, that if 
had gone past early second 
Goma, the drug was ineffective, and 
then be given an intravenous in- 
Kof sugar solution. 
problem appears to have been 
ted the use of perphenazine in 
Коп with insulin. The coma reac- 
Н reached in the usual amount of time 
= to 3 hours), but then there ap- 


Ё CLINICAL RESULTS WITH THE USE 
OF DEANOL (DEANER®) IN SCHIZOPHRENIA 


i VERONICA M. PENNINGTON, M.D 
anol (2-dimethylaminoethanol) is an alized patients in April, 1957. The 
| Psychochemical келетт. It is range was 5 mg. to 25 mg. twice daily, арӣ 
At to be a precursor of acetylcholine Ње drug was not given after 3 p.m., so as 
fe „ Partially substitute for choline(2) not to interfere with sleep. Shortly there- 
© COmplete substitute as a growth after, the number of patients was increased 
Y oras eios). It has been to 100, отон аны with 
y depress the hippocampus range oe schizo 
pocampa stimulation Myers m ad vom € | 
: to reticular stimulation depression. y were : 
Teri > the interaction response be- accessible. The dosage of deanol ranged 
“acular formation and hippocampus between 25 mg. and . 
* Potentials of reticular formation period of therapy was 
“Sea and barbiturate induced im- Some y 
Of the reticular formations is over- from use of reserpine, chlorpromazine, tri- — 
rand the resistance of the heart to — fluopromazine and perphenazine ; in these _ 
Mrbital is doubled by deanol(7). patients deanol was used to combat the ` 
San Our study with 30 institution- lethargy. à 
St Meadowbrook Rd. Ja cid] MÁS The medication was given orally, in- Я 


, í " d 
Mac Aid LA aA ibm... a. 
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arly, or intravenously, parenteral 
py being utilized when the patients 
refused oral therapy. We tried intravenous 
therapy merely as a test to determine the 
required for effect. Since deanol is 
ntially replacement therapy, rapid onset 
f action is not a necessary requirement, 
Other analeptic drugs, such as methyl- 
-phenidylacetate hydrochloride, d-lysergic 
diethylamide, etc., are more effective when 
| administered intramuscularly, but, for most 
patients, sustained action is desirable, and 
_ сап be obtained by oral administration of 
any efficient analeptic drug(8). 
. The criteria for improvement were in- 
ed interest in surroundings, and work 
acity ; decreased mutism ; improvement 
retardation and depression, and improve- 


here was no significant difference in 
reactions of 10 nonpsychotic as com- 
to psychotic patients. When indiffer- 


psychotic and non-psychotic patients. 


e patients. Side actions seen in 5 patients, 


ad taken 10 mg. tid. for 5 da 5 
the Deaner was discontinued UNA 
Е hypertonia of the neck musculature. 


Ж GEORGE Н. REYE, М 


ў The admission to Northern State Hospi- 

wi a single month of 2 patients 
ubsequently diagnosed as acute brain 
sy ndrome, bromide intoxication, made ap- 


Respectively, Director of Research, and Chi 
Ee Northern State Hosp., Sedro woole 


CLINICAL NOTES | 


Anorexia was not noted : instead, appetite 
was increased in 33 patients. 

The purely analeptic effect of methyl. 
phenidylacetate hydrochloride, iproniazid, 
and pipradol is more marked than that of 
deanol. 

SUMMARY 


Deanol was used in 100 institutionalized 
female schizophrenics. It was moderately 
effective in 25%, producing increased in- 
terest in milieu, work and recreation, and 
decreasing somatic delusional trends, de- 
pression, retardation, and mutism. Side ac- 
tions were minimal, and all were controlled 
by dosage regulation. 
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A NEW SCREENING TEST FOR BROMIDE INTOXICATION 
-D. лхо JOY R. JOFFE, M.D. 1 


parent the need for a simple screening p 
for bromism. On admission both patiens 
were totally disorganized and so serious? 
ill that transfer to the medical service Wi 
mandatory. The diagnosis not immediatey 
apparent in the first patient, was only 50$ 
pected when symptoms of toxicity claim 


the physician’s attention. The initial serum 
bromide levels were 412 mg.% and 385 
mg% respectively. On appropriate treat- 
ment, both patients completely recovered. 

The routine determination of serum bro- 
mide levels would insure proper diagnosis. 
However, they would impose needless de- 
mand on the limited laboratory service 
available in most state hospitals. 

Urine was selected as the medium for 
testing: 1. Bromides are principally ex- 
creted by this pathway ; 2. The established 
admission urine could be utilized. Initially, 
а urine bromide screening test using gold 
chloride, the reagent in the serum bromide 
test, was evaluated. This was discarded 
when a considerable number of false posi- 
tive reactions were obtained, principally 
from phenathiazine drugs. Subsequently, a 
simple, accurate screening test was de- 
veloped that involves the conversion of the 

omide ion to free bromine. The free 
bromine is then extracted and concentrated 

either Toluene or chloroform. These ex- 
tracting agents, being nonmiscible with 
water, form a definite layer in urine. The 
Presence of bromine and hence bromide is 
etermined by an orange to reddish color 
P the extractant. To date, after extensive 
ned with this reagent of urines of pa- 
ps on à wide spectrum of medications, 
lodi Se positive reaction has been observed. 
es will react but when extracted, a 

3 ie rather than the orange color 
Balint. t was noted that this reagent 

д n as sensitive as that employed in 

Ha Test( 1) for the detection of 
E ne and Sparine in urine, and similar 
co ег No confusion exists, 
Bono When Thorazine and bromide are 

i ае as the converted bromine 

fashion, and concentrated in the usual 

К е reagent used is acidified po- 

a AUR which, in the presence of 

the ар s free bromine. Chemically, 
| Egan ys KBrO; -+ 3H,SO, + 5KBr 

Performing " * ЗА 3K:50,. The method of 
Proportion est with the most useful 
1 s to employ is : 

5 cc. of a 2:1 mixture of 20% 


* and a saturated solution of KBrOs 
CC. of urine, 


i 


col 


Н.$О, 
03 
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2. Stopper the tube, invert to mix, and 
allow to stand for 3 minutes. " 

3. Add X cc. of either chloroform or | 
Toluene ; restopper the tube; shake; and - 
allow to stand until separation takes place, _ 
The separation is usually complete in 2 _ 
minutes, 


Е 
4. A positive test for the presence of ` 


bromides is the appearance of an orange - 


to red color in the extractant. 
To determine the sensitivity of this urine — 


test, bromides were administered to several —.— 


patients. Serum levels up to 200 mg.$ were - 
obtained. Medication was stopped and bi- 
weekly serum bromide levels were deter- 
mined and correlated with daily qualitative | 
urines. The bromide serum level of Patient 
“A” declined from 195 mg.% to 115 mg.% in _ 
7 days and daily urinary bromides were _ 
distinctly positive down through a serum | 
level of 80 mg.%. Although it has been cited _ 
that urine concentration parallels that of | 
serum(2), in our hands, urine bromide | 
levels run about one-half that of serum | 
levels. This urine test is sensitive to at least 
40 mg.% of bromide in urine, and this end | 
point is further confirmed by serial solutions — 
of bromides. E. 
Theoretically and actually, the sensitivity | 
of the test could be and is improved by - 
using larger amounts of urine. The 3 сс. — 
amount has been selected as certain to de- 


tect the presence of bromides in the toxic Б 


range. Subsequent to the development of 
this test, it was brought to our attention 
that a urine bromide test has been de- 
scribed in the literature for many years, 
utilizing fuming nitric acid. We found this 
test, as described, to be completely insensi- 
tive to bromide. 

The commitment to state hospitals of 
patients with psychoses due to bromide in- 
toxications remains a present day occur- 


rence, The value of early diagnosis would E 


x 


be the frequent possibility of treatment in 
the general hospital and the avoidance ОЁ 


needless commitment. We would like to 


suggest that the urine screening test for 
bromides described herein would be of 
assistance in the diagnosis of cases where 
Bromism is a possibility. It is further sug- 
gested that this test could be easily in- 
corporated into the admission urinanalysis 
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in state hospitals in order to determine 
present incidence and to provide for early 
treatment 

BIBLIOGRAPHY 


1. Forrest, Е. M., and Forrest, I. S.: Am. 


CLINICAL NOTES 


[ Augst 


J. Psychiat, 113: 931, 1957, and 114: 991, 
1958. 

2. Hepler, Opal: Manual of Clinical Lab 
oratory Methods, Springfield Charles € 
Thomas, 1955. 


PROMAZINE AND COMBINED PROMAZINE-MEPROBAMATE 
TREATMENT OF HOSPITALIZED PSYCHOTIC PATIENTS 


- After a 13 month preliminary trial of 
| promazine * in 200 hospitalized mental pa- 
tients (1, 3 i pre study,® which 


used dosages. Nine extremely noisy, unman- 
acutely hallucinating patients re- 
maximum doses of 4.5 gm. for 14 


optimum г 
usually was obtained with 900 mé to 1S 


promazine and 12 gm. mepro 
. For maintenance, daily oo 
mg. promazine and 800 mg. meprobamate 


the cooperati 
- Charles Buckman, MD, ced Je Rothery Haight 
| MD, Assistant Director, and Reuben Cares, MD. 
Е of Clinical Laboratories, WT 
ro e is availabl 
et е as Equanil from Wyeth 


GEORGE VLAVIANOS, M.D., 


anp LUDWIG FINK, М.О! 


generally sufficed. For the catatonic and 
negativistic, a “break-through” trial was 
conducted with promazine alone. If there 
was no response, EST was administered, 
after which medication with promazine was 
resumed. 

Psychomotor excitement and destructive- 
ness generally were controlled with the 
higher doses of promazine. In selected 
chronic cases joint administration of lower 
doses of promazine with meprobamate, in- 
dividually adjusted, produced the same 
effect as higher doses of promazine 
alone, and aided liberalization of the ward 
program. Need of EST and coma therapy 
was reduced, and indications for lobotomy 
minimized. Eighty-three (nearly 28%) of 
the overall total of 300 have been released. 
Of these 17 (20%) have returned ; alcohol- 
ism necessitated readmission in 10. 
mental disorder was not intensified by tbe 
medication, nor were there any signs 
habituation. ] 

Drowsiness and dysarthria developed i 
2 of the 9 who received high doses of pr? 
mazine, but subsided in a maximum 0 
days after reduction of the dose. Grand m 
seizures occurred in 3, who had recei 
daily doses of 900 mg., 2.4 and 3 gm. р 
mazine respectively, Discontinuance for 10 
days and resumption at 300 mg. per €? 
induced no further seizures in 2. In the 
third patient one additional seizure 0% 


men for 2 months after which promaziné 
alone, in daily doses of 300 mg., has b 
duced no recurrence in the ensuing, 


months. Monthly routine laboratory sue 
demonstrated high alkaline phospha ally 
levels in 3 patients who receive 


nda di Г Tw 


sof 600 to 900 mg. promazine alone. 
"the findings became normal after re- 
jon of the dose to 300 mg. daily. In 
d, clinical improvement permitted 
nuance of treatment. 
dizziness or fainting oc- 
d in 3 who received promazine alone, 
4 who received both compounds, 
] not contraindicate medication. 
d mild rash and itching developed 
of the 69 (17%) who received the 


L . DRUG USE-RATE IN A STATE HOSPITAL 


J. R. WHITTIER, C. D. KORENYI, О. DIAMOND, P. J. TOMLINSON, AND 
‚ Н. A. LABURT! 


the medications chlorpromazine 
pine were made available to hos- 
or the mentally ill in the United 
Additional drugs have appeared 
hen, and their overall effectiveness 
iderably modified psychiatric treat- 


ether a drug once introduced contin- 
be prescribed might be determined 
* ratio of therapeutic effectiveness to 
incidence of undesirable side effect, 
ided the elements of this ratio were de- 
1 determining factors in- 
at least 1. The drugs availability 
the hospital pharmacy, 2. Pressure by 
naceutical representatives to initiate 
continue use, 3. The kind and volume 
"mation available concerning new 
4. Attitudes to drug therapy of physi- 

le for patients, and 5. The 
y of the hospital administration to drug 


us article provides graphic records of 
“tates of tranquilizing and stimulant 
a large state hospital. 


AND METHODS 


S New York State Department of 
Hygiene a special form was revised 

пагу 1955 (Form 41-DMH) to per- 
Feporting of total patients receiving 
"TOmazine and reserpine, and male 
ale sub-totals. These reports were 
#0 those previously submitted de- 


т State Hosp., Queens Village 27, N. Y- 


combination, had no relation to or 
duration of treatment, and su on 
discontinuance. This was considered an ex- 
pression of individual sensitivity, probably 
to meprobamate. 
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drugs, other special therapies, so- 
matic therapy of the aged, - 
therapy. 


uilizing drugs or combinations and З 
shat pues е plotted graphically 4 
(Figure 1). Only drugs reported as being — 
prescribed to 10 or more patients were in- 
cluded in the study. Po pou 

drugs in experimen! were 
resi At the end of 1958, the total hos- 
pital population was 6,325 (2,621 males and 
3,704 females). 


RESULTS 

It will be noted that a use-rate listing 
of drugs by descending order is : 1. Chlor- 
promazine, 2. Promazine  ("Sparine 
Wyeth), 3. Reserpine, 4. Proclorperazine 
(“Compazine” SKF), 5. Meprobamate 
(*Equanil" Wyeth—"Miltown" Wallace), 
6. Triflupromazine (^Vesprin' Squibb), 
7. Mepazine (“Pacatal” Warner-Chilcott). 
Chlorpromazine demonstrates by far the 
greatest use-rate, approximately 4 times 
that of its nearest competitor, promazine. 


_ „ТМ FIGURE 1 
-  . NUMBER oF Patrents RECEIVING 


THÉ Four 
EacH Druc MontHLY (OrDNaTE) DURING 
_ Yran Perion Stupep (AnscrmsA). № 


ОТЕ THAT ỌRDINATES DIFFER, 
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д 
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mgs manifesting continuing steady 
wth in use-rate are as follows, in rank 
: reserpine, proclorperazine, mepro- 
mate, triflupromazine, benzedrine. Drugs 
ently stabilized in use-rate after steady 
towth are as follows, in rank order : chlor- 
pmazine, promazine. Drugs manifesting 
owth and decline аге: methylphenidate, 
spazine (male service). 
e fluctuation in use of mepazine on the 
ale service was apparently related to the 
eduction of triflupromazine, which 
apeted effectively for use on the avail- 
? population of this service. 
ble use-rate phenomena include the 
rise for triflupromazine, the relatively 
numbers of females receiving proclor- 
e, and the passage of reserpine by 
ine in May of 1957. The brief ap- 
ance of iproniazid was determined by 
artmental decision temporarily to 
end use until toxicity was better de- 


tendency for use-rate by sex to follow 
ital population sex distribution is ap- 
Use-rate total for female patients 
s that for male patients for all drugs 
reserpine, triflupromazine, mepa- 
and benzedrine. 

inally, there is an increasing trend to 
© use of new drugs for more patients, 
ifested by the irregular increase in the 
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initiating of new drugs on the services : í 
in 1955, 1 in 1956 and 4 each in the у 
1957 and 1958. Combinations of 2 or m 
drugs began to appear in 1958 (2 i 
stances). By the end of the observation 
period, 61% of the total hospital popu a 
tion, (21% of the male, and 40% of the fe- 
male populations) were receiving one 
more of the drugs. Of the total, male, 
female patients on drugs, 34%, 11%, | 
23% respectively were receiving chlo 
mazine. 
SUMMARY 


Use-rates for 9 tranquilizing and 3 s 


drine, methylphenidate, and iproniazid. — | 
By the end of the observation 6] 
of ће total hospital population, (21% of 
male, and 40% of the female popula 
were receiving one or more of the 
Of the total, male, and female popul: 
on drugs, 34%, 11%, and 23% respecti 


were receiving chlorpromazine. 


OTT B. McATEE, M.D. ano GEORGE A. ZIRKLE, Pu.D.' 


- Hospital administrators and the public 
in general have been led to feel that it 
would be like putting a "lamb in a lion's 
cage” to admit a mentally ill child to an 
adult ward of mental patients. Is this 

eotyped view correct ? It is the conten- 
n of the authors that it is not. Further- 
ore, just the opposite may be true. This 
not an idle opinion, but derives from a 
etailed research investigation of two chil- 
dren who were patients at this Hospital. 
‘One was a 12-year-old boy and the other 
an ll-year-old girl. After an initial period 
of hesitation, these children adjusted rapid- 
ly to the adults on their ward. Their re- 
covery was not hampered by the adults, 
or were they abused. Instead, they became 
е objects of much “tender, loving care.” 
ne adults even vied with each other 
to do things for them. This was especially 
of those who had children of their 
wn. Most of these quickly assumed the 
1 ther" or “mother” role, And surely this 
Should not be surprising ; for the common 
an situation is for the different ages to 
together in families. 
A 3-fold plan was used in evaluating the 

cess of the "family" situation on the 
d. First, the number of social contacts 
f each child with others on the ward were 
ounted over a 2-day period. The same was 

e for 2 adult patients in each ward 
o were matched with the children as 
ely as possible, except for age. Results 
howed decidedly more child-adult contacts 

n adult-adult contacts. The same was 
ound to be true when the children were 
aced on visiting wards for a day. Sec- 

y, à sociometric nominating procedure 
evealed the children to be amon 
popular on their wards. boa 
f The third procedure was to poll the 

nions of nurses and attendants on the 
1 Respectively, Chief Medical Director and Super- 
intendent i i p ыт 
| ? 3 Мыек а Ra Madison State 
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ADMINISTRATIVE NOTES 


MENTALLY DISTURBED CHILDREN 
ON WARDS WITH ADULT MENTAL PATIENTS 


$9. 


wards in question. Some disapproved the 
arrangement at the start, and continued to 
do so. They noted that the children made 
some patients nervous, and others homesick 
for their own children. They predicted the 
children would be spoiled by so much 
attention. However, other nurses and at- 
tendants changed from skepticism to ac- 
ceptance, and in some cases іо  nthusiasm 
over the therapeutic possibilities of the 
family ward situation for adults and chil- 
dren alike. They remarked on the warm 
social relationships stimulated by the chil- 
dren. And they expressed approval for the 
decline in egocentric preoccupation in some 
patients who cooperated with cach other 
to do things for the children. The ward 
routine was not disrupted, but was made 
more lively by the presence of the children. 
No sex interest in the children was noted, 
but general interest in their activities an 
loving care for them was frequently ob- 
served. Male patients tended to abstain 
from using profanity or smutty talk before 
the boy. А 
There is по wish to imply that children 
and adults should be mixed together in- 
discriminately. Age segregation will no 
doubt continue to be needed for most men- 
tal patients. The view that it must 
maintained for all, however, was not sup- 
ported by these findings. Stereotyped fears 
at this point need to be discarded. In the 
light of the research results, it is the 3U- 
thors’ opinion that an occasional C 
placed on an adult ward will find there ? 
suitable treatment environment and, mo 
over, that the presence of the child "d 
enhance the therapeutic milieu of t i 
adults. In other words, it is contended к 
the family or mixed-age ward constitute 
a distinctive form of treatment, and beck 
deserves a serious place along with o 
environmental treatment measures in 
pital management. For carefully selec 
children and adults it has real value: 
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After eight years of research, during 
Which it had the full cooperation of the 
Army and the Veterans Administration, 
the Conservation of Human Resources 
Project has recently published The Inef- 
fective Soldier: Lessons for Management 
and the Nation in three volumes entitled 
"The Lost Division,” “Breakdown and Re- 
covery, and “Patterns of Performance” 
(Columbia University Press, $6.00 each). 
At an early stage of the investigation 
the Conservation staff was fortunate to 
elicit the cooperation of 35 psychiatrists 
who had held senior positions in the 

Services during World War II. An 

analysis of their communications was pub- 

in 1953 under the title Psychiatry 

and Military Manpower Policy: A Re- 

гүш of the Experience in World War 

Il, and many of the leads which they pro- 
were most helpful. 

Even if one selects only those findings 
i are likely to be of greatest interest 
i аш, it is not easy to summarize 

о t 900 pages of text, with 150 key tables 
Which present data almost all of which 
УМА never been published before. The 

t useful procedure will be to set out 
Bd ader theoretical findings and to 
ү ve a minimum number of facts around 


Pethaps one of the most important find- 
Ж, the entire investigation is the 
read effort to predict performance 
tions] a fn primarily, in terms of "emo- 
Et Joh ilit" The ability of a man to 
6 » to marry and support his de- 
the ag and to stay out of trouble with 
mn criteria for socially ac- 
his ph siberformance- depend primarily on 
his ah cal and intellectual capacities and 
| vation. While emotional factors are 
КЕЙ t for understanding how a man 
клу are likely to keep him from 
К Cana, Conservation of Human Resources Proj- 
ersity, New York 27, N. Y. 
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PERSONALITY AND PERFORMANCE 


ELI GINZBERG + 


performing acceptably only if the dis- 
turbance is a serious one. j 

The proper study of performance must - 
go beyond the individual and include a — 
consideration of how the policies of the ` 
organization for which he works and the _ 
pressures and supports in the larger еде - 
vironment affect his performance. In ` 
Breakdown and Recovery the Conservation — 
staff presents about 80 detailed case his- _ 
tories selected specifically to illuminate the — 
multiple factors in performance—individual, _ 
managerial, environmental. С 

The foregoing helps to explain why it - 
was that although 1.75 million men were | 
rejected for mental or emotional reasons и 
in World War II, another 750,000 had ta ` 
be prematurely separated for the same. 
causes. Aside from serious limitations in 
screening procedures the basic theory of 
psychiatric selection was faulty. Only - 
about 170,000—or approximately 1 in every - 
5 men who was prematurely separated— _ 
had clear indications in their records of - 
ineffectiveness, which, had they been noted, - 
would have led to their being rejected at _ 
induction. Better screening would have _ 
identified more potential failures, but the _ 
important point to stress is that for the 
country as a whole, higher rejection rates 
were found not to be associated with lower 
separation rates. With 1 out of every т 8 
young men in the country being rejected — 
or prematurely separated, raising the 3 
screening criteria would have been no _ 
solution. If that had been done, the Armed - 
Forces would not have been able to meet 
their manpower requirements. 

The single most useful criterion for as- _ 
sessing a man's potential performance is | 
his educational background. Those with E 
only a few years of grade school had an 3 
ineffectiveness rate in the Army four times 
greater than the high school or college 
men. A surprising finding was that men 
who had been divorced at the time of 
their induction and those who had re- 
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mained single during the decade aíter 
their separation had a five times greater 
rate of ineffectiveness in their life n 
formance patterns than did those who had 
married and stayed married. Apparently, 
marital difficulties frequently reflect funda- 
| mental personality difficulties that affect 
| all aspects of a person's performance. 
1 Another interesting and important find- 
| ing that warns against the indiscriminate 
- use of clinical categories for the purpose 
| of predicting performance is the record of 
soldiers who suffered from a psychosis. We 
were impressed to find many men who 
were unquestionably psychotic who man- 
aged for considerable periods to perform 
- satisfactorily. Moreover, approximately half 
_ of all the men а Ke psychosis 
- readjusted after the war. 
group of half 
i ed 


- The record of the entire 
- a million soldiers who were 
- for ineffectiveness showed that approxi- 
y 7 out of 10 were able to make a 
actory readjustment to civilian life, 
some quickly, some more slowly. While 
We were able to identify many different 
ctors as contributing to the successful 
readjustments of these veterans—discharge 
rom the Army, family supports, disability 
compensation, medical care—by far the 
ч [most important appeared to be the high 
level of employment. The ability of a man 
_ to shift around until he found a job to his 
liking and the willingness of employers 
to make adjustments to meet his special 
‘needs, particularly during his first months 
аё work, proved a boon. A job means pur- 
. pose, companionship, sense of accomplish- 
. ment, income, status, and the ability to 
discharge ones obligations. A job is the 
“Precondition for adjustment ; unemploy- 
ment is the greatest individual and social 
scourge, 
pn Patterns of Performance the staff had 
an opportunity to «Meo a man’s per- 
mance over sev decades—before, 
- during, and after military service. This 
E approach helped to illuminate the extent 
— to which ms nemo tends to be 
. more or less stable over longer peri 
and further to identify the Seah csi 
. responsible for stability or fluctuation in 
_ their life performance patterns. Somewhat 
Over half of the entire group show an 


"adjusted" life performance pattern. About 
20% had a “vulnerable” pattern 


they per- 
formed satisfactorily in. civilian life but 
could not meet the demands of the Army 
About 10$ had a broken pattern—satis. 
factory performance record up to break. 
down in the Army but no recovery. The 
remainder, about 17%, had a consistently 
poor record—before, during, and after 
military service. 

The investigation helps to correct some 
widespread misconceptions. For instance, 
only 1 out of every 5 men who became 
ineffective ever saw combat; only 2 out 


of every 5 ever got overseas. Even more 
surprising is the finding that the wounded 
veteran who was discharged for psychi- 
atric reasons had the highest r::covery rate, 
doubtlessly reflecting better selection for 
combat units. While Negroes generally 
had an ineffectiveness rate twice that of 
whites, no significant difference is found 
when they are matched with whites as to 
education. In every regard the farm group 
showed up more poorly than the urban 
group: it had higher rates of rejection. 
higher breakdown rates in the Army, 
lower recovery rates after the war. Once 
again, the explanation must be found pri- 
marily in differences in developmental op- 
portunities, particularly educational oppor 
tunities. Я 

No support could be found for the belief 
that liberal disability compensation im 
pedes recovery. In general, the wide rang® 
of benefits made available by the Veterans 
Administration was judiciously adminis 
tered and definitely helped to speed the 
recovery of many veterans. Ek. 

The subtitle of the over-all study— Les 
sons for Management and the Nation- 
suggests the basic concern of the Conserv? 
tion staff with questions of policy. Ё 
better or worse, psychiatrists became үе) 
deeply involved during World War 1 т 
policy considerations affecting the whole 
gamut of military personnel practices an 
procedures. Increasingly, their concer 
continue to take them outside the men. 
hospital and their offices. As their p 
Shifts from the individual patient to e 
groups, it is hoped that the three volu 
on The Ineffective Soldier can help nd 
to broaden their understanding of 


nature of performance. For in account of the ways in which the ac 
with large groups the psychiatrist of management and the forces in 
to broaden his approach beyond Леб 
їп of psychodynamics to take 
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and most repulsive walks of life from being 
therein. It keeps the fisherman and the deck-hand at 
t nails the 

upon the lines of our nurture or our 

that disagrees, because there is no other 
8 to begin again. It keeps the different social 
he world that in most of us, by the age of thirty, 

П never soften again. 
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CONCERNING THE ORIGIN OF THE TERMS GROUP THERAPY 
AND GROUP PSYCHOTHERAPY 


Editor, THE AMERICAN JOURNAL ОР Psy- 
CHIATRY : 

Sm: In a review of Corsini’s Methods 
ој Group Psychotherapy, in the March 1959 
issue of this Journal, p. 840, Mr. Illing says : 
“Moreno claims for himself the first coinage 
of the term ‘group psychotherapy’ (1932), 
however, substantiating his claim, 


Z 
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Here follows the record in my own pub- 
lication: Vi ahead нгсн 

sification gressional Library, No. 
Publisher : National Commitee on 
New York, 1931-32, a chapter 
ng Group Therapy,” p. 60-61; 
Illustration of Group Therapeutics,” p. 74- 
76; "Group Therapy in an Institution of 
Insane," Ai pene NN 
therapy,” p. 103. 
"The Group Method monograph was the 
opic of a Round Table at the annual meet- 

of the APA, May 31, 1932, Moderator : 
m A. White. At this meeting the term 
psychotherapy" was first given cur- 


а Foreword by Wm. White, Nervous and 
ntal Disease Publishing Co., Washing- 
К D. С., First edition, 1934, Congression- 


itor, THE AMERICAN JOURNAL or Psy- 
ATRY : 

| Sm : In stating : “Moreno claims for him- 
self the first ved of the term 'group 
psychotherapy, Out, however, sub- 
sta ntiating his claim, although he cites 
many ‘witnesses, such as... > j 


oted his witnesses. I have not stated tha 
Moreno was not the first person to a 
US 0 | 


M V CES EETTINEN HERUM SER 
PC SE “ш ARTE em Pee TR ERU 


al Library No. 34-18502; see p. 437, 429, 
referring to chapter "Group Psychothera- 
py,” and the definition, p. 301, "Group 
therapy treats not only the individual who 
is the focus of attention because of malad- 
justment, but the whole group of indi- 
viduals who are interrelated." 

Group psychotherapy owed its emergence 
to sociometry and small group dynamics 
which was expounded by the author be- 
tween 1931 and 34; he formulated group 
therapy as a scientific methodology with 
the help of Drs. White, Whitin, Branham 
and Jennings. There have been forerunners 
of pre-scientific group methods in the 
U. S. A. and Europe before 1931. The most 
important influence came from Vienna 
since 1909. Many of these methods (psy 
chodrama, 1911, interaction methods, 1913, 
psychodrama combined with group thera- 
py, 1923) have been launched by this 
author and described in his German 

It is farfetched to trace the origins of 
group psychotherapy to European sociolo- 
gists. One could equally quote America® 
sociologists. Every new idea has fore 
runners but the moment of emergence 
the scientific group psychotherapy move 
ment into scientific history, its kairos, W35 
the year 1932, within the fold of the Ameri- 
can Psychiatric Association. 

J. L. Moreno, M. р, 
Веасоп, № Y 


REPLY TO THE FOREGOING 


the term “group psychotherapy" ; 1 hav? 


stated that he claimed to be the first 08° 
Dr. Moreno refers to Application of t 


‘Group Method to Classification, published 


in 1932, and in 1957, entitled : The Fits 
Book Moreno on Group Psychotherap 
Moreno 25th Anniversary 1932-1957 ME 
n0. The heading of page 60 reads : T 
cerning Group Therapy." However; the j; ef 
does not mention the word "therapy" 9. 


‘The Glossary contains a definition of “group 
су : "A Method of psychotherapy 
combines the technique of assign- 

ment with the technique of spontaneous 
treatment.” I am still at a loss to understand 
why group therapy has to be explained 
since it does not occur elsewhere in the text. 
Оп the other hand; I received assurances 
from individuals that they, too, laid claim 
to having invented the term "group psy- 
chotherapy.” Dr. Rudolf Dreikurs showed 
me his manyscript containing the protocols 
of his group psychotherapy sessions in his 
practice in Vienna in 1927. Accord- 

to Dr. Corsini (having published one 
the most comprehensive bibliographies 
=some 1,700 titles іп Group Psychothera- 
), the first writer having used the term 
therapy” in the title of a publication 

Was L. C. Marsh in 1935. Dr. George R. 


Bach and I have shown in Die 
fuer Psycho-Somatische Medizin (1 
that the French neurologists, J. Camus aad 
P. Pagniez, used the term group therapy 
in their paper, “Isolation and Psychothera- 
py,” published by Alcan in Paris in 19041 
S. R. Slavson claims of having used the 
term.in 1935 at the Jewish Board of 
Guardians in New York. 

It is obvious that Dr. Moreno has played 
a large and continuing part in group psy- 
chotherapy of the particular variety in 
which he is interested. I would like to make 
it clear that any statements about the 
origin of the phrase “group psychotherapy” 
is intended only to define its origin 
torically and not to detract from Dr. More- 
no’s part in this history. 
Hans A. Illing, Ph.D., 

Los Angeles, Calif, - 
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MALADIE DES TICS IN CHILDREN E 


Sim: I found the article, * A Clinical 
Study of Gilles de la Tourette's Disease 
Maladie des Tics) in Children,” by Eisen- 
“ie died al. (Am. J. Psychiat., 115, No. 8, 
eb. 1959) very interesting. I would like 
lo make several points about the article as 


authors make the following state- 
pent; "Its rarity is attested to by the in- 
frequency of case reports.” This is not 
y so. I have personally worked 
first 2 such cases in the last 4 years. The 
case was seen in 1954 ; I am currently 
qune With the second case which was 
E. One year ago. It would be equally 
E to conclude that, because I have 
NL. ee in 4 years, therefore maladie 
«B 1s commonly seen. I do not believe 
the £ 18 necessarily a correlation between 
frequency with which this type of case 
Po and the number of cases reported 
| literature, For example, Ferenczi, 
Work on tics(1) is widely quoted, 
deed on the work of Meige and Fein- 
son, t much of his case material. Wil- 
F Yao is quoted as saying that the 
“sls in maladie des tics is “sinister,” 


Editor, Tur AMERICAN JOURNAL or Psy- 
CHIATRY : 


also adds that at the time of writing he had 
not seen a case in years. à 
The authors state that "The etiology of — 
Gilles de la Tourette's disease remains as 
obscure as it was in his time. . . . 
also imply that therapy so far has not been 
successful except where one could modify 
the environment. They unequivocally dis- 
miss pharmacologic therapy as ineffective 
in their cases. 

It is difficult to generalize on the basis of 
2 cases but my experience differs from 
theirs in relation to etiology and therapy. 


The first case was that of a 14 year old girl 
first seen 5 years ago. The tics, behavior and 
learning difficulties started after a severe case 
of measles when the child was 8. The neu- 
rological examination only noted the charac- 
teristic tics ; the EEG was difficult to evaluate 
because of the movements. The psychological 
examination was of significance because the 
results as compared to a previous psychologi- 
cal record pointed to some deterioration. The 
psychological profile also showed indications 
of organic involvement. My impression was 
that this was a post-encephalitis case and 
would not respond to psychotherapy. How- 
ever, because the girl did not respond to medi- 
cation of various kinds, I agreed to refer her 
to a colleague who believed he might help 


NEWS AND NOTES 


= Karen Horney Cumwic FELLOWSHIP or 
‘THE AMERICAN INSTITUTE FOR PsycHo- 
ANALysis.—A $5,000 fellowship is available 
to psychiatrists applying for the full course 
of training in the American Institute for 
Psychoanalysis. The recipient will be 
granted $2,500 per annum during the sec- 
ond and third years. 
. Candidates must be graduates of an 
A.M.A. accredited medical school and have 
completed a one year general internship 
and two years psychiatric residency in 
- hospitals approved by the A.M.A. 

For further information write to the 
Registrar, Miss Janet Frey, American Insti- 
“tute of Psychoanalysis, 220 W. 98th St., 
New York 25, N. Y. 
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Ге National Library of Medicine of the 
. Public Health Service has issued a 258 
раво bibliography entitled Psychopharma- 
compiled by Anne E. Caldwell, M.D. 
[It contains references to approximately 
- 2,500 articles, published between Jan. 1952 
_ апа Dec. 1956, concerned with the effect 
_ of psychopharmacologic agents on the psy- 
_ ehologic, behavioral and encephalographic 
reactions of normal subjects, patients and 
laboratory animals. 
.. The book is divided into 4 sections: 
l. Drug Index, which lists the chemical, 
qm and generic names of drugs, drug 
groups and trade names of drug combina- 
tions with their composition; 2. Subject 
List of Drugs, and alphabetical listing with 
references; 3. Ancillary Subject List of 
Special Conditions and 4. An alphabetical 
Author List. 
= The book may be obtained from the 
- Superintendent of Documents, U. S. Gov- 
 ernment Printing Office, Washington 95, 
. D. C. Price, $150. 


MC BIBLIOGRAPHY OF PSYCHOPHARMACOLOGY. 
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Dn. Noyes Rermes.—Dr. John Е, Davis, 


Р. 


| Commissioner of Mental Health for the 


State of Pennsylvania, sends the informa- 
tion that informal ceremonies honoring 
‘Dr. Arthur Р. Noyes, former President of 


^ 


the APA, on the occasion of his retirement 
as superintendent of Norristown State Hos- 
pital, were held on Thursday, June 11, 
1959, at the Hospital. 

Since 1916 Dr. Noyes has held impor- 
tant posts in several hospitals in the east 
including Boston Psychopathic, St. Eliza- 
beths and the Rhode Island State Hospital 
for Mental Diseases. He was superin- 
tendent at the latter institute for seven 
years when he was called to the super- 
intendency of the Norristown State Hos- 
pital in 1936. He is the author of Modern 
Clinical Psychiatry and co-author of Text- 
book of Psychiatric Nursing, each in its 
fifth edition. 


Woro Renasmiration Funp, Inc— 
The creation of the Frank H. Rowe Me- 
morial Fellowship in Rehabilitation for 
post-graduate training in physical medicine 
and rehabilitation in the United States 
for a physician from Australia was an- 
nounced, June 1, 1959, simultaneously in. 
Melbourne and New York. The fellowship 
is being given by the World Rehabilita- 
tion Fund, Inc. in cooperation with the 
Australian Advisory Council for the Physi- 
cally Handicapped, the International So- 
ciety for the Welfare of Cripples, and the 
Smith Kline and French Foundation. The 
Fellowship was created to honor the late 
Frank H. Rowe, C.B.E., Director-General 
of Social Services, Commonwealth of 
Australia, 1949-1958, for his contribution 
to the development of rehabilitation serv- 
ices for the physically handicapped inter- 
nationally. 

The Fellowship is for a minimum of one 
year and is subject to renewal. Training 
under the Frank H. Rowe Memorial Fel- 
lowship will be given at the Institute of 
Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, 
N: Y. C; 

Currently there are 71 trainees (51 
physicians and 14 non-physicians) from 
different nations receiving long-term 8C 
vanced training in the United States UT 
der the auspices of the fund. 
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Address: World Rehabilitation Fund, 
Inc., 400 East 34th St., New York 16, N. Y. 
President : Dr. Howard A. Rusk. 


AMERICAN BOARD or PSYCHIATRY AND 
NrunoLocy, Inc.—In February, 1959, the 
American Board was authorized to under- 
take sub-specialty certification in Child 
Psychiatry. The following physicians, all 
Diplomates in General Psychiatry of the 
American Board of Psychiatry and Neu- 
rology, have been certified in the sub- 
specialty of Child Psychiatry : 

Frederick H. Allen, M.D., Philadelphia 
29, Pa. 
pk J. Curran, M.D., New York 28, 

X: 


Othilda Krug, M.D., Cincinnati 29, Ohio. 

William Siddon Langford, M.D., New 
York 32. N. Y. 

Hyman S. Lippman, M.D., St. Paul 4, 
Minn. 

Joseph Franklin Robinson, M.D., Wilkes- 
Barre, Pa. 


Tue ACADEMY or PsvcHosoMATIC MEDI- 
CINE—The sixth annual meeting of The 
Academy will be held October 15-17, 1959 
at the Sheraton-Cleveland Hotel in Cleve- 
land, Ohio. The meeting will be directed 
to the needs of nonpsychiatric physicians. 
Everyday office management of psychoso- 
matic problems will be dealt with in formal 
Papers, symposia, panel discussions, and 
small study groups. 

The meeting will be open to physicians, 
Psychologists, social workers and nurses. 
Information may be obtained from Dr. 
Bertram B. Moss, Suite 1035, 55 East Wash- 
ington St., Chicago 2, Ш. 


History or тнк BEHAVIORAL SCIENCES 
NrwsrErrER.—The history of the develop- 
ment of the behavioral sciences is a rela- 
tively new research area, to which numer- 
ous scattered workers have been attracted. 
As a medium of communication and in- 
formation a newsletter is to be established 
in the interests of anthropologists, psychi- 
atrists, psychologists, and any others 
working in this area, It will provide a 
means of requesting specialized informa- 
tion and bibliographical material; and it 
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will list new books and cooperative 
and developments pertinent to this field. 
The specific purpose of the first issu 
to contact those interested in the behavi 
sciences, to solicit their suggestions 4 
to obtain names and addresses from 
of others interested in this area. 
For further information write to. 
Eric T. Carlson, Payne Whitney Psychi 
atric Clinic, New York Hospital, 525 East 
68th St., New York 21, N. Y. 25 


EDUCATION OF PSYCHIATRIC AIDES.—| 
National League for Nursing has. 
lished a 27-page booklet entitled Su 
tions for Experimentation in the Ei 
tion of Psychiatric Aides, which points | 
the importance of preservice trai 
psychiatric aides and makes suggesti 
as to objectives, curriculum and evaluati 
of the students. ] 

The pamphlet is available from The 
National League for Nursing, 10 Columbus 
Circle, New York 19, N. Y. Price, $1. 


be given under the general headings 
Chemical and Behavioral Aspects of P: 
choses ; and a Symposium on the Genel 
of Disordered Behavior. There will also 
a panel discussion on Neuropsychiatric. 
pects of Space and Depth Medicine. 
For further information write to Day 
J. Impastato, M.D., Eastern Psychiatric 
Research Assoc., Inc., 40 Fifth Ave., New - 
York, N. Y. E. 


New York SrArE Narcotic ADDICTION | 
RrskAnCH.—ÀAt Manhattan State Hospital | 
is now located the first research unit in- 
narcotic addiction in New York State. It - 
will contain 55 beds for inpatients and - 
ample provision also for outpatient care, — 

The work of the center will be inte- - 
grated with the new program of treatment - 
and clinical research conducted by the 
city of New York. Ў 

Mu-CoNTINENT PSYCHIATRIC — ÁSSOCIA- 
тох. Тһе annual meeting of the Mid- | 
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. Continent Psychiatric Association will be 
г held September 18-20, 1959, at the Holiday 
. Inn Hotel, St. Louis County, Mo. Presi- 
‘dent James N. Haddock, St. Louis, will 
preside and the incoming president is Dr. 
Louis Cohen, Little Rock, Ark. Twelve 
- scientific papers will be presented. Out- 
— of-town speakers will include Dr. Adolph 
—— Sahs, Iowa City ; Dr. Joseph B. Parker, Jr. 
_ Lexington, Ky. ; Dr. Manfred Guttmacher, 
- Baltimore; Dr. John O'Hearne, Kansas 
_ City; Dr. Charles Shagass, Iowa City; 
_ and Dr. Herbert Modlin, Topeka. 
- — For further information write James N. 
Haddock, M.D., President, 950 Francis 
- Place, Clayton 5, Mo. 


y». 


© NATIONAL Association For MENTAL 
- Нелітн.—1п its Annual Report, issued June 
_ 8, 1959, the N.A.M.H. stated that the num- 
- ber of resident patients in state and county 


Ње end of 1957, a reduction of approxi- 
_ mately one-half of one percent. Admissions 


ernment appropriations for research, 
ning and community services rose sub. 
tially in 1958. Congress appropriated 
000,000 for the budget of the National 
titute of Mental Health, compared with 
,000,000 in 1957. 


__Мовтн Paciric Disrucr Branc APA, 
—The third divisional meeting Ө Ате 5 
will be held in Seattle, Wash., September 
24-297 as a joint meeting with the West 


Stuen, M.D., 1206 South 11% St, Build. 
p Tacoma 5, Wash. 

Н e joint meeting will be preceded Ъ 
meetings of the Western fete ран. 
erapy Society, September 21-23 and two 
Sponsored by the Western Interstate Com- 
Mission on Higher Education, Directors of 
Nursing Services and Directors of Educa- 
. tion at Lake Wilderness, September 21-93 
nd Mental Hospital Superintendents the 
afternoon and evening of September 93, 
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Салмвврсе Universitry SYMPOSIUM ох 
Deprression.—This symposium will be held 
at Cambridge from September 22 to 26, 
1959, inclusive. It will consist of lectures 
and discussions on the following 4 aspects 
of the subject: clinical, neuropharmaco- 
logical, psychological, therapeutic, one of 
which will be discussed each day. The 
Proceedings of the symposium will be in 
English and will be published by the 
Cambridge University Press, 

Accommodation and board will be pro- 
vided in Clare College, and inclusive of 
gratuities will be £10 10s. The fee for the 
full course is £6 6s. Od. ; part-time, £1 
lls. 6d. per day. 

The symposium will be introduced by 
Prof. Aubrey Lewis, Maudsley Hospital, 
London ; the lecturers will include Prof. 
Leucio Bini, Rome ; Prof. Cazzullo, Milan ; 
Dr. E. Beresford Davies, Cambridge ; Dr. 
Russell Davis, Cambridge; Dr. Deniker, 
Paris; Dr. Feldberg, London ; Dr. James 
Flind, London ; Dr. Hoffer, London ; Prof. 
Mayer-Gross, Birmingham ; Prof. Rothlin, 
Basle ; Dr. Sargant, London ; Prof. Jackson 
Smith, Nebraska; Prof. Zamgwill, Cam- 
bridge. 


Dmecrors or Private Non-Prorit MEN- 
TAL Instrrurions Meer.—In 1844 Dr. 
Thomas Kirkbride and 12 other heads of 
hospitals held a meeting on the grounds 
of the Pennsylvania Hospital in Philadel- 
phia, at what was then a rather new hos- 
pital at 44th and Market Streets. 

Through the years the directors of the 
private non-profit mental institutions on the 
Atlantic coast have met from time to time 
and discussed their mutual problems. This 
practice has continued to the present time. 
On June 12, 1959, at the invitation of Dr. 
Lauren H. Smith, the Physician-in-Chief 
and Administrator of The Institute of the 
Pennsylvania Hospital, 8 directors of these 
same institutions visited the new Institute 
of the Pennsylvania Hospital which was 
opened on January 28, 1959, simultaneously 
with the closing of the famous old 44th 
Street Department. The directors spent 
some time in going through the colorful 
new building which is furnished in modern 
furnishings and air conditioned throughout. 
They then adjourned to a luncheon meet- 
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ing where many problems were reviewed. 

Of special interest were studies furnished 
by each director of the ratio of the nursing 
personnel to the average census of patients, 
emphasizing the interrelationship of the 
nursing education division to the relative 
costs of such in the hospital treatment pro- 
gram. The group felt that it might be ad- 
visable, if possible, to undertake a short 
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HOSPITALS APPROVED AND CONDITIONALLY APPROVED 2 
BY THE CENTRAL INSPECTION BOARD , 


As of May 15, 1959, the following hospitals have been added to the list of the 
Inspection Board published in the August 1958 issue of this Journal, page 173 : 


Compton, Cal. ; Hall-Brooke Sanitarium, 


Approved : Compton Sanitarium, 


Farms, Conn.; Anclote Manor, Tarpon Springs, Fla. ; 
Ga. ; Falkirk Hospital, Central Valley, N. Y.; Four Winds, 
an Hall, Asheville, N. C.; St. Albans Psychiatric Hospital, Radford, Va. ; Tucker 
pital, Inc, Richmond, Va.; Westbrook Sanatorium, Richmond, Va. ; 
Roy-Rousseau, Mastai, P. Q., Canada (all private hospitals). 


Conditionally Approved : Clearview Hospital, Evansville, Ind. (private hospital). 


The following candidates were certified by 
this Board after examination in New Orleans, 
La., March 16-17, 1959. 


PSYCHIATRY 
Abrams, Arnold Louis, 270 Commonwealth Ave., Boston 15, 


Asnew, Рац Comstock, 679 North Michigan Ave., Chica- 


во 1 

Alvarez, "Flavio E., Clausells Bldg., Ponce, Puerto Rico. 

prenowiez, Albert н; 5058 ес, re "Madison, Wis. 

Bons Cecil G., Вох 76, Yankton, $. О. ү 
Ма, Stuart, 1942 Sherman St, S.E., Grand Rapids 6, 


ic] 
Bernstein, ose; т 
» ph L, 26 Mulberry St., Springfield, Mass. 
Bonsted,’ Theodor, 256 Summit St, Marion, Оо, p 

Calif.” Milton’ H., 9735 Wilshire Blvd., Beverly Hills, 


na 
Butts, Henry L., 725 North University Ave, Ann Arbor 
Qin Arthur James, 
Ar , 1075 РІ „ Belmont 79, Mass. 
Calobrisi, Arcangelo, 110 East 36th S Rim York 16, N. Y. 
н John Lowndes, Medical Arts Bldg, 1421 Chapala 
Carlin, Jara Darbara, Calif. 
P.C pA New, Jersey State Hosp. at Ancora, 
N nton, Я " А 
азов, James E., Brookville Medical Bldg, 6779 Memphis 
Castelnuovo- Tedesco? Омо. А мА 
i , Pietro, Beac ч ton, : 
cedit tl Robert, 127 North Madison Ave, Pasadena, 
Schoor Шога Irwin, Dept. of Berchistry, Duke University 


ool of Medicine, Durham, N. 
Conkling, „Frederi ү Jackson Memorial Hosp. 


ees OX 


research study as to the cost of 

education in private non-profit mental h 
pitals, and how much it added to 
financial burden carried by families, 
though it was obvious that the presene 
such nursing schools in these psychi; 
hospitals maintain a very desirable m 

patient ratio that added much to the 
treatment program. 


Brawners Sanitarium, Sm: 
Katonah, N. Y., Appa 


у 


and Cliniqt 


Cray, Gordon Cameron, 850 Middlefield Rd., Palo Alto E 
er, William А 1145 Oakland fic 
DeMyer, Marian „ LaRue D.. 
15 West 10th St, Indianapolis 7, Ind. ИР, 
De Wir Гезе al D banc S Ease 96th St, New York 28 
ir ez, Luis, 31 West 86th St, New York 24, N. Y. 
ees et M., 417 Lincoln St, Johnstown, Pa. A 


iz, „ 12 West 96th St, New York 25, N, Yi 
а h хе? Jeans, 207 West Washington 
U 


трапа, Ill. 
isher, Saul H., 124 East 65th St, New York 21, N. ` 
Fin Gerald, Joseph A., 1315 West Tenth St, Indian 


UNDC E Student Health Service, University of Col 


der, lo. 
vi „ State Hosp., Raleigh, N. С. 
Bolles, Darig Нему 1246$ South Downing St, Denver 


Gites: James P., 612 North Michigan Ave., Chicago : 
Golloway, Glenn G., 26 Brooks Bldg, 201 East Liberty, 
Ann 


h 


Ч h, feel 
Gray, ano UON 206 East Chestnut St., Louisville :2, Ky 


Green, h Martin, 
"д and Oakley,’ Т 
Gregory, T. Richard 


dh St. Phoenix, Ariz. 
Hawt John ‘William, 40 South Clay St., Hinsdale, Ill. 
Hastings, Philip Ross, VA Hosp., Canandaigua, N. Y. 
Henker, Fred O., Ш, Dept. of Psychiatry, University of 
Arkansas Medical Center, Little Rock, Ark. E 
Hill, Robert C., 5632 Woodmont Ave., а 17, Pa. 
Ној реб га C., 427 North Camden Dr., Beverly. 
Horenstein, Simon, 360 North Bedford Dr., Beverly 


Neen Pa Sunon PL. A, pas Ez. м. 
Will bh 3 University of Minnesota ыман, 
Han, VA Hosp. 54 Se. and 48th Ave. 
5 Lester, Чы Madison Ave., Pasadena, 


Kein, Eugene Herber, 15 Cametbury Rd, Great Neck, 


$6 Bese 80th S, ит Хок, Y 
Бесы di e үү Ср Re Hew 


Om 623 Southdale Medical Bldg. Min- 


a ee serpy Nema noe 


ог ‚М.Ү. 
Center, Los peak 24, 


эрш, Leoni, эйт Tote в. Suite 202, Pittsburgh 13, 
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Topeka, Каа, 
N. Ee: CN Tr 
Paul Harold, Locus St., Northampton, Man 


William M. a s University Hosp., о 
Sieg Donald Gabriel, UCLA Medical Center, Los Angeles 
Silberstein, "Richard М., 144 Clinton Ave, Staten Island, 


Smash, William Frederick, Jr., 537 Watson, Apt. 7, Topeka, 
Stage, Thomas B., VA Hosp., Topeka, К. 
Joseph, Eastern Pennsyl Psychis 1 
‘Ave. and Abbousford Ra.’ Philadel um S ren. 
Steinkirchner, Albert V., 14 Corey Rd., Brookline 46, Mass, 
il Arthur Thomas, 46 East 73rd St, New York 2L 


N. 
то „Edward Bruce, 7 South Main Sc, West Hartford 7, 


aay. Emanuel 17007 Kercheval Ave., Grosse Pointe, Mich, 


т Granville, University of North Caroling 
Ts. As Ot Medicine, Chapel HUI NI p 
Townley, Merlin C., Wayne County ae Hosp., Eloise, 


Henry 


Visorsky, ен M., 646 North Michigan е, Chice 
viker Nancy Adine, . of Psychi Lousiana Stare 
University School of Medicine, New Orleans 12, La 

chiatric Institute, University 


estman, Jack C., Neurops 
Hospital, Ann Atbor, Mich, 
White, Charles M., 416 North Bedford Dr., Beverly Hills, 
Wiedora, William Schaffrath, of pes 


Uni School’ of Medicine, 1542 
Ave., New Dip 155001 Іа. 
„ Purdue University, Student Health Service, 


Wingate, ЕЕ Harmon, 424 Upham St, Melrose 76, 

Wolansh Oleh М. 121 Court St., Utica, N. Y. 

Zahlen, Edward M. 577 Senos se Kimin 3, N. Je 
NEUROLOGY 


лесу Chien. F., 950 Ease 59th St., Ch 37, Ш. 
L., 700 None diis Chio Chicago 11, 


opch, Richard 
Currier, Robert David, U; Hi Ann Arbor, Mich. 
Hood, "Robert E. 1619 South Бра Ааа Ањог, МЕ. 


, Massachusetts Gen- 
i r. a Forces of Pa logy, 
р i Pathol: Wash- 
Locke, Simeo Peter Bent В. 7. Huntington 
imeon, 2 ti 
s righam Hosp., 1 и 


geles 24, Cali 
Halbert Herman, 97th General Hosp, APO 757: 
New York, 


Sepa, Joi М. M., VA Hosp. 150 South Huntington Ave. 


'ruscort, р : First , Rochester, Mian, 
Таусо, „B. Lionel, Hosp. APO 180, New 
ees isthe Neurological Unit, 818 Harrison Ave» 


Webster, Hi de Е 1 Hosp. 
Fuk Sc ae, "i n Massachusetts General 
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Tae Sancrrry Or Lire AND THE CRIMINAL 
Law. By Glanville Williams. (New York : 
Alfred A. Knopf, 1957, pp. xxii + 350. 
$5.50.) 

Professor Williams is a Fellow of Jesus Col- 
lege, Cambridge. In 1956 he delivered the 
James S, Carpenter Lectures during his term as 
Visiting Professor on the Faculty of Law at 
Columbia University, New York City. This 
book presents an amplified version of these 
lectures. 

It is a courageous book. It considers ques- 
tions of “legal biology and legal ethics,” the 
function of the law in the service of man and 
for his protection, and desirable changes in 
the Jaw to that end. 

The titles of the 8 chapters : The Protection 
of Human Life, The Control of Conception, 
Sterilization, Artificial Insemination, The Law 
of Abortion, The Problem of Abortion : Morali- 
ty and the Social Facts, The Prohibition of 
Suicide, Euthanasia, will indicate the highly 
controversial nature of the material the author 
deals with. He presents fully the factual 
background of these various issues and seeks 
to keep their treatment objective. He does 
not hesitate however to express his own con- 
sidered opinion on matters where, so far, there 
is no consensus. It is these opinions that give 
the book its special value. 

In each of these chapters the author con- 
siders the problem involved from the stand- 
point not only of British law but also of law 
in the United States and other countries ; and 
Where existing legislation does not minister 
to social welfare and is inhumanly prejudicial 
to the welfare of the person who may be 
accused thereunder, he points clearly to the 
need for change. In the case of infanticide by 

mother, for example, where so many ex- 
tenuating circumstances may exist, he asks for 
_Steater exercise of the discretion of prosecut- 
ing authorities,” and reminds us that “one 
element in the legal process is ineluctable— 
e ess of mind caused to the offender by 
ing summoned before a court, particularly 
Where this involves much publicity in the 
Press. This reinforces the argument that a legal 
quisition into conduct is not justified on 
moral or religious grounds if no sufficient or 
social Purpose is to be served." 
fri ecalling that Malthusian prophesy is being 
cighteningly fulfilled in our time, and that 
k Par two-thirds of the world's population 
© living pitifully on or below the margin of 
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subsistence,” Professor Williams calls for sane 
laws dealing with birth control, which at pr 
ent largely disregard the rights and : 
of the female half of the population. He que 
an American survey in 1943, when 85 
of women questioned favored conti 
tive advice for married women as did 
than 2/3 of the Catholic women question 
And he points out that “it is the religious 0 
jections that have done so much to ret 
medical exploration in this field of knowledge. 
When religious opinions are embedded in t 
law, the cramping effect upon free scientific 
enquiry is even more disastrous.” Of the re- 
ligious argument that contraception is “ag 
nature" he remarks, “This extremely primitive — 
if not blasphemous theology can perhaps 
sufficiently answered by pointing out that. 
nature evidently intends males to have beards, 
which intention they steadily frustrate by t 
use of the razor." f А 

The question of artificial insemination “is 
not specially dealt with either in American or 
English law.” The author surveys the rang 
of rulings and opinions, both legal and tl 
logical, which are rather more curious, 
times amusing, than edifying. " 

The law concerning therapeutic abortion: 
has become considerably softened in recent - 
years. Under the National Health Service in 
Britain, a large London hospital reported that ~ 
in the year 1953, 46 therapeutic abortions had 
been performed, as compared with 9 in 1938. 

Though opinions are divided, Protestants and - 
Jews generally are favorable to therapeutic - 
abortion. "The Church of Rome, on the other — 
hand, remains adamantly opposed ... even to — 
save the life of the mother." For comparison - 
turn to Japan where sterilization and abortion - 
for medical, economic or eugenic reasons were ' 
legalized in 1948. For the year 1954 opera- - 
tions under this law numbered 1,143,059. In - 
Scandinavian countries abortion is authorized 
on much wider grounds than strictly medical. 
In Denmark pregnancy may be terminated to. 
prevent serious danger to the life or health jJ 
of the woman based on “(1) present physical _ 
or mental illness ; (2) threatening physical or. 1 
mental weakness ; (3) the social circumstances 
under which the woman has to live." 

A scholarly chapter deals with attitudes to 
suicide from early times on, and with punish- 
ment for attempted suicide in various coun- . 
tries. Thomas Acquinas held that since шап ^ 
was the property of God, only God could de- . 
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on his life and death. Seneca on the 
trary, had asserted the jurisdiction of the 
dual over his own life. 

Attempted suicide is not an offence in Indi- 
ana, Iowa, Maine, New York, Pennsylvania ; 
it is also unpunishable in Ohio, Illinois and 
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- The final chapter discusses a particularly 
ntroversial subject—euthanasia. The author 
reviews opinions and rulings, legal and theo- 
‘cratic, and points to the opinion expressed by 
Catholic Sir Thomas More, in his Utopia 
e any that are "taken with a torturing and 
gering pain, so that there is no hope either 
cure or ease, the priests and magistrates 
e and exhort them that, since they are now 
le to go on with the business of life, and 
e become a burden to themselves and all 
them, and they have really outlived 
es, they should . . . choose rather to 
since they cannot live but in much misery." 
ofessor Williams presents and accepts the 
that "a man is entitled to demand the 
e of death from hopeless pain and a 
sician who gives this release is entitled to 
and legal absolution for his act." 

To sum up: a fully documented statement 
| existing laws relative to some of the most 
concerns of human existence, and the au- 
"s enlightened and humane attitude thereto. 
C.B.F. 
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к! :PTICAL PsycHoaNnatyst. By Kenneth M. 
olby, M. D. (New York: Ronald Press, 
1958. pp. 145. $3.75.) 


TECHNIC AND PRACTICE OF PSYCHOANALYSIS. 
Leon J. Saul, M. D. (Philadelphia : 
.— Lippincott, 1958. pp. 244. $8.00.) 


ing fascination with new drugs and 
g interest in brain physiology have 
some of the spotlight from psychoanaly- 
However, psychoanalysis still continues to 
hant new entrants into psychiatry; and 
an practitioners show no flagging of 


. These two new books reflect the continuing 
interest in psychoanalysis. Dr. Colby's work is 
edley of marginalia, a collection of witty 
notes on psychoanalysis. Dr. Saul's text is 
systematic handbook of technic. Dr. Colby's 
say on “Why Newton Hated Apples" is a 
cing burlesque of solemn science writing, 


itty. He makes pungent remarks about or- 
anizations, about psychoanalysts, about medi- 
journalism, and about interprofessional 
lations. He salts his text with many Colby- 
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isms. (Example “psychoanalysts like to say that 
they are only human but they don't really 
believe it.") He offers an ingenious technic 
for self-analysis with a tape recorder (strictly 
for professional use however; he does not 
believe in extending do-it-yourself to the pa- 
tient.) He notes how we overemphasize re- 
sistance but have little to say about facilitation 
of analysis—and he coins a new word for this 
(“proceedance”) and suggests how it may be 
improved. 

Dr. Colby is one of the few psychiatric 
writers to be interested in the inner thought 
processes of the analyst. What the book lacks 
in organization, it makes up in sagacity. It is 
a pleasant night-table volume—and is a good 
gift to a friend interested in psychoanalysis, 
professionally or personally. 

Dr. Saul is a practitioner with a superior 
sense of the analyst’s social responsibilities. He 
offers a better-than average account of how 
to get anamnestic data. He includes an in- 
teresting discussion of the mechanics of analy- 
sis. His little essay on the couch is a mono- 
graphic gem. Unlike many of his brethren, he 
recognizes that some patients can become ad- 
dicted to psychoanalysis. I think he heckles 
the reader with footnotes—there are at least 
65 citations to Freud alone, and in less than 
250 pages of text he has some 120 footnotes. 

The book is beautifully constructed with 
chapters on failures, difficulties, transference, 
dream analysis, free association and on the 
technics of starting and terminating treatment. 
One of the nice parts of Dr. Saul’s book is con- 
stant re-orientation to reality. He does not 
make a fetish out of dogmatism. 

American psychiatric literature is well sup- 
plied with books on psychoanalysis. But Dr. 
Saul and Dr. Colby each offer us a fresh point 
of view. In its short life, psychoanalysis has de- 
veloped a doctrinal caking that sometimes 
subordinates the patient to the theory. These 
two books are healthy antidotes to such ritual- 
ism. 

Henry A, Davinson, M. D., 
Cedar Grove, N. J. 


ELEKTROENCEPHALOGRAPHISCHE STUDIEN BEI 
HinNTUMOREN. (ELECTROENCEPHALOGRA- 
Рис Srupies on Bram Tumors.) BY 
Rudolf Hess. (Stuttgart: Georg. Thieme, 
Verlag, 1958. pp. 106. $4.20.) 


Hess' study is based on the analysis of the 
electroencephalographie records of 682 veri- 
fied and localized brain tumor cases from 
Krayenbühls Neurosurgical Clinic in Zürich. 
It deals with the relationship between localiza- 
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tion and the EEG changes. The different types 
of diffuse and focal electroencephalographic 
- abnormalities observed are described in detail 
and correlated with the various tumor sites. 
It is not concerned with the influence the 
nature of the tumor and its growth might have 
on the EEG. The study, however, is not purely 
statistical. Important practical and theoretical 
conclusions are offered. The findings of former 
investigators are discussed and largely con- 
firmed. In some instances older views will have 
to be modified on the basis of Hess’ broader 
material. In this reviewer’s opinion the main 
value of the present study consists, aside from 
the extensive material on which it is based, in 
the extreme caution which the author applies 
- in his conclusions modestly called hypothetical. 
V. A. KraL, M. D., 
McGill University, 
Montreal, Can. 


Tuerareutic Exercise. Edited by Sidney 
Licht, M. D. (Baltimore, Md. : Waverly 
Press, 1958. pp. 893. $16.00.) 


This book, the third volume of the Physical 
Medicine Library Series, is an excellent col- 
lection of 35 articles describing in detail the 
values of correctly prescribed exercises pri- 

marily in muscular or neurologic disorders. 
In the chapters covering Occupational 
Therapy and Sports very little is stated con- 
cerning their use in psychic disorders. How- 
ever, the chapter, Exercise in Mental Disease, 
3 by John Davis, Ph.D., formerly with the Vet- 
erans’ Administration, indicates clearly how an 
individually prescribed therapeutic program 
can aid in reintegration and socialization. Spe- 
cific exercises and games are suggested for 
type of illness and these activities are 
described in detail. The closing chapter should 
be of interest to everyone, as it deals with 
Exercise for Healthy Persons and describes 
Proper postures for sitting, standing, lifting 
and even sleeping. This book is a valuable 
reference for any condition requiring muscle 

training and reeducation. 

Ковент S. ЅснорвАСН, M.D., 

Detroit, Mich. 
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Tue Hancover. By Benjamin Karpman, M. D. 
сена Ill. : Charles С Thomas, 1958, 


This voluminous treatise on the hangover 
E of personal accounts of what 14 pa- 
ents consider a hangover, much of it in quo- 
tation marks. There are 7 male and 7 female 
ed case histories, but all except one con- 


€ only of Ó— reminiscences of the 
ials and tribulations during varying y 
that followed their alcoholic sprees or m 
These experiences are called "the i 
which is not otherwise defined. These episodes 
vary from what the average non-alcoholic per- 
son might consider a hangover, namely the ~ 
period of malaise and ill-feeling with or with- 
out specific bodily symptoms which may last 
a fraction of a day, to periods stretching into 
days and weeks, covering the whole range of — 
alcoholic symptomatology including in some - 
instances hallucinosis, delirium tremens, and - 
other types of psychotic behavior, even fugue ~ 
states. The book proves without question that 
whatever alcoholics call the hangover or in 
general the post-spree period is one of great- 
est misery and self-torture, not to mention — 
the accompanying unpleasantness for whom- _ 
ever may be around the patient at that time. — 
It is an indication of the seriousness of these 
patients’ illnesses that most were isolated, had _ 
no relatives or friends to whom they could 
tum and usually were dependent in their 
misery upon the public caretaker agencies, ` 
the police, landlords, and public hospitals. _ 

Most of the stories are well written, some | 
fascinating but even then they are no more 
than autobiographical sketches and quite - 
sketchy in many instances. None affords as 
much insight or makes as good reading as — 
Jackson's Lost Weekend, in which one can 
find almost everything that is to be found in 
this book. 

A serious defect of the book is that there 
is no description of method whatsoever. Only 
in the acknowledgment in which the author 
expresses his appreciation to his patients does — 
one learn in passing that the material was ob- 
tained from written accounts and from inter- - 
views. Presumably the interviews were all the 
author's, but this is not so stated, nor the type 
of interview. In no case is a distinction made 
as to which material was written by the pa- 
tient and which was obtained in interpersonal - 
process. The author is, therefore, justified in 3 
keeping the section of interpretation which ~ 
follows each case history limited essentially to — 
a brief summary of what the patient has com- _ 
municated, and none of these interpretations 
extend to much over 1 to 2 pages. To the 
reader, material of this kind remains scien- 
tifically meaningless, except for random specu- 
lation, because the context in which the ma- 
terial was obtained is not presented and the 
relation between interviewer and interviewee 
is not defined. 

The authors thesis that a personality dis- 
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ported nor refuted by this book. Only in one 
Ар 14 irure eis. cmo oe 
satisfactory conclusion in the sense 

patient herself understood the roots of her 
difficulties which led to drinking, and at least 
her story implied that she had resolved some 
of her basic conflicts and changed her attitudes 


lishing Company, 1958, pp. 234. $9.00). 
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) is embedded in a social matrix of great 
onsequence to its activity. 

The editor, a University physician, has col- 
lected 13 chapters by practitioners of unusual 
perception in fields ranging from endocrinology 
“to chest disease. They each show in a lively 
Style the intimate relation between practice 
and social conditions, and demonstrate the 
ne to take these into account. For ex- 
р. , the discussant of industrial medicine 
^ strongly questions the usefulness of the routine 
| physical examination in modern industrial con- 
ditions ; a heresy which he supports admirably. 
| Itis unfortunate that there is no contribu- 
Г tion from psychiatry, the field most directly 
— affected by society, but the entire volume is а 
- measure of the success of teaching concerning 
| the personality, and in some ways may demon- 
— strate how a pupil may threaten to outstrip a 
_ This is recommended reading for all who 
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Bryant М. Wence, M.D., 
- London, Eng, 


Reapwwes m Menica Cane. Edited by the 
Committee on Medical Care Teaching of 
the Association of Teachers of Preventive 
Medicine. (Chapel Hill, N. C.: Univ. of 
North Carolina Press, 1958, pp. 708, 
$6.50.) 


Medical care is a term used with reference 
to the organized provision of medical services 
to the populace. Whereas the standard of medi- 
cal skill in the United States is of the highest 
calibre, many of the citizens received inade- 
quate medical care chiefly because of eco- 
nomic and geographic hindrances. This book 
deals with the extent of the problems of pro- 
viding adequate medical services, the ways in 
which attempts are being made to improve 
medical care and the ideals toward which 
group endeavours should aspire. 

The book is a collection of reprinted por- 
tions of articles and books by a variety of 
authors. The purpose is to present teaching 
material on the organization of medical care. 
To this end over 120 “readings” have been 
arranged under the headings : 

1. Problems in Medical Care : The General 
Background ; 2. The National Health Picture ; 
3. Adequacy of Medical Care; 4. The Costs 
of Medical Care ; 5. The Medical Care Team ; 
6. Hospitals ; 7. Co-ordination in Health and 
Medical Service; 8. Care of Long-term Ш- 
ness ; 9. Rural Medical Care ; 10. Public Medi- 
cal Care; 11. Medical Care in Industry ; 12. 
Medical Care Insurance; 13. Principles and 
Proposals. : 


Most of the writings are informative but 
few are inspiring. In some sections statistical 
data numbs the brain, in others tedious repeti- 
tion or labouring of the obvious dims one’s 
interest. To attempt consecutive reading is to 
court mental indigestion. In fact, were it not 
that the result is an exceedingly useful source 
book for references, one feels that the collec- 
tion of writings might make the basis for 4 
good book if someone had the energy and 
talent to write it. 

Psychiatry receives less attention than the 
problems of mental illness deserve—less than 
20 pages of 708. Perhaps the Association of 
Teachers of Preventive Medicine are less fa- 
miliar with mental illness than with, for ex- 
ample, industrial medicine or the rehabilita- 
tion of physically-handicapped people. 

The sections devoted to Health Insurance 


ee 


deserve study. The forces which have re- 
sulted in State Health Insurance in 
countries are obviously at work in the United 
States, the most prosperous country in the 
world. 

The book will be of great value to anyone 
responsible for planning the provision of medi- 
cal services on a large scale or to teachers in 
the field of Public Health. 

W. B. Spautpinc, M.D., 
Toronto, Can. 


Mentat лхо PuvsicAL ILLNESS AMONG PAU- 
pens 1х SrockuorM. By Gunnar Inghe. 
(Copenhagen : Ejnar Munksgaard, 1958.) 


“This Report is part of'an investigation con- 
cerning the condition of persons in receipt of 
public assistance in Stockholm, and of the 
causes of their predicament.” An introductory 
statement of the problem, gives some interest- 
ing historical material. Then follows a short 
review of previous surveys. A section of this, 
dealing with mental illness is particularly good, 
and complete. The summary is as follows— 
"This short survey shows that paupers deviate 
considerably from the general population in 
medical respects. Both the mental and physical 
morbidity are probably very excessive. It is, 
however, still not fully known which illnesses 
are particularly frequent.” 

Then follow a chapter dealing with different 
concepts of morbidity and one on statistical 
methods, Next comes a chapter on the sub- 
jects of the survey, a description of Stockholm 
and the selection of the paupers. A control 
group was matched with the pauper group. 
An attempt was made to find a “social twin” 
for each pauper. We have married, single and 
cohabiting persons—somewhat of a surprise to 
American readers! Next comes a of 
obtaining data from interviews, medical ex- 
aminations and from histories. Just how the 

diagnosis was made is not entirely 
clear. That there were defects in the material 
is readily acknowledged. 
ber pter 6 deals with mental illness ; a num- 
ui of case histories are given. The term men- 
th insufficiency is used, apparently much as 

e term neurosis would be used in this coun- 


аы Substitute for the modern concept of 
Бб озо. The fact that 81% of Ње male 
64% of the female paupers were suffering 
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Amold, Baltimore : Williams and Wi 
1958, pp. 640. $20.00.) 


on classical descriptive histopathology, but the | 
authors give brief clinical outlines and refer . 
to experimental data in some instances. Bio- 
chemical findings are also discussed, for ex- - 
ample abnormalities of copper metabolism in — 
the account of Wilson's disease. р i 

The work opens with a chapter by Dr. 
Greenfield on the various reactions of nerve | 
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IN MEMORIAM 


SEYMOUR D. VESTERMARK, M.D. 
1902-1959 


The nationwide training program of the 

Nationa) Institute of Mental Health stands the 

Б а memorial to the late Dr. Seymour D. la 

mark who, before his death on Feb- of medical students in 

22 had been Chief of the Institute's chiatry and 

raining Branch since the time it was psychiatric 

inched in the late 1940's. Starting at a tho importance 

of rapidly increasing demand for pro- such as , 

Ssionally trained personnel in the mental and 

lth disciplines and when few centers velopment, 

À such training, Dr. Vestermark or- lationship of 

d a national program for promoting religion, and the 

Mere and better opportunities for training Dr. Vestermark 

chiatry, clinical psychology, American 

mursing, psychiatric social ; and 

ng for research related to mental 

h. By providing assistance 

fants and professional consultation to 

institutions develop and expand 

бемагз, the program has y 

and enhanced ambe eme in 
thiatry and other mental health dis- 


ph i 
_ Аз a physician, Richard Brickner con- \ 
formed to the definition of obe LEVE distinction, however, and 1 may suum 
*tevenson of a good doctor, for “he brought distinction, in two areas. One was in | 
, ME and cheer into the sickroom, and often approach to multiple sclerosis. Greatly dis- 
h though not so often as he wished, turbed by the black prognosis for the 
9.” As a medical scientist, his many sufferers of this disease, he dedicated him- 
ibutions to neurological literature were self to the study of its many problems. He 


191 


was eclectic in his method of attack. He 
applied his boundless energy toward this 

goal, and approached it from every angle. 

le was largely responsible for the estab- 
lishment of the Multiple Sclerosis Asso- 
ciation. He stimulated research in a hun- 
dred laboratories. He literally dragged the 
17 se from the back wards of hospitals 

chronic and incurable neurological 
eases and pinned it to the stage of a 
e. If ever a solution to the prob- 
of multiple sclerosis should be found, 
will be a superstru 


nted with a patient who had had 
ет ith the 


red ly recognized 
e important physiological implication of 


tion, and spent years studying 
the logical апа psychological 
deficits resulting from it. It was undoubted- 
ly his report on this case, which was pub- 
lished in a detailed monograph, that 
stimulated the invention of bilateral frontal 
lobotomy by Egaz Moniz, for which he 
eventually received a Nobel Prize. 

His one assay into semi-popular literature 
took the form of a book entitled Is Germany 
Incurable? While many people took issue 
with his conclusions and the book aroused 


a considerable amount of controversy, it 


served to stimulate a good deal of thinking 
about the psychology of the German people 
which permitted the rise of a Hitler, 

Tn all that Brickner did he put his whole 
heart and soul, and although he was in- 
valided for several years before his death, 
he maintained an active interest in a dozen 
problems right up to his last breath. 

Leo Davidoff, M.D., 
New York City.. 
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The lobotomy studies of the psycho- 
surgical period afforded an excellent op- 
portunity to investigate the relationship 
between behavior after brain damage and 
fa large number of variables related to 
history, personality, and background. 

For the purposes of our discussion, it 
would be most fortunate if the frontal sec- 
- tion produced by the operation were uni- 


this is not so. Even where the surgical in- 
_ tent is the same, and the procedure held, 
as far as possible, constant, the lesion 
robably varies considerably. Skulls vary, 
brains vary anatomically and functional or- 
—ganization—whatever there is of it in the 
— frontal lobes—also varies. A conservative 
— surgeon has stated that with the best plan- 
ning the plane of the section could easily 
vary by as much as one centimeter. Clearly 
‘this could make a tremendous difference 
the pattern of fibers cut and in the ulti- 
"mate reorganization of personality in re- 
~ sponse to brain lesion. 
—— In my first discussion I will draw upon 
_ а series of cases of chronic psychosis from 
lobotomy studies carried out between 1943 
Д апа 1949(1). During this period ће opera- 
| tive lesion was a full bilateral cut performed 
- tía à superior opening just anterior to the 
Saggital suture with all technical proce- 
ures under direct visualization ( Poppen's 
í technique), A careful analysis of traits or 
: factors” was done before and after op- 
. |. eration. Thirty factors were studied, select- 
| ed on the basis that each was relatively 
p Objective, readily observable, and could be 
| easily rated or quantified. In speaking of 
pae Changes, we think of them as changes 


ESL 
1 X Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
fay 12-16, 1958. 
z Assistant Superintendent and Director of Research 
ratories, Massachusetts Mental Health Center 
cii | Psychopathic Hospital) ; and Associate Clini- 
т of Psychiatry, Harvard Medical School, 
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RELATION BETWEEN HISTORY, PERSONALITY AND FAMILY PATTE. 
AND BEHAVIORAL RESPONSE AFTER FRONTAL LOBE SURGERY 


MILTON GREENBLATT, M.D.* 


form from patient to patient. Unfortunately, 


"following operation" rather than са 
by operation. This seems like reason 
scientific caution, since changes under 
circumstances are complexly determi 

One of the most important discover 
of this study was that with almost al 
factors there appeared a shift in two di- 
rections: a group of patients who we 
"abnormal" in respect to a trait becoming 
“normal” after operation; and, converse! 
a group who were "normal" before op 
tion becoming "abnormal" after operatic 
Our data are based on 181 patients 
lowed up 1 to 4 years after surgery. In soi 
instances, the abnormal characteristics e 
isting preoperatively disappeared altogether 
postoperatively with no symptom of this - 
type appearing in any cases for the first 
time following operation. In other instances, 
the abnormal symptom receded markedly 
or disappeared postoperatively in a large 
percent of the cases but appeared for 
first time in a small percent of cases ; and 
in a final group, the shift in the normal 
direction was more than overbalanced by 
a shift in the abnormal direction. К: 

Figure 1 illustrates those areas where, їп _ 
our experience, the most reliable prediction - 
of change in a favorable sense may be 
made, Virtually no patient developed po 
operatively the symptom or trait desig- 
nated, and a very large proportion of those _ 
who had these traits preoperatively were - 
relieved by operation. If this were the sum - 
total of changes produced, certainly lobot- - 
omy would be more popular today than it - 
is. 

Let us now turn our attention to a group | 
of manifestations that are to a large de- 
gree improved by operation but where 
there is a definite risk of producing an un- 
desired change postoperatively as well. 

Figure 2 shows 5 factors in which there | 
is not only expectation of good results, 
but also a chance that undesirable changes 


_ will occur, too. In the case of "Alcoholic 


Excess,” of 6 patients who could be put 
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Ficure 1 


X CASES IN WHICH SYMPTOM 
APPEARED FOLLOWING LOB OTOMY 


% CASES IN WHICH SYMPTOM DISAPPEARED OR 
IMPROVED MARKEDLY FOLLOWING LOBOTOMY 
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in this category preoperatively, 5 wer 
, е 
-relieved entirely of their adioko post- 
. operatively. However, of 52 who were 
clearly non-indulgent, 7 (13%) increased 
_ their consumption significantly postopera- 
tively. In a separate publication(2) we 
- studied in detail the question of alcoholism 
in a larger series of cases with the follow- 
ing conclusions: 93% of lobotomized pa- 
tients who returned to the community did 
b 
T 


ШШШ ШШ 
ЭШ И ШШШШШЩ у 5% 


ППТ 46x 


156 


ШШЩЩ 


not change their drinking habits. Those 
who did usually changed markedly, going 
from one extreme to the other. Five pa- 
tients (3%) out of 167 non-alcoholics be- 
came alcoholic for the first time after 
lobotomy. Three (25%) out of 12 known 
alcoholics stopped drinking entirely. Four 
(33 1/3%) of the 12 drank more after 
lobotomy than previously ; and 5 (412) 
were unchanged in their drinking habits. 


The social problem of the small group 
who drank excessively, however, was often 
severe since they were less tolerant of 
alcohol, more hostile, insensitive and anti- 
social. 

It is interesting to know that although in 
this group the risk of convulsions after 
operation was in the neighborhood of 12%, 
nevertheless 5 of 6 well-established epilep- 
tics were markedly improved in terms of 
the frequency and severity of seizures. 
In the former, the convulsions may be un- 
derstood as at least partly “caused” by 
brain damage ; in the latter, our hypothesis 
is that convulsions were related to tension 
and emotional difficulties which were al- 
layed by operation. 

With wetting, which has been defined 
as incontinence (frequent or infrequent, 
one month or more after operation) some 
22% of patients formerly continent became 
wetters, yet 55% of those who were wetters 
as part of their psychotic state were re- 
lieved of this symptom. 

The next 2 items, overtalkativeness, and 
lack of sociability, reflect lack of social 
refinement and restraint commonly found 
in patients after full bilateral operations. 
Figure 3 shows 4 areas in which the 
degree of improvement is overshadowed 
by the production of undesirable effects. 
We find that excess appetite, irritability, 
Outspokenness, and deficient insight are 
more often produced than reduced by 
operation. 


jm % CASES IN WHICH SYMPTOM 
EARED FOLLOWING LOBOTOMY 
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Thus, psychosurgical treatment must 
understood in terms of its double pote 
—to “normalize behavior" and to “ 
malize" behavior. Changes clearly | 
in different directions and “undesira 
manifestations in a given dimension mi 
be more pronounced than "desirable" man 
festations. This terminology inevitably i 
volves us in the problem of atio 
change, a complex matter that canno 
considered fully here. The issue, ho 
is so important as to warrant disi 
at least one of its dimensions of 


faction felt as the result of given 
sonality changes following psycho 
is in large measure a function of 
dynamics. For example, some 25 са 
studied where after operation a hush 
or wife returned to live with the | por 
Many of the changes in family relation 
in this context could be seen as subsequi 
to changes along theoretical "aggressi 
submission" axis. It was possible to di 
strate that in some instances the hus 
wife relationship was rendered 
comfortable and, in other instances, | 
comfortable by a shift in the spouse, ей 
towards the aggressive or towards. 
submissive end of the continuum. 
Thus, Mrs. K, a 70-year-old, married, 
less woman, had considerable drive, 
and responsibility, while her husband whe 
was unambitious did odd, unskilled jol 


$ CASES IN WHICH SYMPTOM DISAPPEARED OR 
IMPROVED MARKEDLY FOLLOWING LOBOTOMY 
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d the house and drank a good deal. Mrs. 
met interesting, influential people on her 
ob and received much attention because of 
r pleasing personality. At home she was the 
oss" of the family. However, when her job 
terminated during an economic depression, 
e promptly fell into an agitated state, full 
anguish, hand-wringing and pacing. This 
lasted undiminished for 8 years. 

Following operation, all symptoms disap- 
ared but unfortunately the patient took little 
est in her appearance, her job or her 
housework. She seemed content and relaxed 

id turned over all responsibilities to her hus- 
ind who in turn was delighted by the change, 

y accepted the new duties, did not 
mplain of her laziness, and even stopped 
rinking. The decrease in energy and tension 
h s wife seemed to give him the feeling of 
lequacy and masculine dominance he needed. 


y contrast, consider the H family in which 
wife was almost the twin of Mrs. K— 
childless, domineering, energetic and 
sful before the onset of her illness which 
characterized by crying, somatic com- 
‘ints and agitation. After operation she was 
icking in energy or initiative. Her husband 
omplained, "She is hopelessly lazy; I might 
as well be a bachelor." He grudgingly did the 
ork, cooking, etc.—all the things that 
K had enjoyed. He became disgruntled, 
unhappy ; but his wife was cheerful and 
onger wept. She seemed content although 
xpressed some dissatisfaction concerning 
lack of energy. 
m! 
Similar examples could be quoted illus- 
g how an increase in energy and 
ressiveness of a partner following op- 
on was welcomed by one spouse or 
reeted with consternation by another, 
In our early series there were some 36 
atients who, after operation, returned to 
with parents. Although their ages 
varied from 16 to 45, we think of them as 
ildren" in the family structure, Here we 
may conceive of changes as taking place 
ong a theoretical axis of “dependence— 
ependence." Most children, 33, became 
more dependent; a few, 3; me more 
ependent. Some children, 7, who had 
tablished separate living prior to lobot- 
my returned to live with their families 
operation. They became economically 
well ‘as emotionally dependent upon 
eir families which led to more disturbance 
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than in those instances where patients had 
formerly lived with parents and after op- 
eration returned to the same setting. 

Among the instances of increased inde- 
pendence may be mentioned : 


One attractive manic-depressive female be- 
came engaged, married and moved to another 
state where she adjusted well. 

One passive-submissive son for the first time 
after operation was able to voice his antagon- 
ism to his father to the surprise of his parents, 
and one day, in typical Hollywood fashion, he 
made a dramatic exit from the family home in 
the middle of a blizzard. The patient has been 
self-supporting and said, “It made a new man 
out of me.” He has never been reconciled with 
his father. 

The third patient lived with the mother 
who died while she was hospitalized. After 
trying unsuccessfully to live with her brother, 
she then made it alone in a rooming house, 
supporting herself on her own job, even re- 
ceiving a raise. 


Parents of younger children may be con- 
sidered in the light of how well they reared 
their offspring after operation. Our best 
data concern a group of 14 mothers studied 
by Greta Sharaf(3). Of these, 5 fulfilled 
the role adequately, 3 partially, and 6 
failed completely, These 5 are of special 
interest apropos the question of the effect 
of radical brain lesions on maternal be- 
havior. It may be surprising to some that 
two parents formerly preoccupied with ob- 
sessive details, cleanliness, and self-imposed 
standards so as to be unable to care for 
children, after operation were more relaxed, 
affectionate and secure in their relation- 
ships. Others, however, did not fare as 
well. 

We see above opposing trends in clinical 
change as well as varying effects of these 
clinical changes on family dynamics. Are 
the changes related to fortuitous and un- 
controlled variations in plane or extent of 
operative section, or are they related to 
factors existing prior to operative interven- 
tion ? Data from social interaction studies 
based on a group of patients studied in 
1950-53? indicate dependence of postoper- 


3 These cases received different kinds of operation 
—bimedial, bilateral, and unilateral frontal sections 
by the Poppen method. 
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tive changes in behavior on preoperative 
characteristics of social interaction. : 

Investigations carried out by J. S. Bock- 
oven(4) on the interaction of patients in 
an occupational therapy situation both pre- 
and postoperatively provide us with a clue 
to social changes for this particular popula- 
tion. First, the overall results. 


The results indicate that the statistically aver- 
age patient increased interaction with his en- 
vironment after frontal lobe surgery. Specifi- 
cally, he talked and read more, increased in re- 
sponsiveness and steadfastness, and carried out 
more organized actions. He also socialized 
more with other patients, but showed no 
change in socialization with hospital per- 
sonnel; he tended, however, to be more 
friendly. On the whole the study indicated 
the average patient became a more active and 
expressive group member following frontal 
lobe surgery (5). 


Now, what is the relationship between 
preoperative social behavior and postopera- 
tive change ? For want of time, I present 
very briefly the complex findings of Bock- 
oven : 

(a) Patients who before operation mani- 
fested erratic, constantly shifting, over- 
productive motor activity, after operation 
generally moved towards lower energy qut- 
put and more socially relevant activity. 
However, when the level of energy and 
activity was extremely low beforehand, 
there was a release of socially relevant 
action after operation. 

(b) Patients who before operation were 
characterized as responsive, friendly, or- 
ganized in their actions, and inclined to 
Interact with other patients, generally 
showed great gains in these same charac- 
leristics after operation. However, those 
^ 9 were over-responsive, and over-friend- 
Y (whose Over-sociability was in itself a 
Symptom of a personality disorder) de- 
creased in these manifestations after’ op- 
eration, 
жор The amount of reading after opera- 
bw. we a reverse relationship to the pre- 
"ap Ive tendency to read. Our interpreta- 

х is that excessive attention to reading 
Some instances is a technique of with- 
“th from social activity. On the other 
nd, an increase in reading was noted for 
Who read very little—in this case, 


v 7 =" 


MILTON GREENBLATT 


perhaps the first step in moving to 
contact with their environment. _ 
(d) Verbal activity on the whole te 
to increase after operation and this 
rect relationship to the level before 
eration. x 
These complex trends may be. 
summarized by saying that there is, in gen 
eral, a normalizing tendency. Patients 
excessive activity of a mon-social. 
moved towards more socially accep 
behavior as did patients with a 
deficiency in social activity. 
Some of the studies from the Mass 
setts Mental Health Center have been 
vant to the problem of prediction 
come following surgery. Research- 
has taken the form of exploring the re 
tionship between specific variables ide 
fied before operation and mental s 
good, fair, or poor—one year or more 
operation. The patient with "good m 
status” was one who showed no abnor 
ty in the interview situation and was 
justing satisfactorily in his environ 
“Fair mental status" indicated that - 
tively minor or mild abnormalities in thin 
ing or behavior were present (for examp 
mild obsessive-compulsive trends о 
constant ideas of reference). "Poor 
status" indicated that the patient ha 
defects in mental functioning, such a: 
delusions, hallucinations, or defi 
memory. р 
In 1950(1) and again іп 1953(6 
published data summarizing our findin 
on prediction. In the 1950 publication, so 
81 factors were correlated with impro 
ment 1 to 4 years after operation, and ir 
1953 an even larger number of variab! 
were analyzed. I have attempted to b 
down the results of both studies and : 
tract only those variables or factors whicl 
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are of greatest value in prediction. Since 
the statistical approach in the two studie 
differed slightly, I am using a fair measi 
of personal judgment in selecting the va 
ables. Our 1950 publication carries an in- 
teresting profile of the characteristics of a 
theoretical patient most likely to succee 
and one least likely to succeed followi 
operation. However, what I present here 
represents a more refined precipitate Ol 
our findings. 

The table shows that with respect te 
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J TABLE 1 
PREDICTIVE FACTORS FOR 

IMPROVED CASES UNIMPROVED CASES 
ONSET OF ILLNESS RAPID (ONE MONTH OR LESS) INSIDIOUS 
: e CINA- 

V FESTATIONS 1. AUDITORY HALLUCINA: 1. AUDITORY HALLU 
ILLNESS TIONS ABSENT TIONS PRESENT 
2. INSIGHT PRESENT 2. INSIGHT ABSENT 


ifestations during illness, rapid onset 
highly predictive of good outcome as 
s absence of auditory hallucinations, the 
e of insight and high tension. 
for diagnostic category, hypochon- 
and obsessive-compulsive psycho- 
s cases were most likely to improve ; 
ever, dementia praecox, catatonic type 
paranoid type (essentially chronic), or 
onic manic cases, which are probably 
y variants of schizophrenia, did poor- 
а social behavior, those patients who 
were more verbal and more friendly tended 
prove, while those who were less 
and less friendly failed to improve 


à y. 
ese factors, as we have indicated, were 
‘outstandingly helpful in prediction of out- 
some. Many other factors were helpful in 
ediction but at a lower level of relia- 
bility. For example, if one were married, 
had children, had obtained a higher educa. 
, and if it were possible to identify 
or precipitating factors in the illness, 
> was likely to be more helped by 


brain damage, if the clinical syndrome 


3. HIGH "TENSION" 


3. LOW "TENSION" 


DEMENTIA PRAECOX--- 


HYPOCHONDRIASIS OR CATATONIC OR 
OBSESSIVE-COMPULSIVE PARANOID 


CHRONIC MANIC 


1. LESS VERBAL 
2. LESS FRIENDLY 


featured tension, etc., did not preclude a 
good result. A good family, work and com- 
munity adjustment before operation like- 
wise was of predictive value. The profile 
thus described in 1950 correlates quite 
strikingly with the profile recently de- 
veloped in independent research by Jaco 
(7, 8) in Texas, and is highly consistent 
with the findings over many years of our 
great American pioneer in psychosurgery, 
Dr. Walter Freeman(9, 10, 11). 

It is also interesting to know that rela- 
tively good psychological organization, 
relatively high initiative, good abstraction 
in psychological tests and an ability to ex- 
press dissatisfactions in free association 
were to some extent correlated with good 
outcome. 

In the social sphere, although verbalness 
and friendliness were the most favorable 
items, many others at a lower level of 
predictive value could be mentioned ; for 
instance, ability to express positive an 
negative affect, or positive orientation to 
the group versus isolation—in other words, 
factors that taken together suggest preser- 
vation of social extrovertism. 

In this communication I do not have 
time to mention our physiological analyses A 
and the predictive power of straight physio- _ 
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logical testing. We were struck by the fact 
that physiological variables were, on the 
whole, quite predictive of outcome and 
feel that this area promises concrete help 
in our clinical work. 


SUMMARY 


Studies of many patients before and 
after lobotomy indicate complex relation- 
ships between history, personality and be- 
havioral response after frontal lobe surgery. 
It has been shown, for example, that post- 
operative changes may move in either 
direction along a given parameter—some- 
times favorable and sometimes unfavorable. 
For example, worry and fear were greatly 
allayed after operation, yet not produced 
at all by operation. On the other hand, out- 
spokenness existing before operation was 
removed as a symptom in one-third of the 
cases after operation, yet in a half of the 
cases in which it was of no significance 
preoperatively, outspokenness was pro- 
duced as a postoperative, undesired char- 
acteristic. 

It is possible to illustrate poignantly 
how a given change, such as an increase in 
aggressiveness or dominance, in some in- 
stances pleased the family, and in others 
caused constraints. Conversely, a decrease 
in aggressiveness or dominance could 
either please or displease the important 
persons in the patient's family circle. Social 
interaction studies showed that there was 
еы dependence of postoperative 
E on preoperative level or type of 
oh pes In general, the tendency was 
ciim s a normalization of behavior: pa- 
wa who showed excessive activity be- 
dn more moderate, and patients with 
of ш activity tended to have а release 

^ 15 activity after operation. 
ра the problem of prediction of 
m E status after operation, it was noted 
iis € primary predictors of good out- 
ELT rapid onset, high tension, insight 
and f ^ allucinations absent, verbalness 
i riendliness, and, finally, a diagnosis 

Psychoneurosis rather than schizo- 
Phrenia, 
i experience suggests that the reac- 
pr dle. чу brain cutting are not to 
ha alone on the basis of the type 
“amount of brain cut or destroyed, but 
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in relation to many factors from the bad 
ground and personality of the patient. | 
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APPENDIX 


DEFINITION OF TERMS En. 

Alcoholic Excess : 
a. Not present: а teetotaler, modera 
drinker, or alcohol "not a problem" —— 
b. Present: repeated drunkenness causing. 
interference with satisfactory adjustment. - 
Convulsions 7 
a. Absent : no epileptiform seizures. к 
b. Present: one or more epileptiform sei- 
zures. { 


 Fearfulness 

a. Normal: anxiety or tension consistent 
s with reality threats. 
— b. Abnormal: constant anxiety or tension 
- — . out of proportion to reality threats. 
_Food Intake 
М а, Normal: three meals a day without urg- 
ing or numerous requests for supplemen- 
- tary food. 
— b. Inadequate: requires urging, prodding, 
of or tube feeding. 
B. с. Excessive : large meals plus insistent re- 
z quirement of supplementary feedings. 
ght 


а. Normal: patients recognized something 
: wrong with them, that problems were 
—. psychological or emotional rather than 
__ physical; the patient formulated a chief 
complaint. 

- b. Abnormal: patient did not recognize 
. anything was wrong with him. He did 
not make a chief complaint. 

_ а. Normal: irritation appropriate to the 
=~ situation. 

= b. Abnormal: frequent annoyance dispro- 
_____portionate to the stimulus or situation, 


7 


Normal : absence of abnormal moods de- 
fined below. 

Ъ. Elated : obvious marked euphoria, with 

. accompanying gush of speech, with or 

— without overactivity. 

* Depressed : subjective admission of un- 

_ happy affect; patient looked depressed. 

Obsessive-Compulsive Phenomena 

Ча. Present : phenomena such as hand wash- 

.. ing, overmeticulosity, or obtrusive pos- 
. sessing thoughts, such as fear of syphilis 

ог germs. 

Absent: judged to be within normal 
limits. 


S ciab ility 
Normal ; friendly, outgoing. 
b. Lacking : seclusive, withdrawn, avoided 
. . normal contacts. 
Talkativeness 
a. Normal : 
changes ; 
Bof s 
— b. Under: mute or monosyllabic. 
.. €. Over : constant chatter ; unusually rapid 
- flow of speech. 
Wetting 
a, Absent : patient not a bed-wetter, not in- 
continent one month or more after lobot- 
оту. 
b. Present: patient either fréquent or in- 
frequent bed-wetter, or incontinent one 


= 


near-average number of inter- 
neither reticence nor pressure 
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month or more after lobotomy. 
Worry 
a. Normal: concern over reality issues 
proportionate to their importance. 
b. Abnormal: constant distressed, dispro- 
portionate concern. 


DISCUSSION 


E. Gantry Jaco, PH.D. (Galveston, Тех.) 
—The social dimension in psychiatric treat- 
ment has too often been ignored and Dr. 
Greenblatt is taking a forward step in pre- 
senting evidence relating such social factors 
as family background and social interac- 
tion to outcome of frontal lobe surgery. 

There is, however, a point to keep in 
mind about prognosis, particularly with 
regard to psychosurgery. The group of* 
patients exhibiting a favorable response to 
psychosurgery as reported in this paper are 
likely to respond well also to other forms 
of treatment. Consequently, until controlled 
comparisons are made between the various 
forms of lobotomy and other types of treat- 
ment, evaluation of psychosurgery as a 
mode of treatment more advantageous than 
less severe forms would be hazardous. This 
was one of the major reasons why a long- 
term investigation of patients administered 
transorbital lobotomy, and other types of 
somatic and drug therapy was initiated in 
several of the state mental hospitals in 
Texas several years ago. In comparing 
matched groups of cases in 3 of these in- 
stitutions, the outcome both in and out of 
the hospital of 3 major forms of somatic 
treatment were studied. It would not be 
premature at this time to state that within 
3 years of follow-up transorbital lobotomy 
has been the most successful in keeping 
patients out of the hospital, with chlorpro- 
mazine next best, while electroshock and 
deep insulin, along with custodial care 
were the least effective. 

However, there is another social dimen- 
sion that I would suspect is operating an 
affecting the differential outcome of various 
forms of psychiatric treatment, particularly 
as it is investigated in psychiatric research. 
This is what I would call the "faith-coeffi- 
cient" operating in psychiatric treatment. 
There is an inherent risk in psychosurgery 
in adopting the typically "detached" at- 
titude of the surgeon's relationship to his 
patients, and forgetting the therapeutic 
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aspects of the psychiatrist-patient relation- 
ship. Differences and results in treatment 
research may be due to differences in the 
degree of faith, that is, the amount of en- 
thusiasm for and belief in the efficacy of 
the mode of treatment exhibited to the pa- 
tient by either the therapist or researcher, 
which the therapist possesses in their modes 
of treatment, which in turn influences the 
patient and his belief in the therapeutic 
abilities of his therapist. One might hypo- 
| thesize that the more enthusiastic the thera- 
pist is about his own modes of treatment, 
the more successful, in turn, such treatment 
will be for his patients. I think this is one 
of the reasons why certain therapists and 
— researchers obtain different results in vari- 
—— ous forms of treatment than other therapists 
and researchers having greater skepticism 
for such treatment. 

Consequently, the attitude toward psy- 
chosurgery and actually doing something 
for the patient—the process of preparation 
for lobotomy of both the patient and his 
family and other interested and significant 
members of his social milieu—may explain, 
in part, why some cases exhibited “abnor- 
mal” behavior which was “normal” before 
the operation, or vice versa. We would thus 
inquire of Dr. Greenblatt as to whether or 
not the group of patients analyzed in this 
study voluntarily went into psychosurgery, 
Ог were coerced, or simply disinterested. It 
h likely that the voluntary group would 
ave a better outcome or reaction to psy- 
chosurgery than the involuntary groups of 
E particularly if any negativistic at- 
ES E displayed toward the involun- 
Eos T. y the treatment staff. To some 
> S may be at least a partial ex- 
En for the worsening of such charac- 
E: js as excessive appetite, irritability, 
spokenness, and deficient insight in one 

i e series presented. 
Б. Dr. Greenblatt and his as- 
it s are to be congratulated in present- 
Ea new series of dimensions of a social 
E re that affect the outcome of psycho- 
fu kang an area in considerable need of 
се, чалын. in not only frontal lobe 
$ n ut every other form of psychiatric 
ES ent. Until such factors as the faith- 
."Ulcient" and other social and cultural 
T Bor are controlled or at least de- 
| ed, differential outcome in psychiatric 


maintained versus relapse or regression ; 


continue to persist in the psychiatric 

ture. These social intervening vari 
therefore, are worthy of inquiry in 
own right, as well as in conjunction v 
improving our knowledge of and skills in- 
psychiatric treatment. 


REPLY 


Milton Greenblatt, M.D., (Boston, Mass.) 
One of our greatest areas of ignorance has to 
do with the relative efficacy of various forms 
of treatment in similar case groups. Until d 
finitive studies are done of the type mentio 
by Jaco, we will continue to depend on 
ence and prejudice. Successes аге ` 
claimed in chronic cases for all types of thi 
used. What we need desperately to know 
the spectrum of improvement to be expec 
with a given therapeutic modality in rela! 
to others ; the social and psychological c 
tions under which the improvement is 
tained ; the degree to which improvement i: 


finally, the relative costs of the various tre 
ment methods. 

I am personally not surprised to hear tl 
transorbital lobotomy ran ahead of chlo 
mazine, electric shock treatment, insulin 
ment, and custodial care. Our recent expe 
is relevant. We studied comparable groups +, 
chronie schizophrenics—one group теша ning 
in a state hospital environment and given 
tranquilizers, the other group transferred to | an 
active social milieu and given the same drugs. - 
The results indicate that improvement rates. ә 
are about the same after six months in the two 
environments, but that patients in the active = 
milieu are more likely to leave the hospital be- 
cause of social work attention and the use 
transitional facilities. The significant feature 
for our discussion here, however, is that tran- 
quilizer therapy does not appear to give as 
good results as psychosurgery in our estima- 
tion. Unfortunately, this is based on impres- 
sion as we have not run concurrent matched 
or randomized groups with the different 
modalities. But we are intrigued with Jaco's | 
statements which support our expectations. 

I cannot give a satisfactory answer to the. 
question as to whether those who volunteered 
did better than those who resisted surgery, | 
simply because we kept no systematic data 
on this point at the time. His criticism is well 
taken, however, and were we to repeat the 
studies, we should certainly take this into 
account. Many of our patients were operated 
without any particular bones being made about 
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ation. Some, to be sure, resisted. Many 


so regressed and uncommunicative that 

feeling about operation was unknown. 

ents occurred in all classes of in- 

„ however, but with a major positive 

ion in our study between a clinical 

' featuring tension, agitation, or what 

t call “heightened cerebral excitation” 
perative improvement. ^ 

| recent years we have done a good deal 

on the social components in thera- 


peutic it of the mentally ill and 
have learned to respect the importance of the 
social milieu or setting as a variable affecting 
therapeutic outcome. The informal, subtle, or 
implicit aspects of the environment are es- 
pecially tricky to identify, but we believe they 
may have a profound effect on patient care 
and treatment. 

We wish to thank Dr. Jaco for emphasizing 
these most important aspects of the total 
problem. 


Biology lies at the basis of modern 
medicine. The laws of biology are the 
foundation stones of the theory and prac- 
tice of medicine. Man in all his complexity, 
as the object of medicine, should be dealt 
with on a humanitarian basis—psychologi- 
cal, sociological, etc. 

All attempts to create a theoretical basis 
for medical science only on biology or only 
on psychology lead to a vulgar mechanis- 
tic system, and finally to an empty idealism. 
_ Psychiatry, like every science, reflects in 
its development all those general premises 
of a scientific world outlook that prevail 
at a given period of history. 

Before the beginning of this century, 
both in the field of neurology and of psy- 
chiatry, the views of the physiologists pre- 
dominated, founded mostly on analytical 
physiology. These had been elaborated by 
means of vivisection, that is, by experiments 
with organs and tissues studied separately 
without any connection whatever with the 
higher Psychic manifestations, mostly 
through subjective psychology, viz. un- 
scientifically, 

In a brief paper it is impossible to dwell 
at length upon the many attempts in build- 
Ing up new notions of the functions of the 
higher nervous apparatus governing the 
relationship between the organism and its 
environment. At the beginning of our 
Century, efforts were made to found new 
Concepts based on the correlation between 
Psychopathology and pathological brain 
anatomy (Kleist, Pótz], Meynert, Wernicke ). 
мағы Russian psychiatrists, some propa- 
чл this so-called "brain pathology, 
e ring the importance of Pavlov's re- 

à; tches on the functions of the higher 
Parts of the brain, 

S Russian psychiatrists, as well as 
ж EA other countries, made theoretical 
sa treet physiological concepts, such 

* concerning integration and disin- 


1 
can =e the 114th annual meeting of the Ameri- 
y ida e Association, San Francisco, Calif., 
E D, уд’ 1958. Translated by W. Horsley Gantt, 
- 77" "А Hospital, Perry Point, Md. 
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tegration ; the founder of these conce 
was the prominent English physiolo; 
Charles Sherrington. But that theory cai 
not adequately be adapted to psychia 
for Sherrington and his followers in Wi 
ern Europe, as well as in America, did 
take into consideration the specific cha 
teristics of the functions of the higher di 
sions of the central nervous system, nor 
the evolution of functions in their ascend. 
ing order, ie. adaptability and mutabilii 
heredity and the individual experien 
acquired during the individual's life. _ 
The teachings of the behaviorists co 
not adequately represent the mechanism 
normal brain activity, nor its pathologi 
conditions. Behaviorist psychology defin 
only the beginning and concluding links 
an act. The main intermediary, the cen 
mechanism, remains thus unavailable | 
scientific investigation. In Lashley's ide 
one can detect, however, a vague noti 
about the equipotentiality of the separate 
parts of the brain, founded upon a rather 
rough method of extirpation and upon a 
subjective point of view. } 
The brilliant work of Walter Cannon 
the emotions, dealing with the role 
adrenalin, and the research studies on. 
hormones, were isolated from general q 
tions of physiology and pathophysiol 
Endocrinology having been separated fro 
the study of the organism as a whole, | 
some endocrinologists and physicians to 
erroneous inferences about the autonom 
roles of separate hormones in the activit 
of an organism (Selye et al.). Hormones 
when exerting their influence, in our 
opinion, are still dependent upon the brain. 
apparatus common to man and the other 
higher animals. | 
In many other countries the understand- 
ing of Pavlov's psychiatry and his research | 
on the conditional reflexes is far from cor- 
rect. Nor has adequate recognition been. 
given to Pavlov's statement that with that 
development of the cerebral cortex found. 
only in man, there appeared a higher func- 
tion, the second signaling system, ie the 
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| speech function—at the basis of thought 
and of the higher emotions. In my opinion, 
3 Pavlov laid the foundation of the materialis- 

tic [objective] understanding of psycholo- 


f 


gy. The conditional reflexes, as Pavlov put 
- it in a letter to Pierre Janet, seem to exist 
for all the organs and tíssues. The human 
. organism as a whole and all its parts have 
_ their representatives in the cortex of the 
cerebral hemispheres. 
— The dynamic integrity of the organism 
may be regarded as wholly corroborated 
practical as well as experimental knowl- 
ge. Thus began the foundation of a 
synthetic physiology. 
.. Permit me now to present a rather brief 
summary of the Pavlovian School of ex- 
perimental data and after that some facts 
applicable to neurology and psychiatry. 
= Due to his extraordinary gifts of observa- 
tion and experimental skill, Pavlov, as is 
_ known, discovered a new class of reflex 
_ phenomena arising in the individual's life, 
. hitherto wholly overlooked in experimental 
. practice, a class vast and important, em- 
acing all the reactions of man and animals 
ginning with the primitive reflex reac- 
_ tion of salivary secretion to the signals of 
food, including words. Thus every reflex 
. reaction of the brain is a complicated con- 
|. _ ditional-unconditional reflex, besides those 
_ Which are formed on the basis of previously 
originated conditional reflexes, termed by 
. Ivanoy-Smolensky conditional-conditional 
- reflexes. These latte 
. manifestations, and 
rcortically only as a kind of inner speech 
those unutterable feelings which are 


ing to Pavlov, 
= cortex of two simultan 
_ Ту stimulated foci. 
At present, by means of electroencephal- 
ography, researchers in our country as well 
as abroad are successful in accurately 
-localising the very area of the circuit of 
- new reflex arcs, in studying the interaction 
—. of different points of the cortex as well as 
І of cell groups in separate layers of the 
Cortex and the nearest subcortical struc- 


tures, including the formatio reticularis. 

In the study of intercortical dynamics 
should be mentioned the researches of 
Penfield. Even more sensitive are the super- 
sensitive electrical responses of the viscera, 
revealing the exact locus of excitation and 
inhibition in the subcortex and cortex, as 
well as the interactions of the cerebral 
parts. Pavlov had already described the 
interaction of cortical foci. Thanks to micro- 
electronics, all these considerations and 
facts have now been extensively elaborated 
in the laboratories of Magoun and a num- 
ber of European researchers ( Moruzzi and 
others). I am hoping that the method of 
conditional reflexes апа electrophysiologic 
means and devices applied to the study of 
the dynamics of the cortical processes, will 
jointly contribute to a deeper insight into 
the intimate workings of the cerebral nerv- 
ous elements. 

There is now a possibility for utilizing 
our experimental facts and laboratory ob- | 
servations in the practical work of the neu- 
rologists and psychiatrists. The intercortical | 
dynamics in Pavlov’s teaching concerning | 
brain function is based on general nervous | 
physiology. As I said before, the conditional | 
reflex arc is formed in the cortex between 
the afferent centers and the cortical visceral | 
representations, We are not as yet quite 

| 


sure about the nature of this circuit- 

mechanism but it is likely to be a summa- 

tion process arising from repeated stimula- 

tions of the same cortical cells and the 

simultaneous and successive stimulation o 

the executive effector cells. | 
When the conditional reflex is elaborated | 

by a definite isolated stimulus, then the | 

excitation extends from the group of corti- 

cal cells being immediately stimulated to 

the neighboring areas due to the irradiation 

of the excitatory process. During repeated 

tests the irradiation becomes restricted and 

the excitatory process is confined to А а | 

localised point of the cortex. The restric- 

tion of the irradiation-excitation may PTO | 

ceed differently under different conditions, | 

but the chief role is invariably performe 

by another basic nervous process—the proc- 

ess of inhibition. All the tremendous 

dynamic system of the cerebral cortex i5 

operated through the interaction of €X 

citation and inhibition. This same interac- 

tion forms the basis for the control by the 
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cortex of all the functions of the living 
organism. The conditional reflex once 
formed may exist throughout the life of 
the organism, or it may on the contrary, 
disappear. And yet the connection once 
having taken place, does not completely 
disappear but is only temporarily sup- 
pressed. 

Of particular and great importance is the 
so-called ultramaximal stimulation leading 
to unconditional inhibition, characteristic 
of all parts of the nervous system, as ор- 
posed to the types of conditional inhibition 
peculiar only to cortical cells. The ultra- 
maximal or protective inhibition takes place 
where the stimulation exceeds the working 
capacity of the given cells. In pathological 
cells even stimuli of usual strength may 
evoke an ultramaximal inhibition, which is 
те important for the life of that 
cell. 

Without biological adaptability, all the 
manifold and harmonious activity of a liv- 
ing organism in all its various interconnec- 
tions with the external world would be 
quite impossible. 

The cerebral cortex of man and higher 
animals has the function of reverberating 
circuits, i.e. the function of acquiring, form- 
ing, creating new relations between the 
organism and its environment, the function 
of developing new life experiences, the 
function of ontogenetic adaptation. 

All these ties between the organism and 
the environment being strictly determined 
are secured by the analysis and simultane- 
ous synthesis of that grandiose dynamic 
system of the billion-cell structure of the 
Eres due to the discontinuous flow of 
| занар and inhibition, their irradiation 

n relations of mutual induction. 

During the last 20 years together with 
my numerous and very dear collaborators 
ce carried out experiments corroborat- 
M avlov's primary assumptions that it 
гезер Cortex that controls all the processes 
I. v in the human body. Experimental 
M e that effect, the inferences they led 
rm the theoretical formulated conclu- 
of " have opened new ways for a study 
of th uU and pathological functions 
аан itferent parts of the nervous system, 
bn or studying the interaction of the 

est mechanisms of the mervous and 
umoral factors, We have collected exten- 
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sive experimental data demonstrating th 
dominant role of the cortical apparatu 
in controlling all the main vital functio 
Experimentally we tried to form conditio 
reflexes through exteroceptors to the 
tivity of the internal organs and the gen 
metabolism. Our colleagues working. 
clinics were able to observe in their clinica 
practice, the tremendous role of the 
in various pathological conditions rela 
to their emergence, course and recovery 
Thus we came to the concept of cortico- 
visceral physiology and pathology. I 
peared that while the cortex affects. 
internal organs through exteroceptive 
flexes, the internal organs of ent 
morphological structure and functional im 
portance, possessing receptor apparatus ‹ 
themselves, in their own turn, di c 
signals to the cortex. Thus we managed 
elaborate an interoceptor signalization 
the cortex. These signals which are fo 
on stimulation of mechano-thermo-ch 
osmoreceptors in the visceral rece| 
fields, enabled us to form interocept 
conditional and unconditional reflexes 
significance of interoceptive signals b: 
normally and pathologically is immense 
for the organism is dependent not o | 
upon an appreciation of the ext 
world, but also upon the signals convi 
to the regulatory apparatus, derived fre 
an analysis of processes occurring W 
the organism itself. 
The cortex of the cerebral hemisp 
constantly faces two kinds of stimuli : th 
of the external and those of the interna 
environment. The wonderful researches 
the role of the formatio reticularis a 
shedding a new light upon the tonic соно 
tions, without which the function of such - 
a complicated dynamic system—as that — 
chief organ of the whole organism’s struc- 
ture, the brain, would hardly be possible. A 
We admit that Pavlov's teaching con- 
cerning the higher nervous activity and its - 
application in psychiatry were not at once | 
adopted by our Soviet psychiatrists. Pavlov — 
himself spoke about it in 1934. He said — 
then that his new ideas on the work of the- 
higher parts of the brain would be ac- 
cepted only slowly by scientists (psychi- - 
atrists and neuropathologists), and that | 
difficulty Pavlov explained as a manifesta. 
tion of some survivals of dualism-that is of 
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the age-old habit of separating thought 
from the brain, of dividing the single and 
integral human organism into two halves, 
ind and body. A gradual overcoming of 
that dualistic outlook contributed to a 
- broader application of Pavlovs teaching 
to the sphere of psychiatry and neurology. 
Pavlov's theory does away with all possible 
-dualisms, because the psychic activity is 


е. as some physiological work of the high- 
ег brain, which in principle precludes any 
contrasting of the psychic and the physio- 
logical. Consequently, Pavlov's concept is 
n its essence one of materialistic monism. 
— n connection with Pavlov's well known 
orks on schizophrenia, Soviet psychiatrists 
ve made many researches concerning the 
erent forms of schizophrenia (Ivanov- 
molensky, W. P. Protopopov, E. A. 
pov). Ivanov-Smolensky in studying the 
, iarities of disturbances of the higher 
nervous activity resulting from catatonia, 
_ described two forms of catatonic stupor, 
e depending upon extensive, and the 
. other upon intensive inhibition. It was he 
pee demonstrated the differences in the 
higher nervous activity resulting from the 
tonic and the paranoiac forms of schizo- 
enia in different stages of their develop- 
t and under different conditions of the 
ophrenic, and especially in manic- 
ressives, 
A number of research works are devoted 
the study of the nervous mechanism of 
jilepsy and the accompanying pathophysi- 
ogical alterations of the higher nervous 
ctivity (Speransky, A. D., Seredina, and 
о ers). One should also mention a series 
studies devoted to the pathophysiology 
hallucinations and delirium. In our 
on, the most important for psychiatry 
Renova concept of "protective inhibi- 
ts essence, in brief, may be reduced to 
e following : if the cote is affected by 
me very strong stimuli, there may occur 
n the cortical nervous cells the so-called 
ransmarginal or ultramaximal inhibition 
` which preserves the cells from exhaustion 
and destruction. It is this property that 
Pavlov termed “protective inhibition.” The 
la tter may arise in the cells even in reac- 
tions to only ordinary stimuli. But they ma 
act not as ordinary, but rather as ultro. 
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eated by him as a higher nervous activity, - 
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maximal stimuli, owing to a pathological 
weakening of the nervous system, such as 
is not infrequently observed in the first 
stage of the catatonic form of schizophrenia. 
Such protective inhibition may take place 
when the organism is subjected to different 
intoxications. It may be regarded as a 
physiological measure of the struggle 
against injurious influences. But if con- 
tinued for a long time, such an inhibition 
may itself prove to be pathological, in 
which case we witness a shift from physiol- 
ogy to pathology. 

On the basis of the concept of protective 
inhibition a further study of the sleep-cure, 
started by Pavlov, is being carried out. 

Pavlov exerted à considerable influence 
on psychiatry by his teaching concerning 
the second signalling system of the cortex. 
One can say without exaggerating that psy- 
chic troubles as a rule result from a dis- 
turbance of the second signalling system— 
the system of speech and thinking. Pavlov 
used to say : “If you haven't got ideas, you 
are unable to see facts.” His ideas of the 
second signalling system provide the basis 
for much new work. y 

Now let me say a few words about fur- 
ther work on Pavlov's types of nervous 
system—their relation to the strength of 
excitation and inhibition, their balance and 
imbalance, mobility and inertia. 

When studying the higher nervous ac- 
tivity we systematically resort to the meth- 
ods of studying conditional reflexes, EEG, 
and biochemistry—in particular, the analy- 
sis of vitamin metabolism in neurotics. By 
all these various analyses it was proven 
that in all the forms of neuroses there is а 
disorder of the internal cortical inhibition, 
i.e. conditional inhibition, and especially in 
hysteria. 

These data are of vital significance for 
an understanding of the pathophysiologica 
nature of neuroses in man and their treat- 
ment: 1. Treatment with the aid of the 
so-called (in the USSR) “protective re- 
gime,” 2. Treatment by means of a Pr 
tracted sleep, applying minimal doses 0 
soporifics and hypnosis, 3. Training of the 
inner inhibition, 4. Psychotherapy, hypno- 
therapy including, 5. Treatment with тесі 
cines individually dosed and dependent 
upon the neurotic type and upon the nature 
of the disease, 6. Physiotherapy, 7. Medi 
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physical culture (at the Clinic of Nervous 
Affections—Prof. Kryshova). 

Hypnosis is investigated not only as a 
phenomenon in itself, but it serves as a 
method of experimental and physiological 
analysis of man's higher nervous activity 
(Physiological Laboratory of Prof. Maior- 
ov), as well as for an analysis of the various 
hypnotic phases, and the interaction be- 
tween the first and the second signalling 
systems. 

Pavlov's ideas are gaining ground in the 
minds of many scientists of other countries. 
In 1955 there was founded a Pavlovian 
Society in Baltimore, by Gantt and others. 

We do not share Freud's theory of neu- 
roses; it is, in our opinion, devoid of a 
scientific groundwork. The premise of psy- 
chic energy striving for an outlet, and the 
subdivision of an integrated psyche into 
3 parts “Id,” “Ego,” "Super-Ego" are arbi- 
trary and without scientific confirmation. 
The dominance of an unrecognizable un- 
conscious in man with his inclinations and 
instincts is in contradiction to modern neu- 
rophysiology and the psychology of man as 
a social being, Even in the higher anim: 
the acquired conditional reflexes perform 
an important role. Man's behavior is at the 
same time almost wholly determined by his 
social surroundings. According to Freud 
one of the causes for neurosis is civilisation 
which restricts instinctive action in man. 
We hold that certain social environments 
may be the source of neurosis, not because 
Of restricting instincts, but due to many 
social contradictions. 

One of the main fallacies of Freud's 
theory is its pansexualism. Far from deny- 
ing the biologically important significance 
of the sexual instinct in human life as well 
as in the origin of several neuroses, We re- 
fuse to consider it as the most important 
factor either in normal life or in pathology. 
The source of most neuroses is not the 
mythical Oedipus or the discharge of the 
suppressed libido, but various external in- 

uences, mostly social. 

The physiological mechanisms causing 
neuroses are thoroughly investigated by the 
Pavlovian school. 

Freud’s method of psychoanalysis ap- 
plied to the study of personality is redu 
to a sexual interpretation and therefore is 
tendentious. 
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The attempts of some researchers, € 
pecially in the U. S. A., to combine Fret 
ism with Pavlovian concepts in our opinion 
lead to no solution whatever. Pavlov him 
self in general occupied a negative 
to Freud, though he made use of som 
Freud’s materials to illustrate his own ide 
Modern psychosomatic medical th 
having enjoyed a particular develo 
in the U. S. A., rests on Freudism and. 
psychoanalysis and pansexualism. The p 
chosomatic theory explains the origin - 
somatic diseases by psychic causes. ' 
cortico-visceral theory also regards t 
disturbances in the higher nervous acti 
as a source of a number of somatic dise: 
But notwithstanding this seeming lik 
the two theories are directly opposite, ! 
cortico-visceral theory being based on. 
terialistic monism. The organism is ап 
indivisible and integral system, where ! 
cerebral cortex is connected with t 
internal organs, but the organs are 
closely related to their surroundings. The 
psychosomatic theory is a dualistic or 
where the mind is divorced from the bo 
and is only able somehow to affect 
latter. The adherents of that theory cc 
sider the psychic causes of disease as 
unconscious sources of actions and 
instincts. Different internal, dermato 
and even surgical diseases including t 
matic ones, they consider as channels. 
escape of the unconscious psychic ener; 
The psychosomatic theory is widespr 
in American psychiatry whereas in t 
USSR it has no place. This is to be « 
plained by our different approaches. ] 
order to attain a common scientific lan- 
guage we should not have to discuss ter- 
minology, but we should exert our effo 
to a clear understanding of the theoreti 
foundations of medical science in general” 
and in psychiatry in particular. А 
An important problem for physiology is 
collaboration with clinicians. In concluding. 
my talk, I should like to express my desi 
—that there may be established a friendly. 
working contact with American colleagues, 
as well as with the scientists of all coun- ~ 
tries. This would be the best guarantee of- 
the development of that human science, viz. 
medicine, which strives to preserve - 
health and prolongation of a happy a 
peaceful life. 


The literature describing the effects of 
_ tranquilizing drugs has reached enormous 
| proportions in recent years(1). Few de- 
_ velopments in the history of psychiatry 
have aroused so much controversy(2) or 
_ stimulated so many investigations. Most of 
the early research gave an unduly optimis- 
picture of the drugs’ efficacy because 
‘inadequate experimental controls and in- 
appropriate procedures(3). Recent studies 
have shown considerably more methodo- 
logical sophistication and have placed the 
ue of chemotherapy in proper perspec- 
е. It is no longer unusual to find several 
ppropriate control groups, double-blind 
nistrations with placebo, tests of 
stical significance, and reliable and 
ntifiable behavioral measures used in 
studies. 

Only recently has there been a corres- 
ponding increase in our conceptual or 
etical precision to keep pace with this 
e in methodological precision(4). 
"ough current studies are now more 

fully designed and executed, many sig- 
ücant variables that may 


en problem in 
the difficulties 


these complex 


for ) the purpose 
experimentation, we always run then risk 


neglecting important influences that will 
e generalizations beyond the experi- 
ntal setting impossible. Only by studying 
any of the important variables—and their 
ous permutations and combination. - 
1 we ever hope to approximate in our 
earch endeavors the complexity of hu- 
an functioning found in real life, 
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fluenced by the interaction of 3 major 
classes of variables, namely, drug, situa- 
tion, and person. All behavior studied in 
drug experiments, whether measured by 
rating scales, objective or projective tests, 
controlled observations, clinical impres- 
sions, etc., is some complex function of 
these 3 variables operating simultaneously 
upon the patient. Although this conception 
is generally accepted at a theoretical level 
(4), it has been frequently ignored when 
undertaking specific studies. Most investi- 
gators have studied only the influence of 
drug variables and tacitly assumed an in- 
variant response to its pharmacological 
properties by all people in all places. Few- 
er investigators have focused on the situa- 
tion factors that bring about a particular 
drug effect and, most neglected of all, have 
been the person variables that determine 
the uniqueness of each individuals re- 
sponse to the drug. No one has yet аі. 
tempted to study the effect of all 3 vari- 
ables within the framework of a single 
investigation, 

The purpose of this paper will be to dis- 
cuss each of these 3 major categories of 
variables and to cite illustrative studies of 
each. An attempt will also be made to 
outline a methodology whereby all 3 may 
be investigated simultaneously to determine 
their joint effect. 


DRUG VARIABLES 


The overwhelming number of chemo- 
therapy studies are concerned only with 
the effect of drug variables on behavior. 
Type of drug, drug combinations, dosage 
level, and length of administration are the 
usual dimensions investigated in this cate- 
gory. Situation or person variables are 
either omitted or presumably controlled 
by matching groups on several criteria. 

In its emphasis on drug variables, the 
typical chemotherapy study commits tha 
error of oversimplification by assuming 
that behavior can be isolated from its socia 
context and that the patient is merely а 
passive recipient of a purely pharmacologi- 
cal agent. It assumes an invariable response 
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to the drug: all people reacting in the 
same way, regardless of the situation in 
which the drug is administered or the per- 
son receiving it. In those studies where no 
consideration is given to situational or 
personal factors, authors are forced to state 
that any improvement in behavior is at- 
tributable only to the drug. Such a con- 
clusion has been strongly criticized by 
Rashkis and Smarr: “It is patently impos- 
sible to assume that improvement in 
patients to whom drugs have been ad- 
ministered is due solely to the drugs them- 
selves”(5). However, the majority of 
experimenters can reach no other conclu- 
sion because of the artificial nature of their 
research designs. 

We have to look no further than to the 
extremely wide variation in drug results 
to realize that factors other than the drug 
are exerting an effect. One review of 52 
studies showed 34 to 100% improvement 
under chlorpromazine and 17 to 100% im- 
provement under reserpine(6). Granting 
the methodological inadequacies of many 
of these studies, it is clear that the drug 
alone is contributing only a portion to the 
total effect and that other factors—equal, 
and in some cases more important—must 
be operating to influence behavior. 


SITUATION VARIABLES 


Tt has long been recognized that the 
psycho-social environment in which the pa- 
tient resides and receives treatment has a 
determining effect on his behavior. The 
findings of Stanton and Schwartz(7) that 
staff harmony and discord may be reflected 
in patient functioning, the conclusions of 
Greenblatt, York, and Brown(8) that pa- 
tients may improve without any formal 

erapy simply by being in a “therapeutic 
milieu,” and Caudill’s recent work(9) on 
the total hospital atmosphere all support 
this thesis. It is evident that patients are 
not treated in a vacuum and that they 
respond to a variety of subtle forces around 
them in addition to the specific therapeutic 
agent under investigation. 

Those social forces impinging upon the 
Ee from the research and hospital set- 
xs and those psychological influences 
a mming from the various personnel with 

от he comes in contact аге the situation 


variables that must be considered 
chopharmaceutic research.? ` Ny 
It is necessary to specify the total s 
situation in which any drug experiment 
carried out. No comparisons betw 
separate studies or replications of s 
studies can be made without a clear 
scription of the research context. A re 
report(10) emphasizes this precaution ar 
as a guide to such description lists 19 item 
under the general headings of Hosp 
Structure, Hospital Personnel, and Pati 
Population, which may have an influer 
on patient response. Size, location, arch 
tectural characteristics of the hospi 
number, training, description of personn 
and special characteristics of the pati 
population are some of the variables con- 
sidered important in this regard. It is 
recommended that “. . . any alterations i 
the setting introduced by the investigate 
or by circumstances after the study 
begun” should be clearly specified beca 
of the possible influence they may have 
behavior. The importance of this lat 
point is documented in a study by Wi 
(11) which used a sociologist as ward о] 
server. He found the observer's presen 
on the ward crucial enough to bring about 
an initial improvement in patient behavio 
and this improvement was later rever 
when the observer was no longer unfami 
to the patients. 
In spite of the multiplicity of signifi 
variables operative in the social settin| 
only the research unit specifically has re- 
ceived much attention. That improvement 
in behavior can occur solely by Бей 
selected as a subject and by residing on 


to establish a pre-drug base line, Thirty. 
nine of these 48 showed improvement with- - 
out medication due to what the authors - 
term a “milieu effect” and even after 
2 Tt is recognized that the distinction between social. 
and psychological situation variables is artificial. For _ 
example, the psychological attitudes of ward per- _ 
sonnel are very closely related to the social philosophy — 
of the hospital. However, the distinction will be made _ 
for purposes of exposition and to categorize the 
several relevant studies concerned with these variables. 
Ӯ d 
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© months many had not yet stabilized. This 
finding is an illustration of the "Hawthorne 
Effect" (12) originally observed in industrial 
settings over 20 years ago where increased 
attention, heightened interest, and social 
stimulation alone were responsible for 
changes in behavior. 
Gerard considers these “milieu effects” of 
major significance and primarily responsible 
for the enthusiastic early reports on the 


effectiveness of tranquilizers : 


think it has been demonstrated sufficiently 
, at least in the earlier stages of drug 
ting, those hospitals which were reported 
get the greatest change with the introduc- 
n of tranquilizers were the ones that had 
st a completely custodial attitude. Prior 
to the drug experiments, the patients had been 

retty much neglected ; now they were given 

ttention as well as a drug(13). 


__ A comprehensive study now under way is 
attempting to assess directly the influence 
the total social setting on drug response 
). The cooperating hospitals are the 
large acute and custodial Boston State 
Metropolitan State Hospitals and the 
bed Massachusetts Mental Health 
ter which is an active treatment hospi- 
ith a multi-discipline approach to 
herapy and rehabilitation." The specific 
of the study are to determine the dif- 
ering effectiveness of drug therapy be- 
large state hospitals and a small 
ive treatment center. By transferring 
scted patients from one study hospital 
the other, the investigators can see 
vhether social therapy alone is superior 
drug therapy alone or whether social 
id drug therapy together is more bene- 
cial than either one separately. 
Recently, some attention has been devot- 
lto the second group of situation variables, 
_viz,, the psychological influences stemming 
_ from personnel attitudes and feelings. Quite 
. early in the development of the tranquiliz- 
. ers it was noted by the staff of the Michael 
. Reese Hospital that they were not obtaining 
_ the same degree of improvement with drug 
therapy as workers in other hospitals(15). 
T This led them to study the attitudes of 
_ their personnel toward drugs as a possible 
determining factor in their lower improve- 
ment rate. After an intensive qualitative 
_ analysis of the hospital setting, they con- 


cluded that attitudinal factors were indeed 
important and that contributing to their 
lack of success was “. . . the relatively nega- 
tive attitude of our hospital personnel to- 
ward the prescription of drugs as compared 
with alternative modes of therapy”(15). 

A quantitative study by Feldman(16) on 
the relation of staff attitudes to treatment 
outcome agrees with the above findings. 
He found a high relationship between the 
attitudes toward drugs of 37 physicians and 
their success with the drugs. Those physi- 
cians most enthusiastic about medication 
and convinced of its value had by far the 
greatest patient improvement. One investi- 
gator, for example, who was completely 
sold on the merits of tranquilizers had 77% 
of his patients improve ; another who con- 
sidered drug therapy “contrary to our dy- 
namic concepts” and a waste of time had 
only 10% improvement. Related findings by 
Thorpe and Baker(17) have shown that 
nurses’ attitudes toward medication are also 
of importance and influence their judg- 
ments of patient improvement. 

In view of these few, but nevertheless 
highly suggestive, findings that “. . . there 
is a significant relationship between the 
enthusiasm of the investigator and the 
therapeutic effect of the drugs”(1), it seems 
evident that more research efforts should 
be directed at this problem. The typical 
drug study, which only states that certain 
physicians, nurses, and aides attended the 
patients during the course of the study— 
but says nothing of their beliefs and feel- 
ings about drug therapy—seemingly ignores 
a relevant research variable.* 


PERSON VARIABLES 


The most neglected area in chemotherapy 
research has been the relationship betwee? 
drug effects and the personality of the drug 
recipient, i.e., the influence of person vari- 
ables on behavior. While it is a truism that 
“people are different,” apparently many m- 


3 Research in this area has been facilitated by the 
construction of an objective scale to measure attitu es 
toward tranquilizing drugs by Mason and Sacks(18)- 
Although primarily devised for use with physicians: 
it can be modified to apply to nurses and aides #8 
well. Attitude scores have shown a significant oe 
relation with actual use of drugs by physicians "i 
are now being correlated with several measures 
patient improvement. 
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vestigators have assumed that (a) these 
individual differences will balance out in 
their experimental designs and contribute 
equally to all groups, or (b) that drugs 
exert an invariant effect regardless of the 
personality differences of the people re- 
ceiving them. The few studies that have 
concerned themselves with the problem of 
individual differences show that neither of 
these assumptions is necessarily true. 

The considerable literature on placebo 
effects(19, 20), although not usually con- 
cerned with tranquilizing drugs, neverthe- 
less has relevance here. The several studies 
by Lasagna, Beecher, and von Felsinger 
(21, 22, 23) have all demonstrated that 
“the nature of the subject” is an important 
determinant of drug effects. It appears that 
there are discernible personality charac- 
teristics which account for a certain portion 
of the effect of any given drug. One study 
on the influence of morphine and a placebo 
on pain reduction showed that 42% reported 
some relief of pain following the placebo 
injection. From a psychological test battery, 
the authors were then able to characterize 
these “placebo reactors” in terms of some 
specific personality patterns(24). 

Confirming these findings are the investi- 
gations of Hill(25) and Kornetsky(26) 
wherein objective measures of personality 
functioning were used. In many cases they 
found that personality differences brought 
about behavior which minimized and even 
Went contrary to the typical physiological 
effect of the drug. There were indications 
that a “general drug sensitivity" factor 
exists in some people which causes them to 
Teact to all drugs. Other subjects not pos- 
Sessing this factor are less affected by drugs. 
Relatively little is currently known about 
the personality variables underlying these 
idiosyncratic reaction patterns. In sum- 
marizing his work, Kornetsky is insistent 
9n the importance of person variables in 

Tug research : 


(ће effects of drugs on psychological per- 
Baan in man are due not only to 
xy C pharmacological activity of the drug, 
put also to the specific reactivity of the sub- 
Hct and to an interaction of ће two(26). 


E lt is unfortunate that the rarest type of 
hi lective chemotherapy experiment is the 
ne that would answer the most important 
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question facing the psychiatrist : Will 
drug benefit this particular patient with 
unique background, motivation for t 
ment, personality structure, and symptor 
The few tranquilizer studies that have 
vestigated this problem of individual di 
ferences suggest there is a relationship 
tween the nature of the drug recipient 
his drug response. Ellsworth and Clark( 
were able to relate improvement 
reserpine and chlorpromazine to a patie 
variability in pre-drug “palmar sweat 
ings” or generalized anxiety level. Ko 
sky and Humphries(28) found high 
relations between MMPI psychasthenia 
depression scores and their patients’ 
jective and objective behavior changes 
lowing the administration of several d 
Finally, Kelly et al.(29) correlated 68 in 
dividual personality variables with the bi 
havioral effects of meprobamate and p 
clorperazine. Although many of the sig 
cant correlations obtained may be due 
chance because of the enormous num 
tested, the investigators still feel that, "E 
significant correlation has interest as 
potentially fruitful hypothesis for fuh 
experimentation" (29). 

The final group of studies investigati 
the determining role of personality 
those conducted within a dynamic or 
choanalytic framework. They attempt 
explain the divergent chemotherapy results 
in terms of the individuals psychological | 
perception of the drug and what me 
tion means to him. Epitomizing this ap- 
proach is the comment by Fernandes that 


the effect of the (tranquilizing) drug upon | 
the whole personality is salutary or detrimental 
according to the way it is experienced by 
patient's ego, and the way it is elaborated 
valued by the patient himself (30). 


Sarwer-Foner, in a series of related investi- - 
gations, has similarly emphasized that | 


The therapeutic effect (of drugs) ... is du 
not to the pharmacological action alone, b 
to the way in which this physiological action 
psychologically influences the patient's de-- 
fences in terms of the patient's total situa- 


tion (31). 


In the course of evaluating 5 different ' 
tranquilizers, Sarwer-Foner found clear-cut 
untoward reactions in about 17% of his — 
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cases. These patients, instead of showing 
behavioral improvement, developed panic 
and paranoid reactions, agitation, increased 
withdrawal, and enhanced anxiety. He of- 
fers as hypotheses for these negative reac- 
tions the psychological meaning the pa- 
tient attributed to the physiological effect 
of the drug. For example, those patients 
who typically use motor activity as the 
main defense against unconscious passivity 
may become threatened and anxious by the 
drugs restraining action. Similarly, those 
- patients with strong latent homosexual con- 
- flicts may interpret the administration of 
‘the drug as “an unwelcome assault or se- 
— duction" and react adversely to the chemo- 
_ therapy. Although these studies have been 
criticized by Bennett(32) for their meth- 
“odological shortcomings, they stand as 
_ significant exploratory works which can 
furnish hypotheses for more precise ex- 
perimentation. There is too little known 
about the relevant personality variables 
operating in the psychopharmaceutic situa- 
_tion to discount any possible sources of 
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* It has been shown that a patients re- 
“sponse to medication is influenced by the 
interaction of drug, person, and situation 
- variables, Changes in behavior are due not 
nly to the type and quantity of drug ad- 
nistered but also to the total social set- 
_ ting in which treatment occurs, the feelings 
_ and attitudes of personnel attending the 
_ patient, and the personality structure of 
_ the drug recipient. Studies which investi- 
gate only one or two of these influences 
n furnish only partial answers to our re- 
search questions. It is clear that what is 
_ needed is a research design that will per- 
mit the simultaneous study of several of 
_ these variables in a single experiment, 
= Such a procedure is called a factorial 
design.‘ “A factorial design is one in which 
we have two or more variables each varied 
two or more ways and studied in all 


_ * An excellent account of the research Possibilities 


py research. More technical 
discussions may be found in McNemar(34 
(35), and Edwards(36). ee ae 
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possible combinations" (33). In contrast to 
the traditional approach of holding all but 
one variable constant, in a factorial design 
the experimenter deliberately varies as 
many factors as he is interested in study- 
ing. This procedure is more comprehensive 
than other methods because interactions 
between variables as well as the main effect 
of each variable may then be studied. It is 
also more economical because a wide range 
of conditions are sampled using fewer sub- 
jects and observations than would be re- 
quired in conducting separate studies for 
each factor. 

In brief, a factorial design can answer 
more than one question in a single experi- 
ment. It can tell us not only that one drug 
is superior to another, but also under which 
treatment conditions and for which types 
of patients this superiority obtains. This 
latter information is of primary importance 
in drug experimentation. Edwards and 
Cronbach stress the necessity of going be- 
yond a simple *A better than B" approach 
in evaluative research : 


It seems obvious at this point that simple 
comparisons of (Drug A and Drug B) may 
often be relatively worthless, and that com- 
parisons gain value as the design isolates the 
specific types of persons and situations for 
which A is superior(33). 


A single factorial experiment could study 
the relative effect of each of the 3 major 
classes of variables outlined in this paper. 
For example, we could investigate within 
the framework of a single study the changes 
in behavior produced by Drugs A and B 
(drug variables) in chronic and acute 
schizophrenics (person variables) when 
treatment occurs in custodial and re- 
habilitative hospitals (situation variables). 
The several questions asked in this re- 
search are each answered by an analysis 
of all the possible main and interaction 
effects. From the wealth of information 


that could possibly be obtained from 


5 Main effects are the ones that occur consistently 
regardless of variation in any other experimental 
factors. For example, one drug may be superior to 
the other irrespective of the types of patients or the 
hospital setting. Interaction effects are the ones due 
to a combination of two or more experimental factors: 
For example, one drug may be superior to the other 
only when administered to particular types of patients 
ог only when given in a particular hospital setting: 
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such a study, the basic advantage of a 
factorial approach is clear : the more vari- 
ables systematically investigated, the more 
comprehensive the information obtained. 
In view of the considerable evidence 
that changes in behavior are not merely a 
function of the drug itself, it is surprising 
that so many studies still neglect or at- 
tempt to hold constant all other relevant 
variables, Instead of excluding these non- 
drug sources of influence, we should recog- 
nize their existence and, by using a factori- 
al approach, actually build them into our 
research designs. Only in this way can 
the combined influence on behavior of 
drug, situation, and person variables ever 
be ascertained and more valid knowledge 
of drug effects obtained. 


SUMMARY 


This paper has reviewed selected studies 
that indicate the importance of situational 
and personal factors on a patient's response 
to drug therapy. A factorial research de- 
sign has been proposed as the appropriate 
means of evaluating several of these sig- 
nificant variables in a single experimental 
study, 
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HELLER'S DISEASE AND CHILDHOOD SCHIZOPHRENIA 


NATHAN MALAMUD, M.D. 


The problem of differentiating psycho- 
genic from organic symptoms is often a 
challenging one, and this applies in par- 
ticular to the field of child psychiatry. In 
discussing the severe personality deviations 
of pre-school children, under the title of 
“atypical development,” Rank(1) stated : 


By this term we refer to those severe dis- 
turbances in early development which have 
been variously diagnosed as Heller's disease, 
childhood psychosis, childhood schizophrenia, 
autism, or mental defect. 


Such indiscriminate grouping of etiological- 
ly different conditions can however be mis- 
leading both for theoretical and practical 
reasons. 

Since so-called Heller's disease is most 
apt to be confused with childhood schizo- 
phrenia, it is proposed here to delineate the 
former condition and to illustrate the prob- 
lem of differential diagnosis from schizo- 
phrenia through a clinicopathologic analy- 
sis of a series of cases. 

Under the designation of dementia in- 
fantilis, Theodor Heller(2) described a dis- 
order in 28 children whom he observed and 
followed between 1905 and 1930. Accord- 
ing to Heller, these are children who, 
without preceding illness, become con- 
spicuous in their third or fourth year of life 
through symptoms of a character disorder. 
Whereas they have been placid or lively 
by nature until that time, they become 
moody, negativistic, disobedient, often 
raging without reason, or whining. They 
tend to be destructive, and many show 
anxiety states, occasionally of an hallucina- 
tory character. Following these initial 
symptoms, they rapidly undergo a process 
of mental regression which leads within a 
few months to a complete loss of speech 
and to apparent idiocy. During the regres- 
Pe period, motor disturbances frequently 

ecome evident, The children acquire tic- 
ike movements, they grimace and pose in 
Peculiar positions. Many become inconti- 
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nent of urine and sometimes also of f ce: 
It becomes necessary to feed them. Duri 
all of this, there remains a certain d 
of attentiveness, yet they are 
to any approach through remedial edu 
tion. 
Heller wit of Up оре Чачы condi 
tion did not belong to the p of schizo 
phrenias. However, according to Kanne 
(3), it was customary to list Heller's d 
among the varieties of infantile schizo 
phrenia until Corberi found in brain biop 
sies on epus tients "diff 
lipoid degeneration cells 
These findings led to the assumption thi 
a 


by Kufs anc 
by Walter as "amaurotic idiocy wit 
amaurosis.” Kanner could find no case г 
ports of Hellers disease in the Americ 
literature and stated : 


I have seen only three unequivocal cases. In 1 
one it was possible to obtain specimens 0 

brain tissue through a biopsy done in Dr 
Walter Dandy's department, Evidence of vide- - 
spread cell degeneration, especially in two” 
layers of the cortex, was unmistakable. 


He also refers to reports by Kennedy a 
Hill, and by Jancke, of Heller's disease 
lowing pertussis. Kanner emphasized t 
essentially organic basis of Heller's diseas 
as distinct from the condition of infanti 
autism which he first described and which — 
he regarded as fundamentally schizophrenic 
in nature. f 
CASE REPORTS im 
The cases to be described consisted of 3 - 
separate pairs of siblings and are therefore. 
considered below under their respectiv 
family names. T 


Family R.—Lynn, a 15-year-old girl, de- f: 
veloped normally until the age of З years | 
when she began to exhibit increasing difficulty 
in walking and irregular twisting movements 
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of the arms and body. At the age of 6, her 
became slow and indistinct. When she 
started school, she became a behaviour prob- 
lem. For example, she would go to the boys 
toilet and expose herself, would tell many 
fantastic tales and her school work was poor. 


_ but, because of the prominence of the psy- 
chiatric features, she was admitted for further 
- observation to the psychiatric clinic where she 
remained for approximately a year. 
= Jn the hospital, the patient was first de- 
scribed as dishevelled in appearance, preoc- 
/  cupied, varying in mood between unmotivated, 
-mirthless laughter and apparent sadness, and 
incoherent in her conversation. She appeared 
0 cs Sa to ку and visual hallucina- 
t or example she talked about seeing little 
‘objects walking around in the air. k was 
difficult to test her sensorium. Her behaviour 


— for the disturbed intellectual functioning." Т 
psychiatrist felt that there were е hind 
chogenic factors in the girl's environment, such 
as parental discord, to account for an emo- 
3 ional disturbance, quite apart from any or- 
ganic йе ель ое рта were juvenile 
т athetoi of сеге! 
- palsy. During the course of her el 
- the patient was said to improve inasmuch as 
‘she became less destructive, and appeared 
more responsive. She was taken out of the 
hospital against advice and remained at home 
Her further course was one of steady decline, 
- so that in the last 2 years of her life, she be. 


k Roger, younger brother of І; 

-. 14 years, was said to be well vati abont oc 

К Mo ^ i iy he began showing tremor o 
his personality cha: 

quiet good student he bese Pas Aet 
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neglectful of his personal appearance and fail- 
ing in his school work. More recently he has 
been hallucinating, believing that termites were 
crawling in his bed and complaining that 
people were persecuting him and going to 
hang him. He was afraid to leave his mother’s 
side even for a moment and preferred to re- 
main alone and daydream. 

Examination in the pediatric clinic revealed 
nystagmus, ataxia and athetosis. On the Wech- 
sler-Intelligence scale for children he was 
awarded a full scale 1.Q. of 68 but the psy- 
chologist remarked that “the record was not 
unlike that of a schizophrenic process-confused, 
perseverative and evidencing residual learn- 
ing.” The results of the Bender-Gestalt test 
also suggested a psychosis. An EEG was con- 
sidered as moderately abnormal. Laboratory 
tests, including examination of the spinal 
fluid, were negative. 

When last seen, the patient was showing 
signs of further deterioration. 


Family E.—Marilyn, a 7-year-old girl had a 
normal birth and early development. At the 
age of 3 years, she was said to have been 
frightened at a Halloween party. The next day 
she appeared fearful and began nocturnal 
screaming, which continued unabated for the 
next 6 weeks. She gradually became more 
seclusive, negativistic and mute, was unable 
to adjust in kindergarten, and later developed 
incontinence of urine and feces. At the age of 
5, she was examined in the pediatric clinic. 
Physical examination was negative and there 
was no mention of any neurologic abnormali- 
ties. The psychologist described her as show- 
ing “essentially marked instability in her 
emotional reactions, varying between lethargy, 
unmotivated laughing and crying, and between 
mutism and outbursts of unintelligible words 
and songs.” She was awarded an 1.0. of 33, 
on the Kuhlmann-Stanford and of 47 on the 
social maturity test and was committed to 4 
hospital for the mentally retarded where she 
continued to deteriorate until her death at the 
age of 7. 

JoAnn, younger sister of Marilyn, developed 
normally until the age of 5, when she began 
to exhibit awkwardness, speech defect, spells 
of trembling and retardation in her school 
work. When examined in the pediatric clinic 
at the age of 7, she showed ataxia, dysarthria, 
mental regression and EEG evidence © par- 
oxysmal dysrhythmia. She continued to de- 
teriorate and, by the age of 9, her LQ. was 
estimated at 55 and a few months later at 30. 
The further outcome of her case is at present 
unknown, 


_ POSTMORTEM FINDINGS 


The significant pathologic findings in the 
two patients who died were limited to the 
central nervous system. In each case there 
was widespread disease of the neurons, 
from the cerebral cortex to the spinal cord. 
The changes consisted of ballooning of the 
nerve cells, their dendrites and axons, as a 
result of deposits of a lipid material. This 
consisted of granules which stained poorly 
with the scarlet red method for neutral fat 
but positively with the Nile blue sulfate 
method, for fatty acids and other more com- 
plex lipids. ( Fig. 1a, b, c, d.) 


COMMENT 


It was obvious that the diagnosis in the 
above cases was amaurotic family idiocy. 
In the absence of amaurosis it appeared to 
be a form of the disease, previously referred 
to as “amaurotic idiocy without amaurosis.” 
Its onset at the age of 3 years in the two 
cases that died suggested the Bielschowsky- 
psy or late infantile form of the cerebral 

poidoses. In the experience of the author, 
such cases are not uncommon, but in the 
absence of the specific retinal findings, are 
often misdiagnosed. It is noteworthy that in 
the still living siblings the correct diagnosis 
was made only after the autopsy in the two 
patients who died revealed the true nature 
of the disease. 


Family M.—Sharon, a 13-year-old girl, had 
a normal birth and early development. When 
she started school at the age of 6, it was noted 
that she was slow in comprehension, repeated 
grades and had to be placed in a special class 
At the age of 8, her behaviour became bizarre 
and impulsive, and she was observed to have 

lank spells" When examined at à local 
hospital, an LQ. of 62 was determined and 
diagnoses of mental deficiency and petit 
epilepsy were considered. At the age of 11 
She was hospitalized for a year in a children's 
Psychiatric clinic, Some of the examiners 
characterized her behaviour as autistic with 

ished speech, punctuated by irrelevant 

and bizarre responses, mannerisms, and sud- 
den shifts of mood from fearfulness to apathy. 
Others described her speech as dysarthric and 
movements as choreiform. The psychologist 
Concluded that she was showing “classical 
ophrenic signs with perseveration of 
Movement, speech and ideation, tics, grimaces 
mannerisms, clinging physically to adults 


With increased motility and reduced verbaliza- 


tion." An EEG disclosed a slow disorgan 
record with evidence of generalized pa 
dysrhythmia. Her final diagnosis was estab 


lished as childhood schizophrenia with саќаз 


tonic features. She continued to deteriorate | 
and was transferred to a State hospital for the 


mentally retarded where her condition was _ 


diagnosed as degenerative chorea. She died 
there at the age of 13 years. “i 

Ronald, aged 11 years, younger brother of 
Sharon, developed normally until about the 
age of 5-6 years. When he started school, he - 
did poorly, was considered emotionally dis- 
turbed, requiring placement in a special class. 
At the age of 8, he was referred to a mental 
hygiene clinic. There, he was described as. 
hyperactive, fearful, having a short attention 
span and his LQ. was determined at 54. He 
was diagnosed as mental deficiency with | 
schizophrenic reactions. At the age of 10 he | 
was admitted to the same psychiatric clinic as 
his sister. Like her, he was variously : 
as excitable, confused and erratic or as under- 
going abrupt involuntary choreoathetoid move- _ 
ments. The psychologist felt that “the patient — 
demonstrated signs of deterioration which were 
either on a schizophrenic or organic basis.” 
The patient was committed to a State hospital 
where his EEG was described as a slow, dis- 
organized record with a spike and wave ac- - 
tivity suggestive of convulsive susceptibility. 4 
He died there at the age of 11 years. 


POSTMORTEM FINDINGS à 
The pathologic findings in the two sib- 
lings of Family M. disclosed changes in the 
brain of an unusual type and location. They 
were degenerative lesions that involved _ 
symmetrically and severely 
Luysi and to a lesser degree the 


the corpus - 


body and the mammillo-thalamic tract. In 4 


these areas, the neurons and their nerve 


è 
1 


fbers had virtually disappeared, leaving — 
only a few shrunken nerve cells and fibers 
behind, accompanied by a dense reactive 


fibrillary gliosis. (Fig. 2a, b, c, d.) \ 


COMMENT 

The lesions in the two cases bore the - 
stamp of a primary degenerative disease 
because of their absolute restriction to these 
two nuclear masses and because of their 
symmetry. This was further confirmed by 
the identity of the changes in the two 
siblings indicating the heredofamilial basis 
of the disorder. In the experience of the 
writer, such a disease with pathoanatomic 
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confirmation has not hitherto been reported d were not established until after 
in the literature. From the standpoint of Ње pathologic findings were determined in 
the clinical picture it is reasonable to as- each one member of a pair of siblings 

: Retrospectively, the diagnosis of child 
hood [cw ере appeared to have been 
made by ei ignoring or underestimating 
the role of the organic factors in the total 
picture. For example, the motor dis- 
turbances, such as the choreiform move- 
ments, were considered to be tics or man 
nerisms, and the abnormal EEG findings 
were not taken into consideration. Instead, 
the emotional and behavioural disturbances 
became the focal points of interest. Even 
when the organic factors were recognized 
it was felt that the ty disturbances 
were on a different basis. Their etiology was 
searched for and discovered in certain 


not appear that there was sufficient proof 
for the latter contention. Rather, the 
schizophrenic” symptoms in the cases 
seemed to be directly related to the brain 
damage. As already stated previously, Kan- 
ner was convinced of such an interpreta- 
tion of the syndrome of Heller's disease. It 
should be emphasized that the term schizo- 
phrenia, when applied to such cases as 
are here discussed, is misleading since it 
fails to recognize the specific metabolic 
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Woolley and Shaw(1, 2) first proposed 
early in 1954 that a deficiency or excess of 
serotonin in the brain might be a cause of 
Schizophrenia. To test the hypothesis, 
Woolley(3, 4) suggested that 5-hydroxy- 
tryptophane (5-HTP), the precursor of 
serotonin, be administered to schizophrenic 
patients. If serotonin had no relationship 
to schizophrenia, then the patients should 
not react. On the other hand, if the disease 
were caused by a deficiency of serotonin, 
then 5-HTP should have a therapeutic ef- 
fect and if the disease were caused by an 
excess of serotonin, then 5-HTP should in- 
tensify the schizophrenic symptoms. 5-HTP 
Was suggested rather than serotonin itself 
since serotonin does not readily cross the 
blood-brain barrier, whereas 5-HTP does. 
We wish to report on the clinical and bio- 
chemical effects of 5-HTP administered to 
5 chronic schizophrenic patients. At Wool- 
leys suggestion, 1-benzyl-2, 5-dimethyl- 
Serotonin (BAS) was preadministered in 
order to protect the patient against the 
gastrointestinal effects of excess serotonin 
(4). Two of the patients received Marsilid 
in addition to the BAS and 5-HTP to in- 
hibit the presumed monoamine oxidase de- 
struction of brain serotonin.” 

In the first study, 4 male chronic schizo- 
phrenic patients were selected from the 
research ward of the Worcester State Hos- 
pital. The first week served as a со 
Period. During the second and third weeks, 
each of the patients received orally two 
» mg. tablets of BAS daily. During the 
ourth and fifth weeks the administration 
of BAS was continued and the patients 
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In the second study, using same p 
tients but one, the dose of 5-HTP was 


the patients (BER), was 
other male patient (YAN) 
week 
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Our findings agree with those of Woolley. 
i of Маны i 
may be expected to increase 
ено levels over that expected from 
the use of BAS and 5-HTP failed to alter 
the negative clinical picture. While only 
5 chronic cases are represented in this 
study the evidence casts doubt on the hypo- 
thesis that too little or too much serotonin 
per se is causally related to schizophrenia, 


219 


— A 


- Urines were collected systematically 
throughout the studies at about 10 A.M. 
after discarding the waking samples. The 
urines were analyzed for 5-hydroxyindole- 
acetic acid (5-HIAA) by the colorimetric 
method of Udenfriend(6) and chromato- 
-graphed in a two-dimensional system(7), 
- spotting 200 ul. of urine and spraying with 
- Udenfriend's reagent to detect 5-hydroxy- 
indoles and with Ehrlich's reagent to detect 
. other indoles. 
The expected increase in urinary excre- 
_ Чоп of 5-HIAA following the administra- 
- tion of BAS and 5-HTP combined was not 
| observed even at a dosage of 100 mg./day 
- of 5-HTP for 3 weeks (Table 1). Only one 
. of the patients (BER) showed an increase 
_ апа this accounted for only 40% of the 30 
. mg. of DL-5-HTP injected (calculated on 
. the basis of the L-form only). The adminis- 
tration of BAS by itself caused no change 
. in the urinary 5-HIAA excretion pattern of 
the schizophrenic patients. There are two 
possible explanations for these facts: 1. 
к That schizophrenic patients lack one or 
. more of the necessary enzymes to convert 
y 5-HTP to 5-HIAA and 2. That BAS alone 
, Causes a metabolic block. We have present- 
ed evidence(8) that the urinary levels of 
. 5-HIAA and the blood levels of serotonin 
are not significantly different in schizo- 
_ phrenic patients and normal subjects, which 
_ would suggest that the enzymes necessary 
и the conversion of 5-HTP to 5-HIAA are 
. present and operative in schizophrenic pa- 
. tients as well as in normal subjects. It may 
- be concluded that BAS blocks the conver- 
sion of 5-HTP to 5-HIAA. The fact that 
- BAS and Marsilid prevented the formation 
. of 5-HIAA from 5-HTP is not surprising 
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since Marsilid is an inhibitor of monoamine 
oxidase. 

The paper chromatograms clearly showed 
the presence of the 3 major 5-hydroxyin- 
doles, 5-HIAA, serotonin, and 5-HTP after 
the administration of 5-HTP to the schizo- 
phrenic patients pretreated with BAS. The 
spots due to serotonin and 5-HTP were 
not observed in the control period or after 
the administration of BAS alone. The ac- 
cumulation of serotonin in the urine strong- 
ly suggests that BAS is a monoamine oxi- 
dase inhibitor. This is consistent with the 
findings of Woolley and Edelman(9) that 
mice treated with BAS showed no increase 
in urinary 5-HIAA, but that urinary sero- 
tonin was markedly increased. It is inter- 
esting to note that although both BAS 
and Marsilid are monoamine oxidase inhib- 
itors, BAS acts as a tranquilizer and Marsi- 
lid acts as a psychoenergizer. This suggests 
that the energizing property of Marsilid 
may not be a function of its ability to inhibit 
monoamine oxidase. The accumulation of 
5-HTP in the urine may be due to the 
specificity of the decarboxylase for the 
L-form with the resultant accumulation of 
the D-form. The Marsilid and non-Marsilid 
chromatograms were qualitatively the same 
with respect to the 5-hydroxyindoles. 

An antidiuretic effect was observed in on- 
ly 2 patients (CAR and BEN), (Table 1) 
after the administration of 30 mg./day but 
not after 100 mg./day of 5-HTP. There was 
as a result a concomitant increase in the 
concentration of 5-HIAA ; the output of 
5-HIAA when calculated on a time basis 
however showed no change due to admin- 
istered 5-HTP in these 2 patients. 


E TABLE 1 
24 THE URINARY EXCRETION 
e OF 5-HIAA AFTER INTRAMUSCULAR ADMINISTRATION OF 5-HTP TO MALE 
CHRONIC SCHIZOPHRENIC PATIENTS PRETREATED WITH 100 MG./DAY OF BAS ADMINISTERED ORALLY 
; - Output of Ourput of f 
E. dpi HIA Caimi) pa AA Cush.) Urine Umi. /hr.) З: 
V в ec i Ё Effecth 
E (ы) Alone + BAS of SSHTP ^ Alone ВАБ ор Ane {BAS of HTP 
Р, CAR 38 s 24.6 inc. 162 433 inc. 18.1 21.5 — 
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Fic. 1 


Nissl stain x 105 and ( 
ame changes in paraven 
f granular lipid materia 


b) anterior horn cells of 
tricular nucleus, Nissl 


Ballooning of neurons of (a) corpus Luysi, 
] staining deep blue 


EM cord, Nissl stain x 345 ; Case L.R. (c) $ 
with x 105 and (d) deposits within the neurons О 
Nile blue sulfate method x 475; Case М.Е. 


Fic. 2 A AND B 


Chronic degeneration as evidenced in (a) by gliosis of corpus Luysi (C.L.) and mammillo- 
thalamic tract (M.T.), Holzer stain x 10 and in (b) by paucity of neurons and reactive pro- 
liferation of glial elements in the corpus Luysi, Nissl stain x 100; Case of В.М. 


Fic. 2 € anp D 


Chronic de ? 
Ыы tins degeneration, characterized by disappearance of neurons from the medial mammil- 
in (с) ag (MM) by contrast with normal appearance of lateral mammillary nucleus (ML) 
stain x 21 and (d) Nissl stain x 110 ; Case of S.M. 


- phrenic patients of BAS alone, of BAS and 
. 5-HTP combined, and of BAS and 5-HTP 
in conjunction with Marsilid was not thera- 
peutically useful. The fact that the patients 
did not react to the presumed increase in 
brain serotonin casts doubt upon the hy- 
pothesis that too little or too much serotonin 
is causally related to schizophrenia. 

BAS appears to be a monoamine oxidase 
inhibitor. The conversion of 5-HTP to 
5-HIAA was thus prevented resulting in 
an accumulation of serotonin in urine. 
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THE ROLE OF PREFRONTAL LOBE SURGERY AS A MEANS OF 
ERADICATING INTRACTABLE ANXIETY 


Let us establish promptly the fact that 
this study, in contradistinction to most re- 
ports on the results of psychosurgery in 
- literally hundreds of patients, concerns 
tself with the selection, and post-operative 
results obtained in only 18 patients. How- 
ever, they are 18 consecutive patients, 


chic distress made us all feel that pre- 
ontal surgery had an excellent chance of 
ecess. In no case was surgery decided 
as a "last resort" procedure, nor was 
used in any of these patients simply to 

e them easier to take care of and less 
a nursing problem. In the selection of 
ents for surgery the diagnostic classifi- 
on was largely ignored and this small 
up includes nearly every non-organic 
gory except mental deficiency and 


e common denominator in all mem- 
s of this group and the sole reason for 
р was the presence of severe, long- 
g anxiety and agitation, repeatedly 


as the non-psychotic group. 
5 are still hospital residents boi the 
otionally unbearable tensions for which 
irgery was done, have been removed in 3 
d alleviated in 2. Of the 13 patients who 
‘managed to maintain their grip on reality 
in spite of such disabling factors as uncon- 
_trollable gross tremors, intense insomnia 


_ t Respectively, Physician in Char, i 
E r, Craig House, Beacon, N. Y sid 
=? Director, Service of Neuro-Sur, 

_ rological Inst, N. Y. Et The Men. 
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and recourse to heavy barbiturate and alco- 
hol dosage, 12 have left the hospital and 
have been able to resume their normal 
existence with no further hospitalization 
or treatment indicated, for periods ranging 
from 6 months to 8 years, with the post- 
operative followup averaging 4 years. 

This series of consecutive cases is taken 
from the files of a small, private mental 
hospital where maximum individual atten- 
tion can be given to each case. The patient 
census is seldom over 40, and with 3 full- 
time psychiatrists, it is obvious that one 
will have the great advantage of scores 
of hours spent at individual interviews. It 
is believed that the success of this series 
has been largely due to the resultant care- 
ful selection of candidates for surgery and 
a clear aim established for each one prior 
to operation. The ability to concentrate on 
the evaluation and investigation of an in- 
dividual patient has caused us to decide 
against surgery in at least 50 patients ini- 
tially considered for it during the years 
that this group was selected. In the evalua- 
tion of each case the only factors con- 
sidered in the initial decision are the 
degree of anxiety and its duration. The 
history usually shows that this has been 
present for several years and under ordi- 
nary circumstances has been attack 
vigorously by various means. Frequently 
the patients have become dependent upon 
barbiturates or alcohol in an attempt to 
alleviate their suffering. Usually large 
amounts of these agents have produce 
only slight diminution in their symptoms 
In our group of 18, all were treated wit 
ECT either prior to admission, or by 00° 
selves, or both, but it has been our expe 
rience that even those reactions prim n 
characterized by depression will gradually 
build up a threshold of resistance to repeat- 
ed series of ECT, while those patients W g 
possess a considerable component of anxi- 

ty and agitation tend to do poorly W! 


e 
ECT from the start. 
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It must be emphasized that the decision 
to utilize frontal lobe surgery was reached 
in every case only after we became con- 
vinced that other forms of treatment had 
failed. The tabulation of individual patients 
shows that the duration of study and con- 
tinuous treatment leading up to surgery 
averaged 14 months, not including the 
psychotic, chronically hospitalized group. 
All of them had received adequate elec- 
troshock without permanent benefit ; some 
had received entirely too much, consid- 
ering its repeatedly demonstrated inability 
to control anxiety in each particular case. 
All were the recipients of literally scores 
of hours spent in supportive therapeutic 
sessions, often during periods of persistent 
insomnia in the hours after midnight if it 
appeared that a therapeutic “break- 
through” could be hoped for at such a 
time. All were at the same time subject 
to physiotherapy, hydrotherapy, occupa- 
tional and planned recreational therapy as 
well as the usual battery of drugs, both 
tranquilizing and directly sedative. In the 
majority of the non-psychotic group we 
also utilized an average of 8-10 lengthy 
interviews at night under intravenous amy- 
tal, not only to promote abreaction and 
subsequent sleep but to help in uncovering 
any strongly hostile, paranoid or antisocial 
anlage that would militate against the use 
Of surgery, due to its tendency to release 
temporary aggression. If all of these ap- 
proaches resulted in no consistent relief 

the patient and all of the exploratory 
probing with Rorschach, TAT, Bellevue- 
Wechsler, amytal and daily clinical contact 
up no serious contraindication, we 
set up one last hurdle to overcome 
before discussing surgical therapy with the 
patient or relatives. In recognition of the 
fact that surgery constitutes an irreversible 
approach to this problem, and to guard 
against our own increasing enthusiasm 
use of some very favorable early re- 
Sults, we decided in 1952 to request inde- 
pendent consultation from a source uncon- 
hected with Craig House to interview and 
Study the patient separately, arrive at a 
€cision for or against surgery before group 
ce with us. For maximum b 


__ to the patient, the consultant should pref- 


erably be one whose background, training 


ih 


and discipline would probably influence ” 
him away from surgery. We asked Dr; 
Lawrence Kubie to consult with us under 
the above circumstances and he has exam- — 
ined many of the patients since 1952 that 
are included in this study. Several others 
do not appear here because we did not 
always reach unanimous agreement 
they were not operated. This process of 
elimination was our last self-imposed road 
block in trying to avoid error in selection: 
of candidates and it probably represents — 
one of the main reasons why almost 95€ — 
of our small, non-psychotic group have — 
returned home to a normal life and stayed — 
there, the first ones operated now having 
remained out of hospital 6, 7 and 8 years 
without the necessity of further therapy: 
Throughout the 20 years since Moniz 
first reported his work in 1936, the one _ 
consistent result of frontal lobe surgery — 
seems to have been the reduction or relief — 


poses it is the most important result of what —— 
is now a very modified, less extensive pro- — - 
cedure, because in all 
the sole aim of surgery was to give the pa- 
tient relief from severely disabling anxiety 
and break up the concomitant tension. = 
A 60-year-old man, hospitalized for the 
first time, who has had only 6 hours sleep 

in a week, sitting slumped in a chair with 

his teeth constantly chattering, muscles 
twitching and eyes dilated, totally unable 

to concentrate, is just as disabled as a 
hebephrenic praecox who doesn't even 
know you are in the room. In fact, he is 
even more pitiable because only 6 months 
ago he was an active vice president in a 
large investment house in New York. He 
still has the intellectual potential but now 
the selection of a necktie presents an in- 
soluble problem and he can only pace the 
room with pointless activity and chattering 
teeth. Repeated series of ECT, Thorazine 
and barbiturates couldn’t touch him, in- 
travenous amytal at night would give 45 
minutes anesthesia, to be followed by re- 
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sumption of panic. Another male patient, 
age 46, and with 20 years successful busi- 
ness life behind him, locks himself in his 
stateroom and slides the key under the door 
to his wife during a cruise because when 
on deck there is an uncontrollable impulse 
to jump overboard. He comes to us after 
years of repeated hospitalizations, ECT, 

- and insulin coma, and his "solution" for the 
control of the intense compulsive-obsessive 

= neurosis has been to hole up in various 
small hotels away from home, to drink 
himself into an anesthetic state alone for 
- days on end with complete loss of self- 
| respect. These are the types of problems 
that constitute this list of patients. After 

_ а variable number of months or years in 
- spite of all efforts of their own and their 
physicians, they have arrived at an impasse 
- in which they are chronically miserable, 
- по longer able to support themselves, man- 
. age a home or even live up to ordinary 
daily responsibilities. The referring physi- 

- cian has done his best to maintain an at- 
- titude of optimism but he has “tried every- 
— thing,” and eventually recommends another 
hospitalization and probably more elec- 
|. troshock because he is well aware that the 
_ patients gradual disintegration of person- 
coupled with a growing aura of quiet 
desperation, has all the necessary ingredi- 
ents for self-destruction. All of these 
patients in the Acute Group, without 
. exception, had very seriously considered 
suicide at some point in the progress of 
their illness as the only remaining escape 
from the torment of uncontrollable anxiety, 
- agitation and fear. The possibility that 
surgery might offer a reasonable and safe 
. solution of this dilemma almost never ос. 
_ curred to the harassed referring physician 
_ for the simple reason that the great majority 
| of physicians, including our own specialty 
have written off frontal lobe surgery as a 
_ therapeutic weapon for any illness short 
_ of chronic major psychosis. The type of 
_ patients necessarily selected from the big 
- State hospitals for the early work in this 
_ field and the emotional flattening resulting 
- from the wide, deep and extensive cuts orig- 
` inally employed, have set up a mental im- 
-. age of the lobotomized patient that it will 
a many years to erase, through current 
. Surgical progress and perhaps studies such 
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as this. It is significant of the general atti- 
tude that only one paper on frontal lobe sur- 
gery was scheduled at San Francisco for last 
years APA meeting. Of this group of 13 
who eventually came to either topectomy 
or pre-coronal leucotomy, 11 came to us 
with the expressed hope on the part of the 
referring physician that by the act of hos- 
pitalization and the further use of electro- 
shock and tranquilizers we could somehow 
hold the line against progressive disintegra- 
tion and self-destruction, surgery not even 
being considered. The remaining 2 patients 
were sent in specifically to determine the 
potential value of leucotomy for them as 
individuals. This proportion reflects the 
attitude of most psychiatrists. 

In the non-psychotic group there are cer- 
tain criteria that must be met by the 
patient. The first and most important of 
these is the history of an adequate pre- 
morbid personality. There must be evidence 
that the patient was able to live construc- 
tively with his neurosis and make an ac- 
ceptable emotional adjustment before the 
intractable anxiety and agitation began to 
tear down his defences. We know defi- 
nitely that topectomy and pre-coronal 
leucotomy will remove the anxiety but if 
there has never been a solid level to which 
to return it is doubtful if surgery 3 
justified. Second, if extensive clinical and 
psychological investigation indicates ап 
appreciable tendency toward paranoi 
formulations, or the possible release © 
aggressive and destructive behavior We 
have not risked surgery except in one 
patient. Admittedly, this restriction may ; 
have been too conservative, since in Great 
Britain there are now upwards of 20,000 
post-operative leucotomies, and investiga- 
tors of the stature of Sargant and Maclay 
have expressed the opinion that this dan- 
ger is probably overestimated, particularly 
in the less extensive undercutting utiliz | 
here(9). A third important considerat 
to evaluate before surgery is the proba ; 
emotional atmosphere to which the patient 
will return after hospitalization. The wt 
tude of the patient's spouse is particulary 
crucial since marital discord can 00 g 
when the returned patient, demonstrat 
much less dependency that during А 
months or years prior to surgery, threa 
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the security of an authoritarian or immature 
spouse. In this small group we have had 
one divorce, another threatened divorce 

| and a third situation, wherein the patient, 
freed of anxiety but showing no other 

| personality change, had to "take over" as 

head of the family when her husband could 
no longer dominate her and himself re- 
treated into a regressive neurotic pattern of 
behavior. 

The importance of frequent educational 
contact with families is one of the reasons 
why we have practically demanded that 
patients remain in the hospital for at least 
60 days after surgery. Of more direct im- 
portance to the patient is the fact that this 
period is felt to be very crucial to the even- 
tual outcome. The convalescent weeks are 
divided roughly into thirds. During the 
first 3 weeks the patient will be quite sloth- 
ful, will sleep a good deal to make up for 
lost sleep and exhaustion, will be hedonis- 

| tic, humorous, probably sarcastic and quite 
tactless in conversation and relationships 
| with others. The only limitations imposed 
| are that he must stay on the hospital 
grounds, must have a nurse with him at 
| all times and not engage in any activity 
Such as heavy exercise or swimming that 
might endanger his post-operative physical 
status. He eats and sleeps when he pleases 

and is encouraged to behave in any man- 

ner he desires, within obvious limitations. 

After one month the night nurse is removed 

and pressure is gradually exerted to get 

him organized into a pattern of regularity 

in his sleeping, meal hours, hygienic 
routine, proper selection of clothes and the 

| Observation of good general manners and 
courtesy towards others. Usually this 
routine is established after about 6 weeks 

but we have found that if a patient is at 

home and continues to do as he pleases it 

May never be established. During the last 

4 2 weeks the patient is usually put on his 
9wn responsibility, the day nurse is re- 

| moved, he begins to go home for week-ends 
and plans for his future are discussed with 

m for the first time, Not until the last 
few days do we discuss his past illness, the 
reasons for surgery, or attempt to determine 
changes in his mental content following 
Surgery. In general the patient is more 
than pleased to concentrate on the present 
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and future and expresses himself as 
rid of the past." Dilantin is continued for 
one year after surgery combined with 
ascorbic acid to prevent gingivitis. 

Certain results have appeared so consist- 
ently in these patients that we feel 
should be noted even though the | 
number of cases makes any statistical 
approach valueless. 

1. With the surgical removal of path- 
ological states of anxiety and tension there 
seems to be immediate cessation of the need 
for barbiturates and alcohol. It was the - 
usual sequence of events that patients who. 
had been unable to sleep at all without 
heavy sedation, and slept poorly even when 
heavily sedated, would sleep soundly on 
the night following operation and thereafter 
without hypnotics. The same general ob- 
servation was also true of the daylight 
hours, wherein prior to surgery these - 
patients kept up a constant pressure to 
Á— any drug, 
wi romote peace 
spate of frontal lobe activity. We 
have not operated in any case to 
influence this type of addiction but it might 
have much to offer. 

2. We found, as have many others in- 
cluding Freeman, Sargant and Scoville  - 
(10), some remarkable somatic changes in 
those conditions known to be influenced by 
emotional tension. One patient, age 54, had 
been hospitalized 4 times for severe, bleed- 
ing ulcerative colitis, was maintained on à 

restrictive bland diet and was told at 
her last hospitalization, 2 months before 
psychiatric admission, that her only chance 
of recovery was through colectomy. Durin 
the first week after topectomy, uninhib’ 
by dietary restrictions she literally gorged 
herself on fresh corn, cauliflower, high 
residue salads, celery etc. stating in high 
good humor “even if it kills me it’s 
it" She had no unfavorable reaction, has 
now been eating whatever she wants for 
4 years and has had no further diarrhea, 
bleeding or other symptoms of colitis to 
present writing. One of us (J.L. P.) has a 
very similar case in his own series in whom 
ulcerative colitis was repeatedly demon- 
strated by sigmoidoscopy prior to leucot- 
omy. She is now about 8 years post-op, 
has been clinically recovered since surgery 


and routine proctoscopic and sigmoido- 
“scopic examination demonstrated the rapid 
- return to normalcy of the intestinal mucosa. 
"Three of these patients, plagued for years 
with hay fever and asthma in June and 
- September, noted a marked improvement 
in their allergies. Another patient, a 30- 
year-old paranoid schizophrenic, had truly 
emaciated himself and developed active, 
far advanced tuberculosis through refusal 
to eat. He had been given a total of 110 
_ electroshock treatments in trying to combat 
this and on admission he still consistently 
refused food. Topectomy in this case was 
efinitely a gamble but he has not missed 
a meal in 5% years, his tuberculosis is 
entirely arrested and, although still a 
schizophrenic he is able to spend increasing 

umbers of weeks at home because he is 
greatly improved in health, mood and be- 
avior. Only 3 of our patients were hyper- 
tensive but they showed a gratifying 
nitial drop in pressure for several months, 
thereafter have gradually risen but are 
‘still not up to pre-operative levels, Nearly 
all of the patients seemed to drop years 
age in their facial expression and appear- 
nee, with the ironing out of lines of fatigue 
d tension as well as a change of facial 
ession away from a chronically worried 
d haggard appearance. This was fre- 
quently brought to our attention by the 
visiting families, or the patients themselves, 
_ З. Apparently no group of patients are 
а to their physicians as those who 
have had relief of symptoms through frontal 
lobe surgery. Ordinary process of follow up 


h pital from as far away as Texas and 
kansas. Questionnaires always get a total 
ponse and several patients have sponta- 
ously volunteered to talk to prospective 
5 gical candidates if they were fearful or 
tant about having surgery done, This 
as never necessary because once a patient 
mounted the initial shock of contem- 


ting brain sur: and coul. 
нны relief he usually tried te ei teu 


THE ROLE OF PREFRONTAL LOBE SURGERY 


LP 


[ September 


the hospital to be a most gratifying result 
of the procedure. The well-known habit 
of the former patient snubbing his psychia- 
trist in public does not seem to prevail 
here. Perhaps this pleasant reversal of form 
has increased our enthusiasm for this 
therapeutic procedure. 

A few brief observations are in order 
concerning the technical aspects of surgical 
treatment. They are contributed by our 
surgical co-author and are based on the 
follow-up of approximately 500 of his own 
post-operative cases, inclusive of this small 
group. Perusal of long-term follow up 
reports suggests that the surgical placement 
of frontal lobe lesions is important, 
whether it be by cortical ablation as in 
topectomy(3), or by disconne:ion of the 
thalamo-hypothalamic frontal white fibers 
as in lobotomy(4). Both topectomy and 
lobotomy studies indicate that best results 
with minimal intellectual or emotional 
deficit follow bimedial subfrontal operations 
(9) rather than operations on the lateral 
or superior aspects of the frontal lobe(8). 
It has also been established that the 
quantity of surgical removal or disconnec- 
tion is significant(6). Too little proves 
therapeutically ineffective, while too much 
impairs the functional capacity of the brain. 
Another factor that must be weighed in 
gauging the surgical extent of these pro- 
cedures is the degree of any existing brain 
pathology that may be encountered at 
operation, such as atrophy, discoloration, 
undue firmness of the convolutions, a таш 
arachnoid membrane or advanced arterio- 
sclerosis(3) (6). Such findings, also noted 
by others(7) in about half the brains 50 
visualized, may lead one to more conser 
vative surgery than otherwise, since some 
degree of brain damage already exists: 
While the microscope fails to indicate the 
nature of these changes(8), they are grossly 
sufficiently prominent and prevalent E 
make one wonder about the possibility ° 
metabolic, biochemical or other organi 
disease of the brain as the cause of the 
emotional disturbance in at least some 0 
these cases. k 

Topectomy, a topical resection of a bloc 
of frontal lobe cortex(8), of proven value 
in its day, has now been discarded becaus? 
it involves a longer and far more arduo". 


1950) — 
operative procedure than lobotomy, with- 
out achieving superior therapeutic results. 
in lobotomy, operative fatalities have been 
reduced from 3% to zero and no longer 
do urinary or fecal incontinence, post- 
operative hemorrhage, lasting euphoria or 
flatness of affect occur unless these condi- 
tions existed prior to surgery. 


SUMMARY 


A series of 18 consecutive patients were 
selected for frontal lobe surgery over a 
10 year period to obtain relief from chronic, 
intractable anxiety. Of the 13 who were not 
psychotic, 12 have returned to a well ad- 
justed, independent existence at home with- 
out further hospitalization or continuation 
of therapy. Certain observations based on 
these case studies have been made, with 
full realization that generalizations cannot 
be drawn from 18 cases and that whatever 
value this study may have is dependent 
upon intense personal investigation of all 
рози factors in a small group of individ- 
uals, 


CONCLUSIONS 


1. Topectomy, or more recently modified 
leucotomy, is the treatment of choice for 
severe anxiety states that have proven re- 
sistant and intractable. Surgery offers, in 
our opinion, a far better chance of relief 
from the intense and disabling symptoms 
of guilt, self-recrimination, anxiety and the 
disorganizing effect of repetitive, uncontrol- 
lable patterns of obsessive thought than 
does any other form of therapy presently 
available. 

2. It is not presumed that the operative 
procedure is in any way curative of the 
underlying personality disturbance that is 
creating intensely distressing symptoms 
but it relieves the suffering of the patient 
in a manner that appears prompt, predict- 
able and permanent. 

3. The procedure is safe. In the hands 
9f a skilled and experienced neuro-surgeon 
there have been no fatalities and a carefully 
Planned bimedial prefrontal lobotomy 
"ppears to carry little risk of rendering a 
patient worse in any way. In only one 
this group of 18 cases has there been any 
undesirable side-effect. This patient had 
been actively psychotic and continously 
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hospitalized for 18 years, requiring ex! 
sive, bilateral removal of tissue by toj 
tomy in order to accomplish the relief of 
severe somatic delusions. During the | 
years followup she has had 3 grand mal 
seizures in spite of anticonvulsants but it 
has been a small price to pay for the relief 
of symptoms obtained. This complication 
represents 5.5% of the total series. 1 
4. Based on long term clinical observa- 
tion and psychological testing after 
there has been no evidence of intellectual 
impairment, defects in concentration, 
retention or memory. In fact, the contra 
has been repeatedly noted by patients 
families as well as business associates. 
report an alertness, organization and abi 
to concentrate that usually has not be 
present in that specific patient for m 
sometimes years, prior to operation. Thi 
patients themselves explain this by the fact 
that their minds, free of self-recrimination, 
anxiety and fear, can return to normat 


(J. L. P.) has a private series of cases ex- | 
hae of this group, which consists of 27 
men and women who today, 10 years after - 
topectomy or lobotomy operation, are - 
conducting a full and normal life and are 
responsible for committee work, business | 
mergers etc., 50 successfully that no one 
is aware of the fact that brain surgery has. 
been done. 3 

5. Careful sehn of quas e ро : 
sur before there is any deterioration 
of айе or before excessive ECT 
creates an “electrical leucotomy,” have 
been found to yield the best results. 

6. The procedure has at least humani- 
tarian value in providing relief from - 
unbearable tensions in severely psychotic © 
patients suffering from persistent somatic - 
delusions. К 

7. The possibilities inherent in this safe М 
procedure for the treatment of such condi- - 
tions as severe ulcerative colitis, anorexia _ 
nervosa and even constantly recurrent - 
peptic ulcers have not yet been even super- — 
ficially explored in this country. Given any - 


~ 
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ce, the authors feel that they would 
ch rather undergo both the surgery and 
the aftermath of pre-coronal leucotomy 
an colectomy or gastrectomy, to say 
thing of retaining an intact gastro- 
- intestinal system. 
_ 8. In view of the duration of symptomatic 
elief in these patients it seems reasonable 
hope that the results achieved may be 
manent. 
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A review of the literature reveals little 
attention to the problem of the selection 
of schizophrenic subjects for biological 
studies(1, 2). In the published history of 
such research, the explicit theory or method 
underlying patient selection is rarely noted. 
Further, an analysis of the implied process 
indicates avoidance of such issues as the 
feasibility of random sampling, non-purpo- 
sive sample bias, the range of variation 
with respect to such irrelevant and com- 
plicating conditions as age and hospitaliza- 
tion, and the means by which subjects may 
be duplicated in a pertinent manner. 
A major area of interest of the Labora- 
tory of Clinical Science at the National 
Institute of Mental Health lies in the appli- 
cation of the biological sciences to the 
problem of mental disease. A long-range 
multidisciplinary program of studies in the 
biological aspects of schizophrenia is cur- 
rently in progress(3). For this purpose, a 
limited number of beds are available. 
Since any program involving intensive 
psychological and biological studies will be 
limited with respect to the number of pa- 
tients, the theory and process of the selec- 
tion of the sample assumes considerable 
importance. So far as we know, no attempt 
has been made to bias a sample for biolog- 
ical studies in the manner to be presented. 
It was felt at the outset that any sample 
chosen should reduce to a minimum those 
variables which are not characteristic of, 
or clearly relevant to, schizophrenia (in 
order to reduce the likelihood of false posi- 
tives) and maximize the likelihood of inclu- 
sion within the sample of those forms of 
Schizophrenia (if they exist) in which 
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CRITERIA FOR THE SELECTION OF A SMALL GROUP OF CHRON! 
SCHIZOPHRENIC SUBJECTS FOR BIOLOGICAL STUDIES ; 


Special Reference to Psychological (Family Unit) Studies 


biological abnormality plays a signilic 
role. Further, appropriate criteria of 

tion once established could provide а 
for duplication and extension of particular — 
findings in a larger group. 


RESTRICTION OF VARIABLES 


This method of screening chronic schi: 
phrenic subjects for biological studies pre 
sumes that chronic schizophrenia is à coi 
tinuing psychophysiological process, (No 
assumption is made as to the possible mod 
ification of causal factors during the cou 
of the disease.) 

However, even if qe n 
a psychophysiological state, latter may 
not be manifest except under certain con- — 
ditions of stress. For еглый ТУ МОНИ : 
phrenic may compensate psy: ysiologi- $ 
cally in such a way as to be indistinguish- - 
able from normal-controls; on the other 7 


tion, in contrast to Р 
acute schizophrenia which may reflect an _ 
underlying physiological disorder. These 
considerations suggest the alternative and 
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perhaps preferable screening of acutely dis- 
-turbed students or military personnel and 
‘also childhood schizophrenics in future 
“biological studies. 

— Restriction of the following variables is 
_ especially important since, under the con- 
ditions noted, they may be irrelevant to 
"schizophrenia. 

__ 1. Age—A number of biological function 
- patterns have been best described for nor- 
“mal subjects between 20 and 35 years of 
“age. This suggests a comparable age range 
for patient selection. Below 20, biological 
p are apt to show the marked varia- 
characteristic of the adolescent period. 
в upper limit of age 35 excludes a popu- 
Чоп in which aging is an important vari- 


2. Sex—Male patients are preferable for 
the following reasons: (a) Many more 
"normal" biological values are already es- 
tablished for males. (b) The psychophysio- 
logi of menstruation are 
oided. (c) Dependable urine collection 
feasible in males. 
3. Race—The possibility of pertinent and 
nificant racial differences cannot be re- 
ted a priori. Since most control studies 
? been done in white populations, and 
nce the white iz ic group is 
and better characterized, purposive 
ection is easier in this 


at the va of a screening procedure. The 
ninimum figure of 3 years hospitalization 
is in accord with data indicating that once 

patient has spent 3 years in a hospital, 


gnosis. The maximum of 5 years is 
sen in an attempt to limit the more ex- 
eme effects of long hospitalization. Within 
“such a group, evaluations of psychophy- 

ological compensation or decompensation 
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may be utilized as criteria for further selec- 
tion(5, 6). 

As noted, the acceptance of these limits 
implies the need for other samples or com- 
parison groups comprised of acute schizo 
phrenic patients who have not been hos 
pitalized or who have been hospitalized 
for less than 3 years. 

5. Freedom from overt complicating fac- 
tors-Medical evaluation done as part of 
the screening process must maintain focus 
on factors related to both patient status and 
hospitalization which will alter related 
biological studies. For example, "training 
status’(7), which reflects the activity or 
inactivity of the individual should be con- 
sidered in addition to nutritional status. 
Individual differences as well as the effects 
of hospitalization must be evaluated. Data 
regarding the administration of vitamins 
and antibiotics should also be noted. Many 
patients hospitalized for this period of time 
will have had insulin, electroconvulsive and 
psychopharmacological therapy. The 
amount of treatment given and any com- 
plications of therapy should be considered 
in selecting cases. 


A DESIGN FOR SELECTION : A BIASED SAMPLE 


Concepts of randomness and bias as ap- 
plied to the selection of schizophrenic sub- 
jects. 

Random sampling is frequently empha- 
sized in the literature, In many projects, 
however, the randomness is clearly not 
within the total population of schizophrenic 
patients, but rather within a heavily biased 
subgroup which will vary from study to 
study. On one level this may represent the 
bias of a "random cooperative" sample, 
where cooperation is needed for collection 
of specimens, etc. Cooperativeness, in turn, 
may be highly correlated with a chronic 
versus acute subsample or with a parano! 
versus a hebephrenic subsample. Many 
samples seem especially weighted by © 
Operative, chronic, paranoid patients. 

Frequent biases for the selection of schi- 
zophrenic subjects are: patient coopera- 
tion, activity level, psychodynamics, sub- 
type, symptoms, level of compensation: 
ability to have behavior recorded and 


1959) — 
potential for a control. Such stratification 
results in subgroups within which random 
sampling can then be done. Our goal is not 
to sample a chronic schizophrenic popula- 
tion randomly but rather to bias our selec- 
tion with reference to the biological studies. 
An operational framework for considering 
organic versus environmental factors in 
schizophrenia and its relevance to the 
biased sample. 

For purposes of discussion, we may con- 
sider schizophrenia as a continuum of dis- 
ease, at one end of which the etiology is 
organic and at the other, environmental. 
Organic and/or environmental factors may 
be involved in the expression of the disease 
as well. If schizophrenia consists of mul- 
tiple entities, however, these same assump- 
tions, for purposes of discussion, would hold 
for each entity or syndrome. Our purpose 
here is not to defend one point of view 
against another, but rather to indicate the 
consequence of such points of view in our 
operational approach. 

We may examine this approach in terms 
н each of the following alternative postu- 
ates: 

l. The primary etiology of schizophrenia 
is environmental: there are mo relevant 
organic factors. 

2. There are organie factors, but these 
are secondary to the environmental. (a.) 
Such organic factors are ily pres- 
ent. (b.) Such organic factors are variably 
present. 

: 3. The primary etiology of schizophrenia 
is a single organic factor: there are no 
relevant environmental variables. 

| 4. Organic and environmental factors are 
simultaneously etiological and relevant. 

„_ 5. There are multiple entities within the 
group of schizophrenias.” For each entity 
1, 2, 3 or 4 may hold. 

These postulates should not be consid- 
ered as composing in their totality a theoret- 
ical model of the etiology of schizophre- 
nia ; only those postulates are noted which 
would basically alter our screening proce- 
dure. (Concepts regarding the persistence 


__ 

f * See Perlin, S. : Geriatrics, 13: 747, Nov. 1958, 
for illustrations of non-purposive and purposive bias 
in the process of selection. 
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tegy.) 

If the primary etiology of 
is environmental and there are 
organic factors, (postulate 1), no metho 
of selection will increase the probability 0 
finding significant biological variables. 
the primary etiology is a single orga 
factor and there are no relevant 


chizophn 


taneously etiological and relevant 
4) are not in this 
Hopefully the number of variable aspects i 
may be reduced by restricting irrelevant — 
variables in selection as well as in the man: © 
agement and evaluation of the experimen- — 
tal population; contributory information 
may be obtained through the use of ward — 
observations, ratings of affective states, 
serial testing, etc., and in the concurrent 
evaluation of both the experimental schizo- - 


ing assumption for our selection strategy. 
Only if important organic defects are incon- — 
stant, will the selection process affect the — 
probability of their discovery ; it is there- 
fore on the basis of this postulate that the ' 
present theory of selection has been devel- 
oped. Following from this, we seek to bias | 
our selection in favor of the biological types 
of schizophrenia. 4 
Process schizophrenia as the basis of a . 
у 
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biased sample. One possibility of biasing 
a patient sample in favor of the biological 
types of schizophrenia lies in the selection 
of process schizophrenics. Hinsie and Shat- 
sky(9) define process schizophrenia as a 
psychiatric state “connected with an 
organic process” and then make reference 
to Bleulers statement that process schizo- 
phrenia is in that class in which "there is 
a morbid process in the brain that condi- 
tions the psychosis." 
r The definition of process schizophrenia 
] may also be derived from Kraepelin’s orig- 
inal designation of a dementia praecox( 10). 
Nevertheless although this concept is as 
~ old as the concept of dementia praecox 
— or schizophrenia, the problem of clarifica- 
| tion remains. (We аге not now considering 
— the so-called schizophrenic reaction which 
is related to a known organic abnormality, 
for example a schizophrenic reaction result- 
— ing from an epileptic focus. ) 

Although “process” is often equated with 
the “organic,” there seem to be myriad 
ways of arriving at this equation which may 
be relevant to the proposition of bias. 

One way would be the “organic by anal- 
м ogy” school. The following summary is 

from an article entitled "Schizophrenia and 
2 Central Nervous System Pathology" by 
Brackbill and Fine(11 ). 


Д 


This study attempted to investigate some of 
the dimensions of schizophrenia. Three groups 
_ of subjects were studied : a group diagnosed 

as typical process schizophrenia, an atypical or 
- reactive group of schizophrenics, and one with 
| known central nervous system pathology. Ror- 

Schach protocols were examined for the in- 
- eidence of Piotrowski’s ten signs of organic 
k involvement. It was found that the organic 
- and process groups could not be distinguished 

from each other, but both of these groups 
"showed significantly more subjects with at 
- least five signs than did the reactive group. 
|. It was suggested that the difficulty in dif- 
ferential diagnosis of some kinds of Schizo- 
- phrenics and organics results from the involve- 
| ment of central nervous system pathology in 
_ process schizophrenia. It is suggested that 
research findings would be less equivocal in 
- Studies of schizophrenics if this possibility 
_ Were considered in the selection of subjects 
— for investigations of schizophrenia, 


Setting aside the question of reliability 
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of Rorschach diagnoses of organic involve- 
ment and of reasoning by analogy (that is, 
through the intervening variable of the 
psychological projective-technique test), 
we must still consider process schizophre- 
nia in determining our selection bias. 

Most frequently, process schizophrenia ís 
viewed as a constellation of signs, symp- 
toms and predictions. In such a constella- 
tion, the following items are usually con- 
sidered; 1. The premorbid history and 
personality. 2. Signs and symptom:. 3. The 
"Non-Reactive" versus the “1 ctive." 
4. Implications of psychologic: tests. 
5. Course and prognosis. 

In general, the premorbid history is de- 
scribed as schizoid. This is derived from a 
pattern of behavior in childhood, adole- 
scence and adulthood (12). The question of 
childhood schizophrenia may be raised. 
Exacerbation of maladjustment may occur 
in adolescence. A bizarre diffe ‘ntness is 
usually in evidence. Premorbic perform- 
ances in schoolwork, family relationships, 
social and sexual adaptation are said to 
prognosticate the malignant course and 
outcome(13). The increasing massiveness 
of symptoms is often noted. Symptoms usu- 
ally emphasized include: depersonaliza- 
tion, derealization, pervasive ideas of influ- 
ence, stereotypy, automatism, negativism, 
realization of disintegration of personality, 
etc. The onset is slow, insidious and from 
all available evidence not related to an 
acute or extreme stress (non-reactive Ver- 
sus reactive). Rorschach signs of organic 
involvement are present as are findings 
indicative of thought disorders. The course 
is regarded as progressive and deteriorat- 
ing. Thus, regardless of the qualitative ОГ 
quantitative aspects of symptoms, early im- 
provement would render the diagnosis of 
process less tenable. In the general differ- 
entiation of process, asthenic and pyknic 
body types are said to be associated with 
the poor prognosis. Although there has 
been no systematic attempt to include à 
variety of biological test responses in ®t- 
ferentiating process, many may be relevant. 

It is important to emphasize that eae 
of these items singly or in combination has 
been variously used as necessary or SUH 
cient for the diagnosis of process schizo- 


ja. Usually all of these concepts are 
under the definition of process 
ophrenia. In our opinion, neither the 
tion, "process equals organic," nor the 
, definition of process has been suffi- 
ciently clarified for use in patient selection, 
Nevertheless one or more of the items noted 
may be used to examine subgroups and/or 
"individuals within our sample. Thus, there 
should be the opportunity to compare proc- 
655 designations with genetic designations 
аз well as with biochemical measurements. 
Catatonic and hebephrenic subtypes as the 
basis of a biased sample. In such an ap- 
proach, the assumption is made that one 
Classical subtype is more likely to be bio- 
"logical than another. The evidence may 
"indude genetic and biochemical data. For 
"example, Kallmann(14) found that the ex- 
pectancy of schizophrenia is about twice 
аз high for the children of patients in hebe- 
Phrenic and catatonic groups (20.7% and 
21.6%, respectively) as for those in the sim- 
ple and paranoid groups (10.4% and 11.6%, 
| respectively ). Also according to Kallmann's 
data, there is a higher incidence of parental 
izophrenia among hebephrenic and cat- 
atonic patients than among simple or para- 
noid patients. 
Periodic catatonia is thought to epito- 
іле this concept and many investigators 
Consider this type a separate entity. Bio- 
logical findings which relate to or precede 
Fecurrent episodes of illness have been 
reported (15). 


A genetic approach as the basis of a biased 
sample. Planansky(16) summarizes the re- 


sults of genetic studies of schizophrenia as 
ows : 


f 
The reported excess (as compared to incidence 
schizophrenia in the general population) of 
a Studied psychoses in close relatives of psy- 
otic probands is an indication of a certain 
*e of genetic predisposition even if the 
expectancy rates are the result of several modes 
ау and even if some proportion of the 
а Berens: of any specific genetic 
aN strategy then moves one step further. 
© have noted our assumptions relating to 
(inconstant) biological types of schizo- 
Репа, At this point, we seek to define 
ese types in terms of a genetic inherit- 


ance. As indicated in the discussion of b 
logical versus environmental factors, if 
genetic factors are unimportant, then our 
selection method may be irrelevant. 
What approaches then have pro 
evidence for a genetic etiology of schizo- - 
phrenia ? And can any of these be utilized. 
to bias our sample ? X 
Twins concordant or discordant as 
schizophrenia may be of use. In a number 
of reports, Luxenburger, 1938(17), Rosan- - 
off, 1934(18), Kallmann, 1953(18), Sun . 


different investigators are of less Ore 
tance than the marked difference in con- 
cordance between the two twin categories, 

Are twins useful in obtaining a geneti- 
cally biased sample ? Allen(20) points out 
that "the emp p Че hs dentical 
twins is unique coefficient. 
of relationship of 1, disease found in both 


instead.) 

Similarity of environment for monozy- 
gotic twins has been used to question the 
emphasis placed on twin studies. Опе an- 0 


5 If instead of a major hereditary defect, a complex 


genetic etiology were a central hypothesis for our 
selection, then monozygotic twins concordant as to 
schizophrenia, could constitute the desired biased sam- 


ple. 


swer to such questioning is the magntitude 
of the difference of concordance rates be- 
- tween mono- and dizygotic twins. The 
comparison of identical twins discordant 
for schizophrenia or else concordant but 
separated at birth, would permit useful 
and differential perspectives. 
_ "The existence of a schizophrenic gene 
- or constellation of genes has been suggested 
- but not established by analyses of sibships 
and other family groupings. Geneticists, 
‘analysing pooled data on schizophrenia, 
have been primarily interested in the un- 
derlying mode of inheritance, that is, 
whether of dominant, recessive or an inter- 
mediate form. In addition, the concepts of 
multiple additive factors and low pene- 
trance have been utilized. Further, body 
build as a modifying influence controlling 
mot only the penetrance of the gene but 
also phenotypic variation and the degree 
of malignancy, has been postulated. Several 
types of inheritance may play a role in the 
ination of schizophrenic psychoses. 
Although twin studies are more widely 
family studies in schizophrenia 
eceded such studies and are more nu- 
. Indeed genetic theories originated 
in the observation of an increased inci- 
nee of schizophrenia in close relatives of 
brenics. Biasing the selection in 
favor of patients with increased familial 
incidence seems reasonable. 
= If schizophrenia is etiologically diverse 
and includes cases with a simple genetic 
. cause, these are the ones most likely to have 
underlying gross chemical pathology. In 
this manner we have thought of biologic in 
_ terms of inheritance, and have sought to 
- link inheritance to the biochemical. 
. In planning the selection of schizo- 
_ phrenic patients for intensive biochemical 
_ investigations, it was decided that the 
widest sampling of genetic cases of the type 
_ desired would be achieved if one-fourth of 
. the sample showed a family history sug- 
gesting dominance; one-fourth, a history 
suggesting recessiveness, and one-half, a 
negative family history. The rationale was 
that any common genetic type would be 
likely to occur among the patients with 
affected close relatives, but that any pos- 
sible two-factor or semi-lethal dominant 
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type might be crowded out of the family 
history groups if a significant percentage 
of cases of schizophrenia is truly due to a 
common dominant defect, to polygenes, or 
to environmental causes. The patients with 
negative family history would then be more 
likely to include the uncommon genetic 
types; even common genetic types of 
schizophrenia are apt to enter the negative 
family history group if genetic types have 
a high incidence. Such patients could, by 
design, also include any distinct clinical 
types not found in the first half of the 
sample(21). 

In a small sample, it is possible for our 
selective criteria to exclude the very group 
for which selection-bias is intended. Select- 
ing one-half of the sample without (im- 
mediate) family history of schizophrenia 
renders this exclusion less likely. An addi- 
tional argument for such a procedure is in 
the consideration of patients in the family 
history group as particularly disposed by 
their environment to schizophrenia ; if this 
is so, the patients in the negative family 
history group may reflect the stronger 
genetic disposition.® 


THE APPLICATION OF A GENETIC DESIGN IN 
CURRENT INVESTIGATIONS AT THE NATIONAL 
INSTITUTE OF MENTAL HEALTH 


The genetic design is based on the pres- 
ence of schizophrenia within the immedi- 


COn the other hand, we may also consider ux 
patients in the Negative Family History Group 2% 
particularly disposed to schizophrenia by their € 
vironmental-learning situation and/or зано , 
"pseudosupportive," ambivalent or “communicatively 
incongruent” relationship to a non-psychotic Ог pe 
overtly psychotic parent or significant "other." If th! 
is so, the patients in the Family History Group n 
reflect the stronger genetic disposition. (Although W 
have indicated our operational assumptions We us 
conceptualize a series of genetic and/or psychoges 
continua which may be useful in the study of pe 
units containing a schizophrenic member.) Аз in 


" aum "mm into one 
case of twins, individuals or siblings pin inn 


ern or else 


sampling may occur or else further purposive selec 
tion based on representation or distribution 0t 7 js 
cultural and psychological (personality) je gis 
may be considered. In any case, such additional fa 
can be evaluated. t 
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ate family of the patient. Even if simple 
Mendelian inheritance is unlikely, some 
“family patterns of schizophrenia may be 
considered as more likely to be related to 
F genetic factors than others, Affected rela- 
tives may constitute evidence for either 
С Тесеѕѕіуе or dominant inheritance. Thus, 
there will not be a necessary correspond- 
“ence between mode of inheritance and 
family patterns by means of which the 
tases are classified. 
| 1 Family History Group : The Dominant 
| Pattern. Typically a dominant pattern. 
would require the presence of schizophre- 
"nia in one parent, 50% of the proband's 
— children and 50% of the proband's siblings. 
M Our minimal condition is one affected 
= parent. 
| 2. Family History Group: The Recessive 
Pattern. Typically, a recessive pattern would 
T be fulfilled where neither parent is schizo- 
Phrenic while 25% of the proband's siblings 
апа a smaller percentage of his children 
| ate diagnosed schizophrenic. Our minimal 
_ Condition is neither parent affected but 
— with at least one affected sibling. 
- Examples will be given shortly of these 
two patterns. 
E. Additional factors given positive weight 
. їп the selection of patients for either group 
‘include the presence of a normal sibling, 
the closeness, genealogically, of schizo- 
Phrenic relatives and the frequency of 
_ Schizophrenia in the entire family.” 
Environs for two siblings, although di- 
. Verse in many aspects will still share cer- 
E tain forces in common; the fact that such 
_ environs can also produce a normal sibling 
_ Will be relevant. Appearance of disease in 
| different (maternal, paternal) but related 
‘ * family units provides further evidence of 
etiology independent of the immediate 
| family setting. 
p. Negative Family History Group. Here 
_ the minimal requirement is availability of 


E—— 
, The operationally defined dominant and recessive 
\ E Patterns, these additional factors and many 
x fo ers will be relevant to criteria for the selection 
* ^ longitudinal studies based on the expectancy О 
a E carance of schizophrenia within such families. 
es should also include negative history 
E. ties and families without a schizophrenic member, 
Fee Comparison, Thus both psychogenic and genetic 
PyPotheses may be studied. 


simple, hebephrenic) in the Negative Е 
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parents and siblings to rule out presence of 
schizophrenia within the family unit. 

As previously noted, there may be more 
evidence for genetic inheritance in one sub- 
type of schizophrenia as compared o 
another. Recognition of the possibility of 
differences in genetic disposition be * 
subtypes may be used to modify our sel 
tion procedure. (The different clinical 
tures may reflect a variety of additio 
circumstances which are required for th 
expression of genetic factors.) Thus if c 
tain types of schizophrenics are excluded ` 
by the familial criteria, restoration sho 
be made of representative subtypes (egu 
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Case 1 : The patient (F. A.) is а 30-ye 
single, white male hospitalized since 
1948. Diagnosis: chronic schizophrenic 
action, undifferentiated type with hebephrenic 
features. There has been no response to a 
variety of therapies. > 

es patient's family history is characterized - 
bv the fact that his mother, maternal grand- - 
mother, 2 maternal grand-aunts and 3 siblings - 
have been hospitalized for schizophrenia, A 
maternal aunt has been hospitalized for men- й 
tal illness, type unknown. Two maternal uncles — 
are alcoholic. The oldest brother may be alco- - 
holic. The mother was a patient at the time _ 
of his admission. She had been hospitalized _ 
on several occasions during his early life and _ 
has been continuously hospitalized since the - 
patient was 13 years of age. He is the fourth — 
of 6 siblings. A sister died in infancy ofa 
"bowel disorder." | 


Case 2: The patient (О. М.) is a 29-year- 
old, white, single male who has been hos- 
pitalized almost continuously since November, - 
1950. Diagnosis : schizophrenic reaction, para- 
noid type with catatonic features. Hallucina- _ 
tions are prominent. There has been little ap- 
parent alteration of course with therapy. — | 

Family history reveals that his mother, 
father, brother and sister have all been diag- 
nosed as schizophrenic during the course of 
outpatient evaluation and therapy. A maternal 
uncle described as eccentric has also received 
psychiatric treatment. Only the patient and 
the maternal grandmother have been hos- 
pitalized for schizophrenia. 


Figure 2. FAMILY HISTORY GROUP - DOMINANT PATTERN (Q.M)? 
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Hospitalized for Schizophrenia ла Paranoid 
о. 


1 Index Case is а 29 year onic features 


Schizophrenic Ho Catat 

hospitalized, 1 
Non-hospitalized; diagnosis of ; 
Schizophrenia by psychiatrist 


Mental illness, type unknown; 
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1 Index Case is a 33 year old Chronic 
Paranoid Schizophrenic, hospitalized, 


An example of the Family History 
ssive Pattern, is seen in Figure 


Case 3 : The patient (1. L. L.) is a 36-year- 
d, divorced, white male with 3 children. He 
been hospitalized almost continuously since 
. Diagnosis: chronic schizophrenic reac- 
m, paranoid type. His symptoms, including 
allucinations, continue but he has adjusted 
to a withdrawn ward life. 

Family background history revealed his 
rents were not psychiatrically ill and had 
ever been hospitalized. However, a maternal 
ncle and a paternal uncle were hospitalized 
schizophrenia. In addition, one of the pa- 
10 siblings, a sister, was hospitalized for 
11 ars because of schizophrenia. None of 
he other siblings has ever been psychotic. 


An example of the Negative Family His- 
Group is seen in Figure 4, 


4: C. A. is a 33-year-old, white, male, 
college graduate who has been hos- 
since July, 1953. nói pas : chronic 
phrenic reaction, paranoid type. 
patient's family history is, to the best 
| knowledge, completely negative for 
nia. Ше nily is characterized by 
chievement. e* patient's tern: 
ther and father are both Nim 
tient's father is the oldest of 5 success- 
agi The ami eo acre was a 
ul businessman. The patient is the 
of 4 children. The oldest brother is 
neer and married. The patient’s older 
married to an engineer and has 2 
en. The patient’s younger sister, a teach- 
also married. 
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A scale for familial incidence may be 


Aunt or 


Uncle Parent pod 
X 
X 
X 
X 
X 
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. utilized in the selection and evaluation of 


schizophrenic patients. The scale found in 
Table 1 provides a numerical score based 
on the sum of the coefficients (or closeness) 
of relationship of affected individuals to the 
index case, each sibship being represented 
only once(20).5 Family data are also rec- 
orded in the notation of the pedigrees in 
Figures 1 to 4. Each key contains a number 
of symbols which may be used in each 
family-figure position ; symbol as well as 
position may be coded. 

One implicit but major hypothesis in the 
rationale for coding evaluations of a num- 
ber of factors, e.g., familial incidence, ge- 
netic pattern as well as diagnoses, etc., is: 
the possibility that biological findings are 
often averaged out by comparisons be- 
tween series of schizophrenics and normal 
controls. Even when there are one or more 
deviant findings, the usual approach is to 
repeat the experiment with an^:her sam- 
ple. However if subtypes exist, oa whatever 
basis, it is possible that the next sample 
may not include a similar representative. 
If the finding is a borderline one, or per- 
haps emerges as a “cluster” within a normal 
range of values, the means for repeating 
and substantiating such data become even 
less likely. 

Thus, by the use of criteria for selection 
as well as in the coding of identifying data, 
it should be possible to provide similar sub- 


8 This particular scale emphasizes dominant inherit- 
ance; another scale might be devised to emphasize 
recessive inheritance. 


TABLE 1 


SCALE ron FAMIL 
TAL INCIDENCE IN THE SELECTION OF SCHIZOPHRENIC PATIENTS! 
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jects from previously screened reserves. 
This, of course, can be progressively dif- 
- ferentiated. In addition, it would be pos- 
sible to intensify a distinguishing charac- 
teristic, e.g., a similar individual from a 
family history of recessive pattern, but with 
further indications of recessive inheritance. 
Obviously the biochemical differentiation 
of new subgroups would be in itself an 
important contribution. 

Utilizing the criteria for selection as de- 
scribed, the patient population of 3 nearby 
hospitals was screened. Modification of 
the criteria for selection was necessary. 
Table 2 compares the selected Family His- 
tory and Negative Family History Groups 
with the initial criteria for their selection. 
Table 3 reveals the decreasing number of 


Comparison or Famity History 


pitalization and familial pattern. — 
Data on schizophrenic patients fr 
Family History and Negative Family Н 
tory Groups, accepted for admission to t 
National Institute of Mental Health, ; 
presented in Table 4. : 


The biological bias was kept primary a 
environmental factors were not considere 
in selection. Clinical status variables a 
also secondary in selection, but are li 
wise evaluated. Such additional data m 
in turn provide even more dis ti. 
criteria for selecting new subgroups ! 
biological studies. | 


INITIAL CRITERIA FOR SELECTION 


Family 


Initial 

Criteria 
Schizophrenic 
Male 

Race White 

Age Range 20-35 

Years Hospitalized 3-5 

Availability of Parents Alive and available 


Diagnosis 
Sex 


History 

Group 
Schizophrenic 
Male 

White 

29-41 

1-18 


3-14 E 
Alive and available — 


* Hospital records available for all family members diagnosed schizophrenic. 


SELECTION OF SCHIZOPHRENIC PATIENTS FOR BIOLOGICAL STUDIES : FAMILY 
AND Necative ЕАМШҮ History Groups 


oe of Patients 


Schizophrenic 
Age Range, 15-45 years 


Age Range, 18-40 years, white, male Schizophrenic ; 
hospitalized more than 1 and less than 15 years 


Family History® 
Admitted 

Negative Family History ° 
Admitted 

‚ * Only those members who clearly met the criteria for 


Я ама. Histories for 21 families were insufficient 
. Оа the basis of on-going evaluations. 


ing Hospitals 
Referring a nu 


2,800 
1,270 
620 
290 


138 
94" 
5 
105 
2 


Family and Negative Family History designations are 
for diagnostic purposes. Totals may be somewhat modified 
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: LECTION OF A SMALL GROUP [ Septeml 
* TABLE 4 
ADMISSION DATA ON SELECTED SCHIZOPHRENIC PATIENTS! 
Admission Data . 
H To 5 Гү 
! (Puy ое LI First Las No. Year 
— Family History Group—Dominant Pattern 
FA 30. Und. Undiff. (Hebephrenic) 1948 1 10 
EV VG 35 Hebephrenic Catatonic (Hebephrenic) 1944 1 94 
EOM 29 Paranoid Paranoid (Catatonic) 1950 1951 2 
К GA 36 Simple Undiff. 1940 1941 2 18 
` DQ 40 Hebephrenic *** 1937 1953 4 . 
Family History Group—Recessive Pattern ] 
ER ILL 36 Catatonic Paranoid 1948 1 40 
E EQ 41 Catatonic Catatonic 19388 . 1 205 
= LO 33 Simple Simple бї: ү ЖЫШ 1 2 
_ No Family History Group 4 
ECA. 33 Paranoid Paranoid Conc dw MED! 
30 Paranoid Paranoid 1954 1955 2 
37 Catatonic Undiff. 1942 1951 з 14 
25 Catatonic Catatonic 1948 3 1 9 
27 Hebephrenic °°° 1948 3 10 
tr 33 Hebephrenic °°° 1953 1 


_ Many questions relating to the biological 
d/or psychological may be raised by the 
position of our Family History and 
egative Family History Groups. (The 
ction of schizophrenic patients for par- 
pation in family studies alone may be 
ed on similar criteria.) In what ways is 
e mother of one schizophrenic offspring 
different from the mother of 2 or more 
“schizophrenic offspring ? How do schizo- 
phrenics without a model for psychosis 
compare to schizophrenics in a family with 
2 or more models ? How similar are such 
odels ? If there is schizophrenia in 3 gen- 
ons and also related schizoid and 
healthy individuals in the family group, 
"what information can be gleaned as to com- 
mon psychological or biological findings ? 
The selection of normal-control volun- 
teers(2, 8) extends these research areas, 
We may conclude that the process of 
lection of schizophrenic subjects for re- 
ch study becomes an important part 
of the research itself, 


SUMMARY $ 

1. The method of selection of a small - 
group of schizophrenic subjects for 10) $ 
term biological studies is an essential part _ 
of the research. In developing criteria the { 
following concepts are considered : (a). 
range of variation of irrelevant variables, 
(b) random sampling, nonpurposive bias 
and purposive bias, (c) extension of Ње 
sample and intensification of pertinen! 
characteristics of patients through the proc- 
ess of selection and evaluation. v. 

2. Variables presumbly irrelevant - 
schizophrenia are restricted : e.g., age, 
race, length of hospitalization and con 
cations of hospitalization and treatme 
The acceptance of limitations inherent 
chronic schizophrenic sample presupp 
that schizophrenia is a reflection of an 0! 
going psychophysiological process ( 

owever may appear only under cei 
operant conditions). The need for 
study of acute schizophrenic and other sé 
ples is stressed. 
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3. An operational framework for biologi- 
cal versus psychological factors in schizo- 
phrenia is considered; the assumptions 
involved are tabulated. The working 
hypothesis assumes that there is a group 
of schizophrenias. Within this framework, 
process schizophrenics, catatonic and hebe- 
phrenic subtypes and twins concordant or 
discordant as to schizophrenia are discussed 
as means for sample bias. 

4. A genetic-familial design is presented 
as the basis for a biased sample. It was de- 
cided that the widest sampling of genetic 
causes would be achieved if one-fourth of 
the sample had a family history suggesting 
dominance ; one-fourth a history suggesting 
recessiveness, and one-half a negative fam- 
ily history. The patients with negative fam- 
ily history would be more likely to include 
an uncommon genetic type and also would 
render less likely the exclusion of the very 
group for which selection-bias is intended. 
The minimal conditions are as follows : 
(a) Family History Group—The Dominant 
Pattern; one schizophrenic parent; (b) 
Family History Group—The Recessive Pat- 
tern; neither parent affected but with at 
least one affected sibling; (c) Negative 
Family History Group; no history of 
schizophrenia within the family unit. 

5. The decreasing number of subjects 
available from a patient population of 
13,500 in 3 collaborating hospitals is noted 
as the following additional criteria are im- 
posed : diagnosis of schizophrenia, male, 
white, age range 18-40, duration of hos- 
Pitalization of more than one year and less 
than 15 years, and familial pattern. A com- 
е of Family History and Negative 

amily History Groups with the initial 
Pos for selection is made ; data referring 
9 the first 14 admissions are presented. 
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а great privilege for me to be given 
this opportunity of reporting to you on the 
ctice of psychiatry in England during 

ears of the National Health Service. 
shall try to answer the questions, “How 
far has the psychiatric patient benefited, 
and what has been the impact of the 
rvice on the psychiatrist’s freedom of 
tion and on his professional standing ?” 
n the last 25 years there has been an 

aralleled advance in our knowledge of 
ental illness, especially in the sphere of 
eutics, and the world owes much to 
erican medical science for originating 
developing a number of fruitful pro- 
dures. Many British psychiatrists, like 

elf, owe a debt to American teachers 
ch can never be adequately repaid. I 
assistant in psychiatry at the Phipps’ 
nic under Adolf Meyer and worked in 
Britain with the distinguished expounder 
his doctrines, Sir David Henderson. I 

e also had the privilege of observing 

neer work at different centres in your 

country in the course of 3 previous 


en the visitor reflects on some of the 
atest achievements of American medi- 
he will no doubt realise that behind 
achievements lies a tradition of in- 
idual freedom and enterprise, of healthy 

mpetition, and also of social service on 
part of professional men and other 
itizens. At the same time the visitor may 
ie led to doubt whether the medical pro- 
ssion together with the civic authorities 
voluntary organisations have up till 

ow created an efficient enough instrument 
bring the benefits of all these medical 
nd psychiatric advances to the average 
patient. 

A study of recent American medical 
literature confirms the impression that there 
is an impending crisis with regard to medi- 
‘cal administration. A statement for instance 


Read at the 115th annual meeting of The 
“American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 
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THE PRACTICE OF PSYCHIATRY IN ENGLAND UNDER 
THE NATIONAL HEALTH SERVICE, 1948-1959 : 


A. SPENCER PATERSON, M.D.? 


made by the Board of Trustees of the 
American Medical Association runs as fol- 
lows : 


We can all agree that the American people 
should have access to the best possible health 
services. There is no debate on this specific 
objective. There is however divergence of 
opinion as to how and when this can best be 
accomplished (2). 


This divergence of opinion apparently 
reflects the question whether private in- 
surance will be the main instrument in 
providing the necessary services. Certainly 
at the present time medical insur»nce does 
not appear to provide an adequate answer 
to the problem of treating the psychiatric 
patient. A recent writer in the American 
Journal of Psychiatry states that only 10% 
of America’s population is in a financial 
position to “buy” psychiatric care on the 
traditional “fee for services” basis. 


Thus 90 percent of our fellow citizens must 
look to the Government or private philanthro- 
py to help them, or they borrow and build up 
a crushing burden of debt; or they just go 
without treatment. . . . In this country, cur- 
rent pressures for additional and more avail- 
able psychiatric services can push us towar 
Government responsibility for all forms of 
psychiatric care. 


The writer then says that there is another 
possibility which is more in line wit 
social evolution in America. This would be 
a working partnership of voluntary àn 
individual effort with help from the Gov- 
ernment(1). у 
The degree to which many Americans 
are afraid of this Government help may 
be judged from the statement of a past 
Vice-President of the A.M.A. when dis- 
cussing a dispute between the A.M.A. anc 
the Veterans’ Administration. He writes : 


The Veterans Administration program is oF 
panding government control over the nation 
medical care system and is providing à E 
entering wedge for a complete Federal he 

program covering the entire population. 


Eu 
The writer went on to state that the 
American Legion and the A.M.A. should 
be working together in the fight against 
Communism and also to defend the free 
enterprise system and to build up a posi- 
tive understanding of Americanism( 11). 
We in England can sympathise with our 
American colleagues when they are appre- 
hensive with regard to the ultimate conse- 
quences of submitting the medical pro- 
fession to some degree of Government 
control. We had some of these same fears 
in 1948, but I am bound to say that after 
10 years of the National Health Service, 
most psychiatrists would agree that the 
benefits which have accrued to the average 
Citizen who is suffering from neurotic or 
psychotic illness, and also certain improve- 
ments in the conditions of work for the 
psychiatrist have up to the present at least 
outweighed any disadvantages of the 
system. 
_ The distinguished writer whom I have 
Just quoted mentions Communism but 
there are of course many essential dif- 
ferences between the National Health 
Service in England and the system of 
state medicine in Russia. I cannot speak 
with authority on the Russian system, as I 
um not visited that country since 1929, 
P some of its characteristics have been 
ү др in the following terms. Medicine 
mn een entirely subjected to the goals 
"i е regime. The Government could not 
herefore tolerate any independent profes- 
ү! body of doctors. The medical тап 
Ero apparently think of himself so 
ШЫ, 5 practising a profession as being a 
mber of a Trade Union. According to 
rin ideology the aim of the medical 
Bon is to prevent and to treat illness 
Mn eu it hinders productivity. The Rus- 
+ bee er is thought by foreign critics 
which is pos lled Pie ipe 
: olled by a politica . 
His first duty is thought ie not Es the 
Patient but to the State, 
nder such a system various evils are 
Periph ensue. Unsuitable orders reach the 
E ery from the central authority and 
EE nut be either disobeyed or else 
pa b obeyed but disobeyed in spirit. 
> Re [n viously bad for the morale of the 
ing at an, while the administrators work- 
à distance get out of touch with what 


Said 
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pete 
is happening at the doctor-patient 
It is said that initiative and enterpris 
the periphery are stifled by too many 
rectives from the central authority. F 
er, conscientious practitioners may be 
timidated by threatening letters in the P 
or by branches of Trade Unions. 
authorities may favour the appoin 
a doctor to a responsible post by reason 
his politics rather than for his techni 
skill. 1 
These are some of the criticisms dire 
against the Russian system by refug 
who eventually reached America from th 
Soviet Union. Nevertheless these 
refugees stated that this system of me 
care had hitherto been unsurpassed in th 
country and even those refugees who 
personally had unfortunate experiences un- 
der the system emphasised that in th 
opinion some form of state medicin 
preferable to one based on free enterpt 
5). db. 
| Medical men in Russia after the Revol 
tion were faced with a different probl 
from that which existed in England in 
1948. Their task was to create a heal 
service as quickly as possible for th 
gigantic population where almost no se 
ice already existed, and so they went abo 
the problem, not unreasonably, as if th 
were planning a huge military campaign 
The enemy in this case however was not. 
hostile state but disease in its various forms, 
But when the National Health Service was 
introduced into England in 1948, the situ 
tion was quite different. The new Briti 
service did not entail a complete b 
with the past. On the contrary the aim 
to absorb all that was good in the exis 
services into the new scheme. Parliament - 
intended that the benefits which had been. 
available only to insured persons, or to - 
those who could afford them, or receive і 
them as a form of charity, should now be. 
available to everyone. At the same tim 
the essential freedoms were to be safe- 
guarded. The citizen was free to use the - 
Service or any independent part of it, as | 
he pleased. He was free to choose his own - 
doctor and to change to another if he so - 
desired. The doctor on his part was free | 
from interference in his clinical judgment - 
and was free to make any criticisms of the | 
Service which he wished. He could accept 


rivate patients while taking part in the 
vice, or again, he could have an entirely 
vate practice and so remain outside the 


vice. 
- It should be noted that the creation of 
the National Health Service did not consti- 
‘tute a Party issue but was supported by all 
'arties, including the Conservatives. The 
ce is now being used by 97% of the 
sopulation. The great majority of special- 
90% of family doctors, and almost all 
gists, are co-operating in the scheme. 
It is of interest that when the scheme 
was initiated the late Lord Horder founded 
the Fellowship for Freedom in Medicine. 
This body has regularly published a journal 
hich keeps a close watch on the medical 
an's professional freedom and interests. 
has recently advocated a system of State 
surance through which it is hoped to 
e more of the Exchequer's money while 
g more responsibility to the family 
tor. There is however almost no chance 
this scheme will be supported by any 
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ае with the public for that. There is 
however an increasing number of citizens 
who are taking out private health insurance 
policies, but this is no reflection on the 
efficiency of the National Health Service 
because most patients who do this are 
merely aiming at securing better amenities 
during treatment. A proportion of them 
however pay sufficiently high premiums to 
enable them to have treatment wholely 
outside the Service. This development will 
therefore entail more private practice for 
the part-time psychiatrist in the future. 


THE MACHINERY OF THE NATIONAL HEALTH 
SERVICE 


cal party. The present system is too 


The Service in Britain is administered 
centrally by the Ministry of Health advised 
by a Central Health Services Council and 
various committees. There are 3 main 
divisions of the Service(6). 

l. Hospital and Specialist Services. 

2. Local Authority Services. After-care, 


TABLE 1 
ORGANIZATION OF THE NATIONAL HEALTH SERVICE IN ENGLAND AND WALES 
PARLIAMENT 
CENTRAL 
MINISTER OF HEALTH HEALTH SERVICES 
COUNCIL 


(advisory) 


HEALTH EXECUTIVE COUNCILS REGIONAL HOSPITAL 


AUTHORITIES aided by professional BOARDS 
y & County Borough committees 
- Councils) | 
Ancillary Services : HOSPITAL BOARDS OF 
Research MANAGEMENT е 
Public Health COMMITTEES 
Laboratory Service 
Blood Transfusion 
; mre (operated by 
n .H. Board: 
ty & Child Welfare Row 


Teaching Hospitals — 
& Consultants { 


Hospitals Consultants 
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maternity and child welfare, midwifery, 
health visiting, domestic help in sickness, 
prevention (e.g. vaccination), ambulances 
and health centres. 

3. Practitioner and Dental Services. 

With regard to the first division, the 14 
Regional Hospital Boards, which look after 
regions with populations varying from 1 
to 3 million, are responsible for all the 
mental hospitals (147,000 patients) and 
all the mental deficiency hospitals (60,000 
mo and for the outpatient services 

‚ 8). 

Secondly, the Local Health Authorities 
are responsible for the care of the defec- 
tives in the community (80,000) and for 
the prevention of mental illness and for 
the after care of those who have been in 
mental and mental deficiency hospitals. 
The Medical Officers of Health are now 
tackling the problems of mental health 
Which impinge on their sphere of activity 
with the same enthusiasm with which they 
had previously overcome the threats of 
infectious diseases such as cholera, enteric 
fever, diphtheria, and the like. Their So- 
ciety has recently established a mental 
health group and there is now more psy- 
chiatry in the syllabus of the course for the 
Diploma of Public Health. There is there- 
fore good reason to hope that with these 
new-found allies, we psychiatrists will 
make still further progress in the coming 
years in our struggle against mental ill 
health. 

Thirdly, the family doctors are much 
More interested in psychiatry than former- 
ly. The newly founded College of General 
Practitioners has published a Report (4) 
which discusses such questions as how to 
improve the quality and quantity of psy- 
chiatric education both for the under- 
graduate and for the postgraduate practi- 
toner. The family doctor in the future 
may be expected to look after the mental 
health of his patients with more under- 
Standing than previously when he relied 
mostly on intuition, 


BENEFITS ACCRUING TO THE PSYCHIATRIC 


PATIENT FROM THE NATIONAL HEALTH 
SERVICE 


The first indication in the campaign 
against mental ill-health was to treat as 
many patients as possible and at as early a 
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stage in their illness as possible. Ac 
ingly some 500 new outpatient departn 
have been started in the past 2 or 3d 
and many of these in the past 10 yi 
They are mostly attached to general 
pitals(9). Where the hospital is a teachi 
one, there is generally a number of 
which are used for research and teac 
It is reckoned that the psychiatric pai 
is willing to go to such a clinic 12 or 
months earlier than he would be 
to go to a mental hospital. There has 
at the West London Hospital an іпог 
in the number of patient-sessions per а 
num since 1945 to the extent of about 500! 
The number of psychiatrists has gone u 
from 3 to 10 and the non-medical sta 
has been correspondingly increased. — — 
There has also been continuous researc! 
mostly into active methods of therapy, 
ticularly electrocerebral treatment, atara 
drugs, and hypnosis. These are sub 
suitable for research in a general hos 
where collaboration with colleagues 
other disciplines is possible. This does 
mean that psychotherapy is neg! 
However, as in America, much thou 
is given to the possibility of shortening. 
duration of treatment while achieving 
equally good result. 
Our clinic is merely one of many, 
when such clinics are multiplied to 
extent of some hundreds, then results 
gin to show in statistics. л 
Not only has the number of clinics in- 
creased, but under the National He 
Service the number of consultants has i 
creased to a greater extent than in a 
other specialty. In 1949 there were 
but in 1957, 614, an increase of 52% con 
pared with an average 32% increase 
other specialties. Similarly the trainee- 
cialists (senior registrars) have risen fro 
113 to 144, a greater increase again than 
in other branches of medicine. This should 
be of interest to American psychiatris 
for recent publications have deplored the 
lack of trained psychiatrists in mental hos 
pitals(10). | 
The training of the psychiatrist is much 
more thorough nowadays than it was be- 
fore 1948. He is encouraged to take a 
higher diploma in internal medicine as” 
well as one in psychiatry. He is expected to i 
be as equally at home in giving different 


forms of physical treatment as he is with 
-psyehotherapy. Young psychiatrists, es- 
- pecially those residing near London, often 
dergo at their own expense a long and 
expensive training analysis with a view to 
future practice of this method. 
— With regard to inpatient treatment in 
mental hospitals, this can be conveniently 
vided into short stay and long stay. Since 
6 the number of patients admitted to 
‘mental hospitals has much more than 
doubled, from 36,000 to 84,000, an increase 
of 125%. The percentage of patients dis- 
ged within 3 months has risen from 
to 55% in 2 years, and from 65 to 69% 
for those discharged within 6 months. This 
ore than doubling of the numbers of 
stay patients has of course greatly 
a the amount of work done by 
al hospital psychiatrists, but the actual 
number of beds occupied has actually fal- 
Ten within that period by 1,353(9). 
ecently however, there has been an 
more striking trend. The question 
s asked, why should not a large pro- 
tion of these short stay patients be 
ed outside a mental hospital? Dr. 
se in 1956 organised “The Worthing 
Experiment" in which psychiatrists visited 
nts in their homes and, where neces- 
ry, gave them energetic treatment in an 
patient clinic or day hospital. It was 
d in this way that in a rural area a 
uction in the rate of admissions by 57% 
d be achieved. A surprising feature 
this study was that a high proportion of 
patients who recovered without going 
into hospital belonged to the class over 
the age of 65, where one would have sup- 
d that the prognosis was particularly 


Vith regard to the long stay pati 
ually striking жа eon run 


ried out(7). As in America, the greatest 


stay patients who have shown some re- 
se to treatment with electroshock and 
aractic drugs(12). The services of experts 
sociology and group psychology have 
enlisted, as at Netherne under Freu- 
). Elaborate measures are taken 
the nursing staff and secure their 
E hs is a 
arduous task. The patients are 
su bjected to work therapy, and at [risen 
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à factory actually exists inside the hospital. 
These measures are carried out in a par- 
ticularly humanitarian atmosphere. There 
is a growing tendency to do away with 
locked doors. Attempts are made to invest 
the recovering patient with a new dignity. 
He is now called *Mr. Smith" instead of 
just “Joe.” There is an increase in the 
mingling of male and female patients with 
a notable improvement in their manners 
and behaviour. 

Before this new development the. per- 
centage of patients who had been in a 
mental hospital over 2 years and who be- 
came well enough to leave the hospital was 
only 2% per annum. It is like! however 
that in the future this figure vill be in- 
creased to 10 or 20%. 

It is because of the rise in > umbers of 
successfully treated short stay patients and 
to a lesser degree of long stay patients that 
the Royal Commission on Mental Disorder 
and Mental Deficiency, 1956, was able to 
recommend new measures which are in- 
corporated in a Bill now before Parliament 
(8). One result of this will be to arrange 
for the more effective care of recovered 
mental patients and improved mentally 
defective patients in the community. New 
measures will include the establishment of 
hostels, day hospitals, homes for the aged 
and the like. The new Mental Health Bill 
also aims at a more rational approach to 


the problem of mental disease, bringing it: 


more into line with the rest of medicine. 

I realise of course that the great advances 
in treatment to which I have alluded, have 
been equalled, or even surpassed, in some 
other parts of the world, especially Ameri- 
ca, but the point I wish to make is that 
in our country the improvements in therapy 
have been brought to the ordinary citizen 
to a far greater extent than would have 
been possible if it had not been for the 
National Health Service. It is certainly 
true that any fears which might have been 
entertained that socialised medicine might 
stifle initiative among practitioners working 
at the periphery have not been realised. 
On the contrary, there has been a new €n- 
thusiasm which has in large measure been 
responsible for these new developments. 

It may perhaps be added that the smoo 
running of the Service has been helped БУ 
particularly good relations which have €* 
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isted between psychiatrists and the public, 
the latter including members of the Civil 
Service. This goodwill has been greatly 
fostered by a series of programs on radio 
and television, and in the press. It is to be 
hoped that such publicity will continue, 
because only in this way will the citizen 
appreciate what he is receiving in return 
for the taxes which he pays to support the 
Service. 


PRIVATE PRACTICE UNDER THE NATIONAL 
HEALTH SERVICE 


Only 2% of approved mental patients are 
treated privately(9) but in spite of this 
there is still a considerable amount of 
private practice in psychiatry, mostly in 
urban areas. 

In the years before the war the prospects 
of a career in psychiatry were not very 
attractive. An article in the British Medical 
Journal in 1937 stated that nearly all psy- 
chiatrists were whole-time officers in men- 
tal hospitals and that the pay was poor 
and the chances of promotion were limited. 
A brighter prospect however was presented 
to the relatively small number of psychi- 
atrists who could procure a post in a 
general teaching hospital where they could 
combine the teaching of students with op- 
portunities for research and also carry on 
à consultant practice. Such a life however 
would be a hard one with little time for 
leisure and their hospital work would not 

e remunerated, 

In London and some other cities there 
Were also doctors specialising in psycho- 
therapy and there was the Institute of 
Psychoanalysis. One-third of the psycho- 
analysts had no medical degrees. Many so- 
called psychotherapists had no senior 
qualification. 

The following were some of the changes 
Which occurred in the mode of life of the 
Consultant at a teaching hospital, when the 
National Health Service was initiated in 
1948. We were no longer honorary psy- 
Chiatrists at our hospitals but received 
Salaries for our attendances there. We were 
free to decide whether we would work for 
any number of half days up to 9 in the 
Week, 11 half days being counted as a full 
Week. Most of those working 7 or 9 half 

ays are employed at more than one clinic. 
© were of course free to remain outside 


the Service if we so desired. 
For those working full time the sal 
scale is roughly as follows : A с 
sultant at the age of 30 has about £2,000 
a year rising to a maximum salary of £3, 
385 a year. There is however a system 0 
merit awards by which 20% obtain an ad- 
ditional £500, another 10% an additional 
£1,500, and another 4% an addi 
£2,500 over the basic salary. Recently the 
sum of £300 has been subtracted from t 
highest merit award and £200 from the 
second highest, apparently indicating — 
new egalitarian trend. p 
The pension amounts to 1.5% per ann 
of all the money which has been earned 
under the Service. This compares favour- 
ably with other schemes of a like nature, 
The Ministry encouraged psychiatrist 
to visit patients in their own homes. In t 
way the specialist can discuss the case with 
the family doctor and also observe the 
family setting. In many cases this has 
abled active steps to be taken at the ea 
possible stage of the illness. The 
atrist is paid 4 guineas (about $12) for the | 
visit, plus a travel allowance. He may eam | 
some 800 guineas a year over and above his | 
basic salary in this way. " 
The same applies to the full time man - 
but in his case the first 28 visits in each 
quarter are unpaid except for the travel 
allowance. 
Those who prefer whole time service — 
have benefited under the Service because. 
a number of new and attractive posts have. — 
been instituted. There have been 9 new 
whole time professorships at provincial uni- — 
versities, and some two dozen appointments - 
of whole time research workers who initiate - 
and organise research projects which are ^ 
often common to different hospitals in the. — 
same group. A 
For those who are part time there is - 
still a great deal of private practice in 
London. As already mentioned there is an... 
increasing number of citizens who have 
taken out a health insurance policy. This — 
will enable the patient to see the psychi- — 
atrist privately and to obtain better ameni- - | 


ties under the Service. If the premium is 
high enough it will enable the patient to 
receive treatment in an expensive room 
under the National Health Service or else 
outside the Service altogether. 
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“There is another source of private prac- 
tice. There are many visitors from overseas, 
cially in summer. These are not British 
- subjects but are glad to avail themselves of 
recent progress in psychiatric treatment. 
‘They often provide a colourful change from 
our more humdrum work. 
- There still appears to be a considerable 
demand for private psychotherapy in Lon- 
_ Чоп and possibly to a lesser extent in other 
cities. In addition to the part-time con- 
sultants already mentioned, there are a 
number of psychotherapists who do private 
actice but who also work at a clinic like 
e Institute of Psychoanalysis. There are 
o practitioners who are entirely in pri- 
e practice. Many of these write books 
popular psychiatry for the general pub- 
lie. Some of them, however, have not had 
any adequate training nor any diploma in 
chiatry, and are sometimes referred to 
‚ "consultoids." Their success to some ex- 
nt depends on the fact that the public as 
whole looks on a Harley Street address 
a kind of medical degree. By way of 
yntrast to these practitioners there are a 
mber of distinguished psychiatrists who 
ive retired from the Health Service and 
10 are now in full time practice. A few 
iatrists of repute work in private in- 
ons and also engage in consultant 
ice as well. ; 


CONCLUSION 


conclusion I should like to say that 
merica and Britain psychiatrists are 
riving towards the same goal, for we are 
ying to give the best possible psychiatric 
reatment to the greatest number of citi- 
ns who require it. In Britain however it 


was decided after the war to conduct the 
struggle against mental illness at the Na- 
tional level. I have therefore attempted to 
give you some account of how far our 
efforts have succeeded and of how far in 
doing so we have preserved our ancient 
tradition of professional freedom. 
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A day hospital may be defined as one 
where full hospital treatment is given under 
medical supervision to patients who return 
to their homes each night. It offers an 
alternative to inpatient admission to those 
for whom outpatient treatment is inade- 
quate. It is suitable for those of the men- 
tally ill who are well enough to travel and 
to spend the night with their families. 


REVIEW OF LITERATURE 


In North America, Cameron(6) in 1947 
described day hospital care in Montreal 
and first introduced the term to Western 
literature. He treated "early . . . or mild 
advanced types of schizophrenia. Both 
hypomanic and depressed patients have 
been successfully treated.” There were both 

ucinated patients and those with sui- 
cidal ideas. An important function of this 
unit was the care of convalescent inpatients. 
He stressed cheapness, swiftness of re- 
covery and importance of easy transfer 
to bed wards. These have been recurrent 
themes in later publications. 

The Menninger Clinic day hospital 
started in 1949, and Barnard et al.(3) re- 
Ported that one-third of all patients were 
treated on a day basis. It provided foster 
homes for patients who lived out of town. 
The 109 patients stayed an average of 70 
days each and 90 were convalescent in- 
patients. The patients included 33 schizo- 
Phrenics and 33 with character disorder. 

Moll(17) founded a day hospital in the 
Montreal General Hospital in 1950 on 
Cameron’s pattern, He used all forms of 
treatment except coma insulin. Depressive 
illnesses occur first on his list of diagnoses, 
although no figures are given. He found 
acute psychotics and defectives unsuitable. 
Many of his patients were not sufficiently 
ill otherwise to need inpatient care. 
——— M 
E um indebted to Professor Aubrey Lewis for 

couragement and to Dr. Arthur Harris for his 

oed Permission to use the clinical material of 
j| em and Maudsley Day Hospitals. 

Ormerly Registrar Bethlem Royal and Maudsley 


ay Hospitals ; Consultant, Psychopathic Unit, Bald- 
erton Hosp., Newark Now: UK. | 
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Pottle(18) runs a day hospital in s 
ly populated Newfoundland, Governn 
subsidized transport and lodgings 
attendance of patients at a specially 
signed day care unit in the first floor of 
new mental hospital. All forms of treatme 
including coma insulin are given, one | 
reversible coma occurring in 5 years pr 
tice. Landladies are instructed in | 
treatment of hypoglycaemia. pr! 

Cameron, reviewing 9 years practice 
decided that, as transfers from day 
pitals to inpatient wards were "infrequ 
the former could well be independ 
However, patients with suicidal ideas а 
disturbing behaviour could best be tr 
first as inpatients. One suicide occurr 
the period reviewed. He feels that 
insulin treatment is quite satisfactory on 
a day care basis. M 

Bierer( 4; 5) described the first day he 
pital in England. It is entirely indepen 
of mental hospitals. The frequency of | 
tendance by patients varies from 1 to. 
or more times a week. It is designed 
function as a community centre. All fo 
of physical treatment, apart from со 
insulin, are used. He advocates group tr 
ments and the advantages of independen 
are stressed. 

Aron and Smith(1) describe the Bri: 
day hospital. Geographically apart, but 
by Bristol mental hospital staff, transfer 
patients to and from the mental hosp 
is simple. Forty-four percent of the patient: 
had depressive illnesses. The average m 
ber of days attended was 21, attendance 
becoming less frequent as the patient ; 
covered, Smith(19) reviewed 1,000 Bristol 
day hospital patients, of whom 16% had 
been convalescent in patients and 10.4% - 
had needed transfer to bed wards. The 
proportion of depressions treated had risen _ 
to 57% in 1955 and 9% had schizophrenia. - 
Coma insulin had not been used. Y 

Cosin(8, 9) describes a geriatric day ' 
hospital. Since it is run as part of a geriatric - 
hospital the 70 day patients required no _ 
extra medical staff. aa 

Harris(13, 14, 15) has reviewed the de- 
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.. Royal Day Hospitals. Admission criteria are 
_ those appertaining to inpatient beds, and 
attendance 5 days a week is obligatory. 

1 is suggests that speedier treatment may 

- be possible in day hospitals, owing to the 
atient remaining in his home surround- 


Nigeria, Lambo(16) has adapted the 

y hospital idea to an African community 

d uses a day centre with night foster 

es. He uses both insulin coma treat- 
ent and ECT. · 

e first day hospital in Russia started 

. Moscow in 1932(11). Day hospitals 

considered as departments of mental 

itals and where the latter were over- 
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This can be illustrated by figures drawn / 
from published data, analysis of patients 4 
treated at the Maudsley Day Hospital over 
a 3 year period and personal communica- 
tion from Bierer and the South West Re- 
gional Hospital Board. 

Diagnostic usage almost certainly varies 
between countries, but it is clear that day 
hospitals can be adapted to deal with 
widely different groups of mentally ill. 
patients. In England depressive illnesses 
account for a considerable proportion of 
those treated. 


ENGLISH DAY HOSPITAL PRACTICE, 1956 


Enquiry at the Ministry of Health re- 
vealed that at least 10 day hospitals were 
open in England in 1956. The author 
worked at the Bethlem Royal and Mauds- 
ley day hospitals. To investigate practice 
elsewhere, those units treating more than 
10 patients daily were either visited (The 
Marlborough, Bristol and Oxford Day Hos- 


Menninger Marl- 


Clinic 


Bristol borough Nigeria Maudsley 


Barnard (SWRHB) Day Lambo Day 


1952 
30% 


T% 


6% 
2% 


levant numbers 
atients 


1957 1956 1956 1953-56 
35% 24% 


3% Y 6% 
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pitals) or discussed with their Directors 

(Oldham and Birmingham). 

Two types were found. The Marlborough 
under Dr. Bierer was entirely independent. 
The other type was associated with a 
parent mental hospital: the Bristol Day 

. Hospital under Dr. Smith, treated general 
psychiatric patients ; at Birmingham, under 
Dr. Mayer Gross, there was an experimental 
unit treating chronic neurotic patients, 
inany on National Assistance ; the Oldham 
Day Hospital under Dr. Pool, was a unit 
in à community care programme ; Oxford, 
under Dr. Cosin, treated mentally and 
physically ill geriatric patients ; the Mauds- 
ley and Bethlem accepted only those who 
would otherwise have needed mental hos- 
pital admission. 

The main group of patients admitted to 
day units were those for whom outpatient 
treatment was inadequate or unsatisfactory, 
but who did not require admission to the 
acute ward of a mental hospital. The day 
hospital contributed most to the reduction 
of inpatient waiting lists, when it accepted 
only patients who would otherwise have 
required inpatient admission, as at the 
Maudsley. It also functioned as an alterna- 
tive to outpatient treatment when a number 
of part time attenders were accepted, as at 
the Marlborough. Most day units found it 
convenient to treat both those needing 
time and part time treatment. 

The psychoneuroses were most success- 
fully treated at day hospital level. The 
majority of depressive illnesses would fall 
into this diagnostic group. Depressive ill- 
nesses were the major diagnostic entity 
for each of the English day hospitals from 
which figures were available. With psy- 
choses the acutely disturbed were clearly 
unsuitable, but a considerable number o 
Schizophrenic patients could be treated at 
day hospital level. The Maudsley accepted 
patients with a depressive psychosis, but 
none who presented immediate suici 

risks, and there were no suicides in a 3 
year analysis. The acceptance of the seri- 
ously ill was found to depend upon the 
quality of home care available. 

There was a wide measure of agreement 
on the methods of treatment used. A gen- 
eral emphasis on group activities was 

І pm, group discussions being a feature 
ү. 5. Most units. English day hospitals did 
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not use insulin coma therapy, althou 
has been used elsewhere, admission being 
favoured on the grounds of safety. Electr 
convulsive therapy was used in all u 
and the practice was to have patients 
corted home afterwards. 

The use of transfer to a parent hos 
was carefully investigated as Cam 
stated that the need for transfer was 
frequent." The available figures _ sho 
that the annual transfer rate of the 
ninger Day Hospital was 16%, of the Bris! 
10.4% and of the Maudsley 14.7%. The 
two units definitely found transfer fi 
ties valuable. Ease of transfer to a hospi! 
bed at short notice contributes to the s 
management of a day hospital, since sudd 
acute exacerbations of patients’ illnesses 


field, to cover much of the country, wo 
seem both economical and feasible. ~ 


SuMMARY 


The literature on psychiatric day 
pitals is reviewed and an account is giv 
of day hospital practice in England in 
1956, with respect to types of pati 
treated and treatment employed. It was 
found that day hospitals were treating a 
wide variety of mental illnesses, 
those treatments commonly employ: 
mental hospitals could also be used in d 


hospitals. 
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DEANOL (DEANER) IN THE TREATMENT OF SCHIZOPHRENIA р 


JOSEPH A. BARSA, M.D. anv JOHN C. SAUNDERS, М.р. 


Deanol (Deaner)? is the para-acetylami- 
nobenzoate salt of 2-dimethylaminoethanol. 
It is the tertiary amine precursor of ace- 
tyleholine, and, unlike choline or acetyl- 
choline itself, is able to pass freely across 
the blood-brain-barrier. The ability of 
deanol to increase cerebral acetylcholine 
has been postulated as the mechanism of 
its therapeutic action. 

Deanol has been used chiefly as a central 
nervous system stimulant for mild depres- 
sions and chronic fatigue states. However, 
it has also been reported to be effective in 
Chronic schizophrenics. This study was 
undertaken in an effort to confirm the latter 
results. 

As a pilot study, 10 chronic schizophrenic 
females between the ages of 37 and 71, 
who had been continuously hospitalized 

for 5 to 27 years, were given deanol orally 

or 9 months in a single morning dose of 

150-300 mgs. Within the first few weeks a 

mild stimulating effect was evident in 6 

Patients. They seemed a little brighter, 

More alert, more interested in their en- 

vironment, although their delusions and 

"ucinations remained unaltered. How- 
ever, in the subsequent months a further 
change slowly manifested itself in 2 pa- 
* Their delusions and hallucinations 
ned to be fading and were more difficult 

0 elicit. It was concluded that deanol has 

actions : a mild stimulating effect, and a 

. Moderate anti-psychotic effect (i.e. com- 
^ delusions and hallucinations of the 
ch phrenic). However, the anti-psy- 

Otic action was not as potent as that of 

* Phenothiazines or reserpine. It was 
wh decided to combine deanol with 

iz ini - 
уой! т сыйар a potent anti 
ig hundred chronic female schizophren- 
een 16 and 69 years of age were 


re 
р. жнр, State Hospital, Orangeburg, ЇЧ. Ү. 
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selected. They had been continuous! 
pitalized for 3 to 27 years, 145 having bi 
hospitalized for 10 or more years. All o 
the patients had been receiving tranqui 
ing drugs for at least 18 months with 
or moderate improvement. However, 
the last 6 months they had reached a 
teau and no further improvement co 
be detected. It was at this point. 
deanol was added. One hundred : 
patients were receiving chlorpromazine, # 
proclorperazine, 70 a combination of chl 
promazine and proclorperazine, 6 reser 
4 a combination of chlorpromazine and 
reserpine, and 3 perphenazine. The dose о 
these tranquilizers was not changed whi 
deanol was added. Deanol was given in 
single morning dose of 25 to 100 mgs., tl 
majority of patients receiving 50 . 
Deanol in combination with the tranquili 
ers was continued for 6 to 13 months 
this time 84 patients were unchanged ; 
were improved, 17 being markedly 
proved, i.e., either released or ready 
release from the hospital. Of the mar! 
improved patients 9 had been continuo 
hospitalized for 3 to 5 years, and 8 pati 
for 7 to 19 years. j 

It was again observed that the clini 
effects of deanol manifested thems 
very slowly. It usually took several w 
for the full stimulating effect to develoy 
and several months for the full anti-psy- 
chotic effect. Deanol did not produ 
euphoria ; patients became less withdraw 
more alert, interested and energetic. 
were no serious side-effects. Ten patients 
receiving 100 mgs. complained of anor: 
and two complained of jitteriness, but 
symptoms disappeared when the dose w. 
lowered to 50 mgs. There was no inter- 
ference with sleep, and no evidence of | 
tolerance to the drug. 

From this study, it can be concluded th 
deanol, when combined with a tranquilizer 
containing a potent anti-psychotic acti 
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lethargy produced by the tranquilizer, but 
its own anti-psychotic effect is additive to 


E 
ds of definite value in the treatment of 


schizophrenia. Not only does its stimulating 
effect counteract the excessive sedation and 


Attempts have been made to define a 
- tranquilizer as any sedative which accom- 
lishes its sedation without causing a con- 


meets these requirements is afforded by a 
. combination of ammonium and potassium 
- bromides with niacinamide hydrobromide 
as a safety factor? Its mild tranquilizing 
. effect and freedom from untoward re- 
„sponses have made this medication the one 
of choice in ambulatory working individ- 
uals. The objection of bromide intoxication 
has been fully met by the introduction of 
A niacinamide hydrobromide(1, 2). 
Tranquilizers, both new and old, have 
eir specific side-effects and toxic reac- 
tions. Any method of overcoming these un- 
desirable reactions is a step forward(3). 
Thus, the step of utilizing niacinamide 
hydrobromide to overcome the side-effect 
bromide medication is a definite con- 
bution to therapy. 
Bromism depends upon 3 factors: (a) 
bromide concentration in the blood, (b) 
genetic predisposition (idiosyncrasy), and 
(c) the co-enzyme factor(1). 
The first two factors are obviously in- 
lved in any medication and the charac- 
_ teristic unique feature of bromism has been 
the poisoning effect exerted by bromides on 
the respiratory co-enzyme mechanism, the 
li- and tri-phosphopyridine nucleotides 
__ (co-enzyme I and IL). Disturbance of this 
. со-епгуте mechanism can make the person 
-. uniquely sensitive and even cause bromide 
. intoxication at low blood concentration 
. levels. When the essential portion of the 
- nucleus of the co-enzymes is supplied in 
. the form of a pyridine metabolite (niacina- 


1150 Woodruff Ave., Brooklyn 26, N. Y. 
.. 2 Natran tablets containing ammonium bromide 250 
- mg, potassium bromide 250 mg. and niacinamide 
__~hydrobromide 10 mg. supplied by the John Winters 
B Со„ 313 East 53rd St, New York 22, N. Y. 
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A SAFE TRANQUILIZER : NIACINAMIDE HYDROBROMIDE 
AS A SAFETY FACTOR 
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mide hydrobromide), bromism does not 
occur. : 

The clinical syndrome of pellagra is 
analogous to, and has many of the char- 
acteristics, signs, and symptoms of, brom- 
ism,—that is, the cutaneous, digestive, and 
nervous changes induced thereby. Pellagra 
is also controlled rapidly by the use of a 
specific source of the pyridine nucleus such 
as nicotinic acid (3-carboxypyridine). The 
acneform and other irritative lesions on the 
face and exposed part of the body of both 
pellagra and bromism are quickly cleared 
when this essential portion of the co- 
enzyme nucleus is supplied exogenously. 
Thus, niacinamide hydrobromide represents 
a safety factor in tranquilizing bromide 
medication. 

Since the original study(1) of 50 cases, 
comparing the use of plain triple bromides 
with the niacinamide hydrobromide com- 
bination, 440 cases have been added to 
series, Statistics show that some manifesta- 
tion of untoward effect has been present in 
approximately 15% of the cases. True bro- 
mism has been demonstrated in approxi- 
mately 4% of the cases. The total figure of 
15% has been reduced to less than 2% with 
the use of the niacinamide hydrobromide 
combination. 

A typical case study was that of a mar- 
ried woman, age 28, who was treated alter- 
nately with bromides and phenobarbital or 
relief of extreme nervous tension. pes 
sponse to either medication the patien 
exhibited an acneform rash covering t 4 
whole body and causing pruritus at multip e 
sites. When the medication was withdre 
the rash disappeared. It was found that 
niacinamide combination with ammonia 
and potassium bromides prolonged kr 
therapeutic effect and also prevented ze 
rapid development of the untoward 
sponse. 
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The appearance of pellagra-like symp- 
toms with rapid clearing when the co- 
enzyme pyridine nucleus was supplied 
demonstrates clinically the mechanism of 
interference with the enzyme oxidation 
mechanism of the body economy by such 
substances as phenobarbital and bromide. 
Other newer types of sedatives gave similar 
results. 

In summary, clinical and laboratory evi- 
dence suggests that tranquilizers, including 
the bromides, can interfere with the 
co-enzyme system causing the pellagra-like 
syndrome. There has been abundant clini- 
cal evidence that these symptoms are re- 


versed in 87% of cases and the response 
been to clear up 50% of the small g 


bination of ammonium and potassium 
mides with niacinamide hydrobromide | 
safety factor has been used as a tr 
quilizer. н 
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INPATIENT TREATMENT OF DEPRESSIVE STATES WITH 


TOFRANIL (IMIPRAMINE HYDROCHLORIDE)* 


W. KEUP, M.D., A. APOLITO, M.D., L. OLINGER, M.D., 3 
M. SCHWARTZ, M.D., AN» E. YACHNES, M.D.” s 


In 1957 Kuhn(1) published his first re- 
sults with the new anti-depressive drug 
Tofranil? (G-22355, imipramine hydro- 
chloride), which turned out to have no 
monoamine oxidase (МАО) inhibiting ef- 
ect, in contrast to iproniazid and its new 
and less toxic followers, Differences in the 
clinical actions of Tofranil and the MAO 

bitors are supposed but not sufficiently 
elaborated, 

As a first step we therefore studied the 
action of Tofranil alone in a series of 66 
hospitalized unselected depressed patients 
with different diagnoses, 28 male and 38 
emale, whose ages varied between 25 and 

years. The majority of the depressions 
е endogenous (28 involutional, 11 manic 
Мергеззіуе), while 17 schizophrenic ра- 
“ents with depressive features and 10 
Patients with arteriosclerotic, senile or 
Dychoneurotic depressions were also in- 
тна, About one-third of all these cases 

ste chronically depressed patients, some 
whom had received ECT, insulin thera- 
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py, and different tranquilizing drugs wit 
out effect. E 

The drug was given by oral administra- 
tion only, starting usually with a dosage 
75 mg. per day which was increased slow. 
to a mean dosage of about 200 mg. pi 
day, adjusted individually. In some cas 
higher doses up to 400 mg. per day were | 
used. It is believed that prolonged treat- | 
ment with a low maintenance dosage is nec- _ 
essary to prevent relapses(2, 3). We used - 
long term treatment, up to 5 months. 

Best results were seen in endogenous 
depression, confirming findings of other 
authors(1, 4, 5). In this group, 10 patients + 


ate to good improvement and 7 were un- 

changed. Schizophrenic patients did not 1 
respond as well, 10 remaining unchanged . 
and 7 showing moderate or good improve- 
ment. The mixed group was also less rè- | 
sponsive with 4 patients out of 10 showing — 
some degree of improvement. The overall _ 
results showed that 65% of all patients — 
treated manifested some degree of favor- - 
able response, with 17% total recovery. 
While these figures are lower than those № 
reported by some previous investigators(4), — 
the improvement rate in our cases of en- | 
dogenous depression, 80%, is quite in line - 
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ed, best improvement was seen in affec- 
ve depression, fow of psychological activ- 
гапа alteration of thought process. Some 
atients showing overall improvement in 
he depressive state, nevertheless had wors- 
ning of one or two symptoms. In 9 pa- 
ents impending or manifest agitation was 
"observed, mainly with higher doses. In 8 
f these patients, this agitation was con- 
olled by administration of a tranquilizing 
drug ( Thorazine, reserpine). 

Other side effects observed were minor 
d consisted of dizziness, 3 patients, nau- 
l, blurred vision, 2, perspiration, 2, 
mouth, 2, and constipation, 2. A slight 
op in blood pressure was observed in a 
у patients, but in some of our elderly pa- 
nts this was actually a desirable side 
ect but not a constant one. Some of these 
e effects were seen only during the onset 
treatment and disappeared as therapy 
ntinued. This was true for a slight tremor 
the hands in 6 patients, but we observed 
other extrapyramidal symptoms. 
provement can be observed as soon as 


ivate patients over a 2 year period has 
en disappointing. These ikrar cases 
in which depression was the most promi- 
ent symptom and most of them were of 
the endogenous type. 
__ The dosage used was from one to two 
.25 mg. capsules q.id. for 3 or 4 weeks 
provided the patient could be persuaded 
take the medicine that long. The size 


‘From the Department of Psychiatry, Universi 
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From the standpoint of symptoms af- 
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the first or second day in some patients, but 
sometimes it takes 2 or 3 weeks. According 
to our experience, the patient who does not 
respond during the first 3 weeks, will not 
respond at all. 

From the above we can conclude that 
Tofranil is the most potent antidepressive 
drug available at the present time, compa- 
rable in affectiveness with electro-shock 
therapy. While ECT may still be preferred 
in acute suicidal patients, it is our impres- 
sion that this drug reduces the need for 
ECT drastically. 
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. NEGATIVE RESULTS IN THE TREATMENT OF DEPRESSION 
| WITH IMIPRAMINE HYDROCHLORIDE (TOFRANIL) 


FREDERICK LEMERE, M.D.1 


and duration of medication were frequently 
limited by unpleasant side effects or failure 
of beneficial results, None of the side 
effects was serious but dizziness, dry mouth, 
blurred vision, increased tension and 
perspiration often caused the patients to 
discontinue this drug. 2 
Only 22 of the 137 thought that imipra- 
mine was of help and their initial enthusi- 
asm usually waned as the medication was 
continued. No patient has asked to or Was 
interested in continuing this drug beyon 
the first trial month. The evaluation of the 
pharmacological treatment of depression 1$ 
especially difficult because most of these 
cases are self limited anyway and whatever 
is being given at the time of recovery а 
credited with the cure. This is es 


[ September x 


pecially | 


| 
| 
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‘true where it is recommended that the drug by others, it would seem 

drug be given for at least a month before to continue clinical trials, especially: 

judging its effect. studies, but my own experience so | 
In view of reports of success with this been disappointing. 


A MODIFICATION OF THE FORREST TEST FOR PHENOTHIA 


JACK J. HEYMAN, M.S., M. ALMUDEVAR, M.D., anp SIDNEY MERLIS, M.D. 

The routine determination of phenothia- each individual patient on a constant dr 
zines in urine samples has been thoroughly intake. The drug intake can be 
investigated by Forrest(1-2) and separately (Table 1) by the intensity of color ob: 
by Pollack(3). In our laboratory we modi- 


fied the procedure to obtain more stable e TABLE 1 A 
color development and at the same time eim THE RESUL 


preserve. the simplicity of the Forrest "Colby : 


method. crate EAS E 
MATERIALS plus/minus 50-75 faint pink | 


«iv фа НДЫ 1 plus 50-100 violet or red | 
A sulfonic acid resin impregnated paper 9 plus 150-600 dark violet or 
SA-l or SA-2? was further prepared by 3 plus 600-900 very dark violet 
immersing strips 7" x X" in filtered 2% ferric 4 plus Overdose extremely intense, 


chloride solution (2g ЕеС1,/100 ml. НО): or more rings, 
The paper was blotted dry with clean and red. 

paper towelling and oven-dried at 80? C. : 

The prepared paper is stable. or by diluting the sample with di stil 
METHODS water and testing a 1:1 serial dilution. y 


last positive tube number is recorded 
A drop of urine from a morning sample the particular patient at the dose giv 
was placed on the paper and one drop of If the dose is changed, the color int 
15% sulfuric acid placed in the center of changes, and the number of positive 
the ring formed by the sample drop. A change. 
violet colored ring develops in the presence Тһе same procedure can also be used 2 
of metabolized phenothiazine. The color in- а toxicological aid. With gastric juice 
tensity observed is constant in intensity for unmetabolized phenothiazines give 
Dem coloration while the urine will. show 
1 From the clinical facilities and research laboratory intense violet, red or both colors. By m 
р the Research Division, Central Islip State Hospital, ing a serial dilution, the quantity pres 
"m, Slip. N, Y. can be estimated (Table 2). 
i ue ion-exchange paper was supplied through Running the same dilutions with a kno 
uane St, New esee e ni CO rt phenothiazine until a negative result 
TABLE 2 


DILUTIONS OF SPECIMENS 
0 1 


1 ml. urine or 
gastric juice 


1 ml. of #1 


1 ml. of H;O 


obtained gives the “approximate minimum 
detectable quantity” (AMD). Several ob- 
served values are listed as follows : 


Drug AMD 
mg./ml 
Thorazine 031 
_ Sparine 015 
Compazine 031 
Vesprin 031 
Pacatal 031 


culated by the equation : 

- 9» x AMD=quantity present. 

_ Where n—* of the tube in 1:1 dilution 
У ) series 

— — AMD-Approximate minimum de- 
| .. tectable quantity. 


CONCLUSIONS 
This test has several advantages over 


_ A glutarimide derivative, glutethimide, 

own for its sedative properties, was ob- 

d to have an additional anti-convul- 

activity when used in the treatment of 

Періс patients(1). Consequently, at- 

apts were made to find other glutari- 

mides with anti-convulsant activity, but 
without sedative effects. A compound, 
own chemically as a-( p-amino-phenyl )- 

-ethyl glutarimide, hereafter referred to as 

-amino-glutethimide,? was discovered to 

have a good anti-convulsant activity with- 

t the sedative side effect. 

у Lambros has previously reported his 
perience with amino-glutethimide in a 
p of epileptics treated as outpatients 

2). Eighty per cent of Lambros’ patients 

mproved, in terms of a decrease in number 

ГОЁ seizures while receiving the medication. 

Sheehan has mentioned his experience with 


1 Arthur P. Noyes Institute fo 
“Research, New Hampshire State 
хн. 
РЯ Тһе amino-glutethimide used in this study was 
plied as Elipten by the Ciba Pharmaceutical 
ducts, Inc, Summit, N. т 


г Neuropsychiatric 
Hosp., Concord, 


CLINICAL NOTES 


[ September 


the Forrest Method. The color developed 
is fairly stable, with only slight fading ob- 
served in 24 hours. As little as one drop of 
sample is sufficient for grading the quantity 
of phenothiazine present. Therefore, the 
test can be used with samples from incon- 
tinent patients. A close estimation of over- 
doses can be made. The test retains the 
good qualities of the Forrest Method : it 
is rapid, sensitive and does not give false 
positives. All the phenothiazines tested gave 
positive results when the dose level was 
above 50 mg. daily. 
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AMINO-GLUTETHIMIDE IN THE TREATMENT OF 
CHRONIC PSYCHOTIC EPILEPTICS 


С. DONALD NISWANDER, M.D. anp ISMET KARACAN, M.D.! 


this compound, but he does not give re- 
sults obtained with it(3). 

Below are the results of 9 months ex- 
perience and observations in the use of 
amino-glutethimide for the treatment of 
chronic hospitalized psychotic epileptic 
patients. 


METHOD OF STUDY 


Twenty-five female and 13 male patients 
were selected on the basis of the diagnosis 
“chronic brain syndrome associated wi 
convulsive disorder, with psychotic reac- 
tion.” Age range was from 25 to 76 years, 
with a median age of 40 years. The duration 
of hospitalization extended from 4 to 95 
years, with a median duration of 10 years. 
Each of the patients was receiving either 
phenobarbital or diphenylhydantoin alone 
or in combination previous to the study, 
Initially each patient was given either 1 а 
mgs. or 250 mgs. of amino-glutethimice 
daily. This dosage was increased by a 
same amount every 5 days until a thera 
peutic level of the drug was reached О 
between 750-2,000 mgs. daily. When amino 


Met 


glutethimide was prescribed, the other anti- 
convulsants were gradually withdrawn over 
a 4 week period. Blood pressures, blood 
counts, and urinalyses were evaluated 
periodically during the study. Grand mal 
seizure frequency had been carefully re- 
corded before the study, and this was 
continued during the experiment. 


RESULTS 


The withdrawal of previous anti-convul- 
sant medications after prescribing amino- 
glutethimide was successfully carried out 
in all but one female patient, who de- 
veloped status epilepticus. After this condi- 
tion was controlled, the compound, in 
combination with the previous medication, 
was re-prescribed resulting in fewer sei- 
zures. In other patients who had more 
Seizures, the diphenylhydantoin sodium 
and/or phenobarbital sodium were re- 
prescribed in reduced dosage levels with 
better seizure control. 

In regard to control of grand-mal seizure 
frequency, amino-glutethimide is an effec- 
tive anti-convulsive medication, used either 
alone or in combination with other anti- 
convulsants, 

In the last 5 months of the study, after 
stabilization of this epileptic group, grand- 
mal seizures were reduced 25-35% compared 
tọ seizure frequency before the project 
began. 

At the beginning of the study, 2 patients 


CHEMOTHERAPEUTIC TRIALS IN PSYCHOSIS : Ш. ADDENDUM 
2-Brom-d-Lysergic Acid Diethylamide (BOL) 


WM. J. TURNER, M.D., MANUEL ALMUDEVAR, M.D., AND 
SIDNEY MERLIS, M.D.! 


In a previous communication(1) we have 
Teported : “BOL-148 administered to chron- 
fe schizophrenics, 1 mg. t.i.d. to 6 subjects 
a 2 weeks, or 5 mg. q.i.d. for 3 days to 

Subjects, had no evident effect on their 
Psychoses,” Subsequently the work of 

chneckloth, Page, del Greco and Cor- 
yran(2) led us to consider whether we 
д used doses too small to demonstrate 
SS therapeutic action. Accordingly, 6 

Ophrenic women were included in a 


і 1 Research Divisi " ital 
_ Centri] Islip, NS Central Islip State Hospital, 


(5.3%) developed a macular rash which 
was more prominent on the extremities, 
The rash disappeared within 4 days afi 
he medication mne [rmn Each 
these patients nr 2 
mgs. of the compound daily, ei 
been increased 250 mgs. on the fifth 
None of the patients who initially started 
on the smaller dosage of 125 mgs. d 
veloped a rash. In view of this observa 
patients added to the study thereafter 
started on the smaller dosage ; no 
skin reactions have occurred. 

Two patients receiving 1,500 mgs. of 
amino-glutethimide daily complained 
nausea. Two patients receiving this amount | 
of the drug were observed to have a si 
gering gait and unsteadiness while st: 
ing. When the dosage was reduced to 
mgs. all of these symptoms subsided. 
side effects from amino-glutethimide 
served in this study are in accordance v 
what other investigators have re 
Drowsiness was not observed as a 
effect. No significant changes w 
in blood pressures, urinalyses, and 
counts. 
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further study. These patients had been on . 
our Research Ward for periods up to 18. 
months. With each of them we had excel- _ 
lent rapport, and the transference reactions | 
of dependency, and their expectation that - 
they would be saved was quite clear. Three - 
of them were known to be hallucinating | 
most of the time. All had extreme feelings | 
of guilt and were withdrawn except under — 
favorable situations, with a person to whom _ 
they had become attached. ү 

Each subject received а dose of LSD, - 
75 gamma, preceding the start of ВОІ. 


F 


medication. The LSD clearly brought out 
n each instance a psychic disturbance, 
vith agitation, anxiety with exacerbation 
the helpless dependency needs, or de- 
ve hostility. Their experiences were 
icribed in such terms as “inability to 
әр memories,” "something happening to 
” ог: “What was in that glass ? I can't 
think right." 
All patients were started on 10 mg. of 
OL 3 times a day.? One patient had such 
gree of alarm and agitation on this 
that she was reduced to 1 mg. daily 
the first week. Several of the other 
ents commented on the fact that the 
morning dose made them feel very 
mpy and rather fearful that they might 
down, for instance, from a “cool, 
t reserve.” Medication continued for 
minimum of 4 weeks; 2 patients con- 
ed for 5 weeks. On their last day 4 of 
patients received 1 mg. of BOL plus 
0 or 200 gamma of LSD. The other 2 
tients had no BOL for 18 hours preceding 
) 150 gamma and 200 gamma respec- 
. In all 6 instances the response to 
D was completely absent. 
iews, observations of behavior and 
uent descriptions by 4 of the pa- 
confirmed our impression that no 
nge in attitude had taken place under 
action of BOL. Hallucinations, when 
before, were of the same intensity 
uality at the end of the BOL experi- 
Hostile aloofness, anxiety, withdraw- 
feelings of hopelessness, of injustice, of 
i te submissiveness, of bewilderment 
perplexity, all remained unchanged. 


{ The work here reported is part of our 
to clarify and if possible to define 


LSD produces a “model psychosis,” а 


of the data which have been pub- 
hed in support of this assertion our 
nited data and personal experiences must 

little weight but, for what it is worth, 
do not agree. Some of our reasons have 
stated by or are implicit in the data 


BOL tablets were provided through 
of Dr. R. Bircher of БАЕ Pha M 
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of other workers (Hoch(4), Levin(5), 
Stoll(6), Bleuler(7) ). To these we would 
add one not previously reported, to our 
knowledge: our patients who were able 
to communicate told us that the LSD ex- 
perience was not the same as their psy- 
chotic experience. 

It might be objected that we have not 
shown conclusively that the LSD reaction 
was completely blocked. The difficulties 
in doing a formal study of psychotic sub- 
jects under LSD are well known. The rarity 
with which the psychotic subject reports 
the visual disturbances which play so 
prominent a part in the reaction of non- 
psychotic subjects is also well known. When 
these difficulties are combined, we feel 
that the best means of testing the LSD 
reaction is to compare one patient with 
herself at different times. Since we have 
done this, we believe that we are justified 
in claiming that the reaction to as much as 
200 gamma of LSD was completely blocked 
by BOL. It is of theoretical importance 
that the abolition of the LSD reaction may 
occur without interfering with the patient's 
pre-existing psychosis. 


Summary AND CONCLUSIONS 


BOL in doses of 10 mg. orally 3 times 
daily for 4 to 5 weeks was administered to 
6 chronically ill schizophrenic women. This 
abolished the response to LSD up to 200 
gamma but failed to alter the psychosis in 
any way. Initial doses of 10 mg. BOL may 
produce mild LSD-like reactions. 
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STATISTICS AND STATISTICIANS : A TIMELY WARNING 
WERNER TUTEUR, M.D." 


Scientific claims should be judged on 
experimental evidence rather than on plau- 
sibility and conformity, Hopkins warned 
recently. He added that the practitioner of 

chiatry is leaning on a weak reed if he 
ends merely on the findings of spe- 
Gialized research workers. Psychiatric re- 
search, he states, is starving to death for 
want of ideas, space, mature and well 
trained personnel(1). 

Statistics, euphemistically considered re- 
liable sources of information, may at times 
be confirming, confusing or misleading. 
New methods of treatment usually are 
evaluated with “true statistical facts,” al- 
legedly proving the point in question. Fre- 
quently one is deluged by numerical data 
9f clinical studies, most of them, no doubt, 
representing well motivated and honest 
Work, many showing the most sophisticated 
and elaborate detail. At such occasions one 

well to remember some examples of 
basic fallacies inherent in statistics and 
Statisticians. They show how loosely certain 
Concepts can be used and the false security 
9n which conclusions are sometimes based. 

For many decades it has become a popu- 
lar slogan that every other hospital bed in 
the United States is occupied by a mental 
patient. This is perfectly true for a given 

Y in the calendar year, but it does not 
mean that mental illness prevails among 

of all hospitalized patients. Many are 
the times when one hears this “every other 
slogan during campaigns, lectures and 
Д dresses by lay persons as well as those 
longing to our ranks. The fact is fre- 
quently overlooked that the same general 
ital bed is used throughout the year 

à large number of patients with physi 
ess, that the general hospital turnover 
no way compares with that of a mental 

Spital and that thus the general distribu- 
ДОП of morbidity is entirely removed from 

fact that "half of all hospital patients 


ае Mental Е 
pe mental cases. 


Шаг... : 
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COMMENT 


Per diem rates prevailing in State and 
Government operated institutions are a 
favorite subject regarding “better care for— 
the mentally ill.” Easily the conclusion is ~ 
reached by the uncritical that the agency — 
showing the highest per diem rate gives the — 
best and the one with the lowest, е 
worst, care to its patients. Completely over- 
looked is usually the fact that per diem 
rates by necessity are derived from the most — 
varying basic circumstances. At the Ninth — 
Mental Hospital Institute held at Cleveland, — 
Ohio, this subject created a lively discus- — 
sion headed by Blasko(2). Among тапу 
other issues the following highlighted the 
debate. States located in moderate climate 
spend little on fuel, while those exposed to — 
inclement weather sometimes do so іп ex- — 
cess. Food prices vary from state to state ~ 
and are to a large measure dependent on 
the market value of home grown t 
rendering the per diem rate low. Union © 
wages for crafts vary across the entire cound 
try, once more introducing a variable into 
the per diem rate which has absolutely no 
bearing on psychiatric care. 

Much inaccuracy prevails statistically ойі 
the matter of suicides. The drop of suicides — 
during wartime is allegedly an “established 
fact.” Evidence shows that this is erroneous. — 
Raines speaks of concealed suicides occur- Р 
ring їп the Armed Forces during war(3). 
The unaccounted number and the unknown 
motivations of men volunteering for danger- — 
ous missions, almost always representing а 
great risk of death and ending fatally, falls 
into this category. Or, soldiers landing on a 
beachhead walking into a mine field and 
promptly being blown apart, ignoring warn- _ 
ing signs “as large as box cars," likewise 
seem to indicate successful suicidal at- 
tempts never covered statistically. 

The very interesting phenomenon of 
physiological suicide(3) escapes statistical 
evaluation completely. Here belong hitherto 
well balanced diabetics who wilfully be- 
come unmanageable, slip into coma or 


603. 58 
268.266 


ck to die, cardiovascular patients who 
ntinue their medicinal regimen and be- 
otherwise uncooperative with the 
or covert wish to die, and many 


hese are only a few examples of statisti- 
cal looseness, of poorly disciplined and 
thinking, leading to erroneous con- 

ons. Such thinking makes for scientific 

rs, for inaccuracy, of which psychiatry 

ete already, since human data per se 

re qualitative, frequently sparse and most- 
subjective. To this should be added the 
hysiological margin of error inherent in 
nost clinical work, rarely mentioned public- 


*. 
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ly, for which allowance is hardly ever made, 
Only after diligent filtering will statistics— 
without which we could not do—avail them- 
selves for proper interpretation. 

“I respect faith, but it is doubt that gets 
you an education” was said once by Wilson 
Mizner. 


dcs a. p 07° 
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EDUCATION 


short, cannot be better described than by calling it the organization f 
of conduct and tendencies to behavior. 


—WILLIAM JAMES 


VERITAS 


ae Marxism a science ? I don’t know a movement more self-centered and further removed 
£ ist n facts than Marxism. Every one is worried only about proving himself in 
matters, and as for the men in power, they are so anxious to establish the myth 


М a their infallibility that they do their utmost to ignore the truth. 


.—PASTERNAK Žž | 
(Dr. Zhivago) 


Editor, THE AMERICAN JOURNAL or PsycHI- 
ATRY : 

Sm : In the March issue of the American 
Journal of Psychiatry I was interested in 
reading the article on “The Founding of 
the American Board of Psychiatry and 
Neurology,” established as a result of the 
conference held under the auspices of the 
Division of Psychiatric Education of The 
National Committee for Mental Hygiene, 
Inc. (now The National Association for 
Mental Health, Inc.). 

There is one name missing among those 
credited with the preparatory work of this 
Board, and if the authors (and the readers, 
too) were not aware of his participation it 
was due, I am sure, to his self-effacement. 
That person was the late Dr. Samuel W. 

ilton. 

, In 1933 at the time preparations were be- 
ing made to call this conference, Dr. Hamil- 
ton was the Acting Director of the Division 
of Psychiatric Education of The National 

ittee for Mental Hygiene. It was he 
who gathered the directories of the medical 
specialty boards then in existence as sam- 


REPLY TO THE FOREGOING 


Editor, Tu AMERICAN Journat or Psycur- 
ATRY ; 

Sm : On behalf of my co-authors I wish 
to make amends for the oversight in omit- 
ting the name of Dr, Samuel W. Hamilton 
from those who contributed to the founding 

the American Board of Psychiatry and 
eurology, 

None of us attended the important Con- 
“tence on Psychiatric Education May 28 


CORRESPONDENCE 


DR. SAMUEL W. HAMILTON AND THE FOUNDING OF THE 
AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


ples and prepared the materials used | 
the discussions at the Boston conference in 
May, 1933. It was he, too, who made the 
arrangements for this conference and in 
vited the participants. : 
Perhaps one should mention also, in thi; 
connection, the late Paul O. Komora ( 
sistant Secretary of The National Commit 
tee for Mental Hygiene), who for 25 year 
worked closely with the American Psy 
chiatric Association on various projects ai 
was present at the first conference on 
chiatric education, at which the desiral 
of the наа of a specialty 
To Mr. Komora e ue indebted 
excellent report meeting W e 
listed in, бе т we a END 
article “The Foundi 
Board of Psychiatry and Neurology. 


Emily L. Martin, —— 
(formerly Executive Secretary, 
Division of Psychiatry Educatio 


and 29, 1933, but Dr. Hamilton's remarks | 
upon that occasion brought the whole prob- _ 
lem into focus. We are gratified that Miss | 
Martin has brought Dr. Hamilton's con- 
tribution to the notice of both ourselves ~ 
and of the readers of the American Journal - 
of Psychiatry. Й: 
A 
Walter Freeman, M.D., = 
Los Altos, Calif. _ 
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itor, THE AMERICAN JOURNAL OF Psycnir- 


Sm: With reference to the case report 
titled “Prolonged Hypotension due to 
Chlorpromazine” by Dr. W. J. Stanley, in 
June 1959 issue of The American Jour- 
f Psychiatry, I believe that another 
pressure reaction related to chlor- 
zine treatment should be looked for 
ise of its possible hazards. This reac- 
| is hypertension following administra- 
of chlorpromazine. 
r. Nathan Beckenstein, Director of the 
oklyn State Hospital, informed me that 
.rise in blood pressure has oc- 
d in young, ordinarily normotensive, 
e patients approximately 4 hours sub- 
uent to an intramuscular injection of as 
as 50 mgm. of chlorpromazine. This 
arent withdrawal type response was 
in studies done at the Brooklyn State 
ital some time ago. 
Recently I have had occasion to treat a 
ear-old white married man with chlor- 
azine by mouth for an involutional 
ic reaction. This patient had a 


mai 
-.. do not refer to reality, 


MATHEMATICS AND REALITY 


In my opinion the answer to this 
question is briefly this: as far as the laws of 
cs refer to reality, they are not certain ; and as far as they are certain, they 
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HYPERTENSION DUE TO CHLORPROMAZINE 


coronary occlusion several years before, had 
been a known hypertensive, and had suf- 
fered from angina pectoris until approxi- 
mately 3 years prior to my seeing him. After 
he had improved considerably from psy- 
chotic symptoms, chlorpromazine (50 mgm. 
q.i.d.) was discontinued. Within the 24- 
hour period following, the patient became 
nauseated, and EKG showed recurrence of 
an ia, The internist who treated 
him reports that the patient was again 
placed on chlorpromazine with improve- 
ment of nausea and cardiac symptoms. 

Dr. Beckenstein’s experience, and mine 
with this patient, suggest that subsequent 
to the administration of chlorpromazine, a 
pronounced hypertension may occur which 
could be disastrous to those with pre- 
existent cardiovascular disease. 

The purpose of this letter is to call this 
to the attention of those who may have 
similar observations or who desire to in- 
vestigate the cardiovascular effects of chlor- 
promazine withdrawal. 

Edward L. Pinney, Jr, M.D. 
Brooklyn, N. Y. 


STYLE 


i Cultivate simplicity, Coleridge, or rather, I should say, banish elaborations; for 
[ EA city Springs spontaneous from the heart, and carries into daylight its own modest 
buds and genuine, sweet, and dear flowers of expression. 


—CnuanLEs LAMB 
(in a letter to Coleridge Nov. 8, 1796.) 


—EINSTEIN 


GEORGE MORA, M.D.! 


The picture of psychiatry at the begin- 
ning of the 19th century, as described by 
Kraepelin in a little remembered, but 
significant book, is very important. The 
verbal description and the pictorial repro- 
duction of the methods of treatment in use 
at that time—from cruel strait jackets and 
other torture-like devises to isolation in 
filthy cells, from rotatory machines to com- 
plicated systems of sudden baths—leaves 
one today with a feeling of disgust and 
sadness. Yet, these methods were in use 
only a century and a half ago—and they 
had to continue through the first decades 
оп the 19th century—at the time when a 
long tradition of Christian ethics and a 
more recent one of scientific progress had 
established their strongest roots in the 
Western European thought. 

At the height of the Enlightenment, cen- 
turies after the fore-running modern view- 


ев 
1 Director, Out-Patient Department, Bradley Hos- 
pital, East Providence, К. I. ; Research Assistant, De- 
partment of the History of Medicine, Yale School of 
ейісіпе. 
: ? E. Kraepelin : Hundert Jahre Psychiatrie, Berlin : 
Ргіпдег, 1918. Kraepelin summarizes the situation of 
amped at the beginning of the 19th century in 
d terms: “Disregard for and crude treatment of 
inem sick, lack of appropriate physical facilities 
and medical care, uncertain and strange ideas on the 
i and essence of insanity, torture of patients 
of ee Meaningless and at times extravagant means 
лац It would certainly be unfair to expect 
the above mentioned factors could result in pro- 
Ән developments, It is true that then and even 
ш ler there were individual places in which patients 
“re treated well and properly. There were even 
- hysicians who achieved a better understanding of 
ental disturbances by their rich experience and na- 
point ability and who, endowed with a serene view- 
ба uas à warm approach, followed the right direc- 
tions ited treatment of their patients. These excep- 
the ре One, however, could not decisively influence 
tiny ea! state of scientific knowledge and the des- 
7 of large masses, They were only the seeds, from 
» red the most favourable circumstances, the 


century,” Gur could develop in the following 
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HISTORICAL NOTES 


BI-CENTENARY OF THE BIRTH OF VINCENZO CHIARUGI (1749-18 Ж 
A PIONEER OF THE MODERN MENTAL HOSPITAL TREATMENT 


point on treatment of mental patients 
expressed by Aretaeus and Soranus *—n 
to mention the Arabian humanitarian ap- 
proach and the “Renaissance” psychia 
Weyer*—at the time of the greatest en- 
thusiasm for human knowledge, not 
in the scientific but also in the “humani 
fields, from medicine to sociology | 
jurisprudence, the general attitude tov 
mental patients was still characterized 
mistrust, suspicion, horror, and cru 
Others® have attempted to clarify. 
unconscious fear toward mental p 
which accounts for such an irration 
titude, a fear which seems almost p 
cal at the time when rationalism preva 


concept introduced by Descartes in 1 
started to appear in some of the mos 
portant writings of physicians of the tim 


3 Aretaeus and Soranus, both active in medi 
toward the end of the first century A.D., introduced | 
a very humanitarian approach in the treatment C 
mental diseases, as related by Caelius Aurelianus dn. 


p 


his works On Acute Diseases and On Chronic Diseases — 
(5th century A.D.). ЕЛУ 
4 Johann Weyer, or Wier (1515-1588), the mo: 
well known among a number of authors who f 
the belief in witchcraft in the late 16th and early 1 
centuries, wrote the important book De prestigi 
daemonum in 1563. He is currently considered as 
first pioneer of psychiatry. The humanitarian appro 
to mental diseases, as applied in some islamic coun 
tries around the 15th century, still remains largely. 
unknown today. It contains many elements, é 
similar to those pursued by modern psychiatry, as | 
can be seen in the recent study by J. E. Stahelin:- 
Zur Geschichte der Psychiatrie des Islams, Schweiz, — 
med. Wchnschr., 87 : 1152, 1957. $ 
56. Zilboorg, А History of Medical Psychology, | 
New York: Norton, 1941, passim ; A. Gregg: A 
critique of psychiatry, Ат, J. Psychiatr., 101: 285, 
1944. Fi 
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from George Stahl (1702) to Boissier de 
-Sauvages (1771) and Clement Tissot 
(1798).° Parallel to a timid pre-romantic 
trend in the 18th century philosophy and 
- literature, an initial trend toward a more 
comprehensive attitude toward human be- 
‘ings, even in their irrational expressions, 
- began to manifest itself sporadically in the 
vast, and cold, nosographic structures of 
medical writers The synthetic effort evi- 
- dent in the all-comprehensive medical and 
1 philosophical systems of the 18th century 
~ could not completely overshadow a genuine 
М interest for the individual and his problems. 
— — This trend was also present in psychiatry, 
- where some isolated individuals—under the 
. influence of the English philosophy and of 
the French Enlightenment-started to ques- 
tion the validity of the cruel treatment to 
mental patients. While the need for reform- 
_ ing the treatment to mental patients was 
- strongly expressed by Jacques Tenon 
_ (1788) and by Jean Colombier (1789), a 
more humanitarian, but still pre-scientific 
“Ж. toward mental diseases was al- 
- ready applied at the Charité de Senlis in 
Paris,’ as well as in similar places. So far, 
-~ however, official medicine had remained 
_ absent from this movement. Strangely 
| enough, the first decisive step toward a 
_ scientific reform in psychiatry occurred in 
f Italy, a less progressive and “enlightened” 
_ country than France and England. 
4 The evaluation of the cultural situation 
__ Of the 18th century European countries is 
— а matter of recent investigation, as such 
_ ап evaluation has been traditionally 
limited to France and England. The general 
_ characteristics of Italian Enlightenment, es- 
- sentially an integration of the cultural 
- movement by the political absolutistic ele- 
| ment with emphasis on concrete and practi- 


— George Stahl (1660-1734), Boissier de Sauv: 
= (1706-1767) and Clément Tissot (1750-1826), wel 
p. known physicians of their time, all emphasized the 
- influence of emotions on mental and physical diseases, 
4 сӯзан maoy views presented later, 4 
Ex ng the attempts to classify physical as 
as mental diseases in a eser igi d 

most important remain those by Boissier de Sauvages 
(Nosologie methodique, 1771), by William Cullen 
Lk (First Lines of the Practice of Physick, 1777 and 
Treatise of the Materia Medica, 1789), and by 
E Erasmus Darwin (Zoonomia, 1794). j 

8H. Bonnafous-Sérieux : La Charité de Senli 

Paris, Presses Univ. de France, 1936. ] P 
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cal aspects, have been brought into focus 

recently. Of the several states in which 
Italy was divided in the second half of the 
18th century, these renewing currents were 
especially evident in Lombardy in the field 
of public administration, in the kingdom of 
Naples in the field of jurisprudence and 
economy, and in Tuscany in the field of 
politics and social welfare. It is especially 
to the cultural scene of Tuscany during the 
rule of the Grand Duke Pietro Leopoldo 
(1747-1792), that modern historians have 
turned their attention. The importance of 
the series of reforms affecting all the areas 
of the state's life, economic, financial, ju- 
dicial, educational and social during his 
95 years of ruling, from 1765 to 1790, have 
been emphasized by many. 

A chemist himself, Leopold was a fervent 
admirer of the social ideas brought to Italy 
by the English and French Enlightenment. 
He introduced the Encyclopédie in Italy 
in 1758, permitted the publication of im- 
portant social and legal works (such as 
Cesare Beccariss On Crime and Punish- 
ment), and surrounded himself with scien- 
tists and skillful physicians who brought 
reputation to the universities of Pisa and 
Florence, in line with the tradition inaugu- 
rated by Galileo two centuries before. As 
a completion of such an important program 
of reforms, the Grand Duke Leopold and 
his collaborators elaborated in detail a 
project for a political constitution—similar 
in its general philosophy to the first Consti- 
tution of Virginia of 1776—which unfortu- 
nately could not be put into effect because 
of the departure of the Grand Duke for 
Vienna to become emperor in 1790. Even 
admitting that such a project was far above 
the capacity of comprehension 0 the 
population so to raise opposition rather 
than support, the judgment of the his- 
torians is unanimous in indicating in Pietro 
Leopoldo the most progressive ruler at 
Italy ever had and in his peaceful reforms 
the application of the democratic princ" 
ples which had to wait for 30 years more 
—after the horrors of the French revolu- 

9 Cesare Beccaria (1738-1794) acquired an ie 
national renown through his work On Crime a 
Punishment (1764), translated in many languages, 1? 
which he made a plea for moderating punishment 
and for abolishing confiscation, torture and capita 
punishment. 


. VINCENZO CHIARUGI 
(1159 - 1820) 


tion—to be finally formulated in the French 
constitution. 

Among the decisions taken by the Grand 
Duke were the abolition of the torture and 
death penalty for severe offenses, which 
T culminated in the public destruction of the 
torture tools in 1782, and the foundation of 

à special institution for the rehabilitation 
of juvenile delinquents. An event even more 
important than these, but unfortunately 
almost universally overlooked by historians, 
is the foundation of the Hospital Bonifacio 
in Florence in 1788, entirely dedicated to 
the care and treatment of about 125 mental 
patients. 

Vincenzo Chiarugi, a brilliant young 
physician, born near Florence in 1759, and 
graduated from Pisa in 1780, was put in 
charge of this new hospital. The following 
year, 1789, Chiarugi published the Regula- 
tions of the Hospital Bonifacio, which con- 
tain the foundations for the treatment of 
mental patients and which anticipated the 
philosophy of “moral treatment” of the 
following decades in Europe as well as in 
this country.!? On the basis of the experi- 

_ ence accumulated in some years of intensive 
_ Work at the hospital Chiarugi published 
in 1793-1794 his main work, in 3 volumes, 

On Insanity, which constitutes today a very 

tare bibliographical item.?* Following this, 
— in 1802, he was appointed professor of 
7 dermatology and mental diseases at the 
| newly established medical school of Flor- 
ес, JEN Inter on he became professor 

Physiology, pathology and materia 
. medica. He died in 1820. 
© In his work On Insanity Chiarugi makes 

- * strong plea against the old belief con- 

K cerning mental diseases as due to possession 


Уре і 
ivil, According to the historian Antonio Zobi (Storia 
| tile della Toscana, Firenze, Molini, 1850, vol. 2, 
Б. 324) these Regulations served as an example to 
prove the condition of other mental hospitals in 
бегеп countries, 

1 The full title of this work is: Della pazzia in 
Td И їп specie con una centuria di osservazioni 
Бе. Treatise on Insanity, with one hundred ob- 
E ons), Firenze, Carlieri, 1793-1794, 3 vols.; 

` 6с. Firenze, Pagani, 1808. This work soon 
SPpeared in German under the title: Abhandlung 

г den Wahnsinn ueberhaupt und insbesondere 

1795. 16 Zenturie von Beobachtungen, Leipzig, 
12: Only 2 copies of the original Italian first edi- 
B... known in this country, one at the National 

4 in Cleveland and the other at the Yale Medical 
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by evil spirits and tries to base his 
ments only on scientific observations. 
psychological foundations of the 
are still largely based on a combination 
Aristotelian-tomistic philosophy with car 
tesianism, a view which he supports by 
lowing many students of the 
system of the 16th and 17th centuries, 
spite of the fact that passions are n 
importance ("between passions and ae 
there is only a difference of degree and 
duration"), he considers insanity as an “im- 
pairment of the physical structure of the 
brain." As a true follower of Morgagni, 
case described contains a summary of the 

history, of the clinical manifestations and _ 
at times of the pathological findings. 

He presents a division of insanity in three 4 
major categories: (a) melancholia (b) _ 
mania (c) amentia, a classification ch 
was essentially followed in other 
including  Pinels treatise. М | 
(true, false, or violent) is characterized by - 
"fixation of the mind on one or a fe 
distorted ideas, while the other in! 
functions remain untouched." Mania is 
generalized insanity accompanied by vio- | 
lent and impetuous actions. Dementia — 
(congenital or acquired) "is general in- ` 
sanity characterized by abnormal actions 
of both the intellect and the will, per- 
formed without any show of emotions. 

Many factors both congenital and ae- 
quired are considered either as predisposing : 
or precipitating causes of insanity, but 
large emphasis is also given to environ- 
mental factors. “As man’s natural disposi- 
tion is to imitate the actions of his asso- 
ciates, through education a man’s character 
is molded, his senses develop and even his 
inclinations may be modified.” 

As far as diagnosis is concerned, “in 
describing the nature of insanity in general, 
one must first have an idea of what the 
essential elements are and consider the 
external signs and the general phenomena 
which accompany it.” And later “there is | 
a considerable change in the instincts and 
personality of a mentally ill person.” 
Furthermore, he emphasizes the value of a 
careful description of the physical and 
emotional aspects of the patient’s personal- 
ity, and insists on the manic-depressive 
course of many psychiatric conditions. 

In discussing prognosis, he states that 


E" 
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g term conditions, especially if com- 
bined with badly regulated education, have 
a more unfavorable outcome than condi- 
tions due to acute or physical causes. 

— Chiarugi’s main contribution to psychi- 
1 remains, however, in the treatment of 
mental diseases. After mentioning the im- 
ance of diet, of drugs, and the favour- 
e effects of music on certain conditions, 
gi formulated in detail the princi- 
s of hospital care and treatment both 
the “Regulations of the Hospital Boni- 
о” and later on in his book On Insanity. 
e are the main points of his philoso- 
: Patients are to be admitted to the 
ital only after a careful history has 
een obtained; a physician has to be on 
duty in the hospital at all times ; under no 
circumstance should force be used on pa- 
nts; temporary restriction methods are 
nited to the use of strait jackets and 
ips of reinforced cotton cloth, so as not 
intefere with the patient's blood circula- 
; Special precautions are to be taken in 
d to furniture and other supplies, so 
prevent injuries ; the hygienic condi- 
s of the institution have to conform to 
ain basic requirements; activities for 
ts are to be encouraged, though only 
the supervision of the physician. 
akg direct or “moral” treatment is 


treats the mental patient to gain his con- 
ice and trust. It is best, therefore, to be 
and understanding and to try to lead 
patient to the truth and to instill reason 
o him little by little, in a kind way. 


Later on: 


"The attitude of nurses and doctors must be 
authoritative and impressive, but at the same 

е pleasant and adapted to the impaired 
mind of the patient. Generally, it is better to 
follow the patient's inclinations and give him 
as many comforts as is advisable from a 
dical and practical standpoint. 


^ 

_ Clearly as results from the above men- 
oned, Chiarugi anticipated both in theory 
ind practice the scientific views and the 
reform later introduced by Pinel and his 
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followers in the field of mental diseases.!* 
A striking similarity in both precursors, 
Chiarugi and Pinel, is indicated by the fact 
that their reforms of the treatment of men- 
tal patients could succeed only in an 
atmosphere of social progress and of politi- 
cal freedom, such as in Tuscany in the late 
18th century and in France after the revolu- 
tion.* There is no knowledge of any other 
all-comprehensive and well integrated ap- 
proach to mental patients previous to that 
of Chiarugi, so that his work constitutes a 
definite landmark in the history of psy- 
chiatry. It is unfortunate that statistical 
figures concerning the patients treated at 
the Hospital Bonifacio are not available 
and that Chiarugi’s work remained inter- 
rupted at his death by a lack of a successor. 
Even more unfortunate is the fact that 
Chiarugi's name was soon forgotten in the 
midst of the political turmoil created by 
the wars of independence in Italy during 
the past century and that his book, written 
in a language not known to many. 'emained 
virtually inaccessible to many. As shown 
by the well-documented studies by E. 
Padovani!* and С. Мога,15 Chiarugi's re- 
form was largely overlooked not only in 
this country, but even in Italy, by psychi- 
atrists as well as by medical historians, up 
until the beginning of this century. The 
re-evaluation of Chiarugi's work, antedated 
by a famous polemic article by C. Livi in 


&, - 


12 In the historical introduction to his Traité médico- 
philosophique (1801), Pinel passed a very harsh 
unjust judgment on Chiarugi's work. Unfortunately, 
such a judgment was uncritically repeated by later 
psychiatrists, Actually, the similarities between the 
two works of Chiarugi and Pinel are striking, &SP€- 
cially in regard to the classification of mental diseases 
and to the treatment of mental patients. 3 

13 This consideration could be extended also to this 
country, where the reform of the treatment of mental 
patients, as introduced by Benjamin Rush and others 
at the beginning of the 19th century, coincided with 
a reform movement of the whole social life of the 
nation. See : A. Deutsch : The Mentally Ш in America, 
New York: Doubleday, 1937, especially Chaps. 2 
and 6, 1 

14 Е, Padovani, Pinel e il rinnovamento dellas- 
sitenza agli alienati . . . , Giorn, psichiatr. € neuropat., 
55 : 69, 1927. ; 

15 б. Mora, Vincenzo Chiarugi (1759-1820). 29 
contribution to psychiatry. Bull. Isaac Ray Med. Libr» 
2: 50, 1954. 


cially began at the beginning of 

ntury with the description of Chiaru- 
oach to mental diseases by S. 
47 and was followed by the beauti- 
by A. Vedrani!? and more recently 


Livi, Pinel o Chiarugi ? newspaper La Nazione 
), 1864. This paper was re-published several 
‘during the last century in the Italian literature. 
ish translation of this paper by J. Workman 
under the title "Life of Chiarugi," Alienist 
ologist, 3, 93, 1882. 

Kornfeld, Geschichte der Psychiatrie, in Th. 
s Handbuch der Geschichte der Medizin, 

r, 1905, vol. 3, p. 639. 


by the above-mentioned studies by 
vani and С. Mora. Beside this, С 
work has been recently the subject « 
number of less important articles or 
simple mention by some psychiatri 
medical historians. Today, at two cer 
from his birth, Chiarugi's reform shou 
рога atthe begin 
anew era in psychiatry and his name sl 
be given a proper place in the hist 
psychiatry. 

18 A, Vedrani, Vincenzo Chiarugi, in Gli 
italiani dall'inizio del medio evo ai nostri 
Roma, 923, vol. 1, p. 40-44. = 
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L The 155th Annual Meeting was held in 
} adelphia, Pennsylvania, April 27-May 
1959, with headquarters at the Bellevue 
'atford Hotel and business meetings and 
entific sessions at the Trade and Con- 
tion Center. The opening meeting was 
ed to order by Dr. Francis J. Gerty, 
sident, at 9:00 a.m., on April 27. The 
ht Reverend William P. Roberts, D.D., 
Imer Bishop of Shanghai, delivered the 
invocation; His Honor, Richardson Dil- 
h, Mayor of Philadelphia, gave a wel- 
g address to the members, followed 
the introduction of Dr. William Mala- 
, the President-Elect, by Dr. Gerty. Dr. 
thew Ross, Medical Director, was called 

to give his first report to the mem- 
їр since assuming this position. He 
on the importance of continuing to 
ove methods of communication within 
ociation, on his plans for becoming 
ted with more of the membership, 
on activities of the Central Office. Dr. 
ict Branches, presented his report 
the enlarging scope and responsi- 
y of the District Branches in the ac- 
ities of the Association. Dr. Theodore L. 
Dehne, who served as Co-Chairman with 

. Lauren Smith for the Arrangements 
nittee, spoke regarding the work of 
Committee in handling preparations 
the Annual Meeting. In his report as 

man of the Program Committee, Dr. 
n Donnelly announced various aspects 
he Program of special interest and 
ed that 174 scientific papers and 26 
und Tables composed the Program for 
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on the financial standing of the Association 
at the end of the fiscal year on March 31, 
1959. 

The Chairman of the Hofheimer Prize 
Board, Dr. John Nurnberger, announced 
that the Association’s $1,500 prize was pre- 
sented this year to Irving L. Janis, Ph.D., 
for his research work published as “Psy- 
chological Stress : Psychoanalytic and Be- 
havioral Studies of Surgical Patients.” The 
1959 recipient of the Isaac Ray Award was 
Dr. Maxwell Jones, the well-known British 
psychiatrist, who will present a series of 
lectures on psychiatry and the law during 
the coming academic year at the George 
Washington University in Washington, 
D. C. Dr. Ross announced the Nebraska 
Psychiatric Institute as the winner of the 
1958 Mental Hospital Service Achievement 
Award. Honorable mention was also ac- 
corded to the Minnesota Department of 
Public Welfare, St. Paul, Minn., the New 
Jersey Neuropsychiatric Institute, Prince- 
ton, N. J., and Osawatomie State Hospital, 
Osawatomie, Kan. Recommendations of the 
Membership Committee, as approved by 
Council, on applications for election to 
membership and for changes in member- 
ship status were formally presented to the 
membership for vote and, on motion duly 
seconded, were approved as presented. 

Dr. Malamud then introduced Dr. Gerty 
who presented his Presidential Address 
entitled "The Physician and Psychothera- 
py" in which he provided a careful analysis 
of the concept of psychotherapy and its 
place as a treatment method in medicine, 
including the role of the psychologist 2 
relation to psychotherapy. Dr. Malamu! 
was respondent. Immediately following this 
address, the session observed a moment is 
silence in memory of those members of E 
Association who had died since the x: 4 
Annual Meeting. Dr. Kenneth Appel t S 
read a Memorial to the late Past-President - ; 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


The second business session was called 
to order by Dr. Gerty on Tuesday, April 28, 
at 2:00 p.m. The first item of business was 
а report of the results of the election of 
Officers for 1959-60. The successful candi- 
dates were announced by Dr. John E. Davis 
of the Board of Tellers as follows: Dr. 
Robert H. Felix, president-elect; Dr. S. 
Spafford Ackerly, vice-president; Dr. 
Franklin Ebaugh, vice-president ; Dr. C. H. 
Hardin Branch, secretary ; Dr. Addison M. 
Duval, treasurer; incoming Councillors : 
Dr. Calvin Drayer, Dr. Paul Hoch, and Dr. 


"Aldwyn B. Stokes. 


Reports were presented by the Coordi- 
nating Committee Chairmen reviewing the 
activities of their respective groups of com- 
mittees during the past year and plans for 
the future. Dr. Frank Curran, Chairman, 
reported for the Coordinating Committee 
on Technical Aspects of Psychiatry; Dr. 
Wilfred Bloomberg reported as Chairman 
of the Coordinating Committee on Profes- 
sional Standards ; and Dr. Paul Lemkau, as 
Chairman of the Coordinating Committee 
9n Community Aspects of Psychiatry. Dr. 
Lawrence C. Kolb, Secretary Pro Tempore, 
then read a series of proposed amendments 
lo the Constitution and By-Laws regarding 
membership in District Branches. These 
amendments will be presented to the mem- 
bership for final consideration on the next 
annual ballot. 

Following the completion of the business 
meeting, Dr. Gerty presided over the annual 
Convocation for newly elected Fellows at 
3:00 p.m. with Drs, Lauren H. Smith and 
Theodore L. Dehne serving as Grand 
Marshals. Dr. Karl Menninger delivered the 
Fellowship Lecture ( Academic Lecture) on 

Ope," a thoughtful and stimulating ex- 
amination of this powerful tool in the 

octor-patient relationship. 

€ next business session was opened at 
EU à.m. on Wednesday morning, April 29, 

Y Dr. Gerty. Dr. Kolb presented the 
Teport of the Secretary outlining the major 
actions of the Council since the last Annual 
Dune. On motion duly seconded from 

е floor, these matters were approved by 


E. T membership. By separate motions, 
_ antic City was approved as the site of 


the 1960 Annual Meeting and the Santa 
Clara-Monterey Psychiatry Society was ap- 
proved as an Affiliate Society of the Asso 
ciation. Dr. Gerty then read the names 
Officers, Councillors, and Committee . 
men retiring from office at this A | 
Meeting and announced that each would 
receive a Certificate in recognition of his 
service to the Association. Г 

The Annual Dinner was held on Wednes- 
day evening at 7:30 in the Ballroom of the 
Bellevue Stratford Hotel. Dr. Gerty intro- 
duced various APA officials and their wives 
as well as representatives of other national” 
organizations and foreign guests. The Past- 
President Badge was presented to Dr. Gerty 
by Dr. Francis J. Braceland. The dinner 
was followed by dancing until 1 am. — | 

The Adolf Meyer Memorial Lecture, an-- 
other highlight of the meeting, was рге 
sented at 9:30 a.m. on Thursday morning, — 


: 
$ 


Department at Burden Neuropsychiatric 
Institute in England, spoke on “Where Vital 
Things Happen” with Drs. Lawrence Kubie 
and Karl Pribram acting as discussants, а 

The final business session was held on 
Friday, May 1, at 9:00 a.m. At this time, ^ 
the actions taken by the Council on April | 
30 were reported by the Secretary Pro 
Tempore, Dr. Kolb. These actions included 
the appointment of Dr. Paul E. Huston to 
fill the unexpired term on the Council of 
Dr. Addison M. Duval, the newly elected 
Treasurer, and the recommendation that 
the membership approve the Rhode Island - 
District Branch as a District Branch of the 
APA. Both of these actions were approved, 
and the whole report was accepted by the 
membership upon motion from the floor. 
With the presentation of the gavel, Dr. 
William Malamud was formally installed 
as President of the Association for the 
coming year, and he announced the new 
Officers for the Assembly of District 
Branches : Dr. Alfred Auerback, Speaker ; 
Dr. John В. Saunders, Speaker-Elect ; and | 
Dr. Lester Shapiro, Recorder. After a few 
brief remarks by the new President, this 
final session was adjourned. The 115th” 
Annual Meeting was officially closed at 
5:00 p.m. on May 1. 
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- SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE, 
E MAY 1958 TO MAY 1959 


| _ This report presents in summary form 
_ the principal actions of the Council and 
_ the Executive Committee at meetings held 
- throughout the year. Many routine matters, 
- such as referrals to Committees prior to 
І definitive actions, are not included. Copies 
of the full minutes have been forwarded 
to the officers of each District Branch and 
Affiliate Society following the various meet- 
ings to keep their members informed of the 
matters that were considered and the action 
- that resulted. 
Executive Committee Meetings, June 28, 
— and September 14, and October 31, 1958. 
— Approved the recommendations of the 
| Committee on National Defense for Stand- 
-ards to be suggested to the Civil Aero- 
-mautics Administration (name changed to 
Federal Aviation Agency) regarding the 
- physical and mental examination of appli- 
- Cants for licensure in civil aviation. 
- Approved a sample certificate to be issued 
_ to hospitals inspected and approved by the 
І mtral Inspection Board. Approved the 
tion of the State of Illinois as the 
for the filing of the group insurance 
for APA members. Authorized the 
pointment of a committee to review the 
chiatric Research Fund and APA rela- 
with it. Approved the continuation of 
Smith, Kline and French Fellowship 
Zommittee for another 3 years, Approved 
resolution presented by the Therapy 
mmittee stating : “Whereas scopolamine, 
used indiscriminately, can have dele. 
ous effects, be it resolved that the APA 
ds that compounds containing 


psychiatry and appropriated $7 

interim financial аа the 
Commission pending the November meet- 
ing of the Council. Recommended that an 
honorarium of $250 be awarded annually 
the Fellowship Lecturer (Academic 
. Lecturer) beginning in 1959. Approved a 
plan to hold a meeting of State Mental 
Tealth Commissioners at the Mental Hos- 


a 


pital Institute at no cost to the APA. 
Authorized payment of bills incurred by 
the House Committee for renovation of 
the Central Office in excess of the original 
budget appropriation. Authorized the 
House Committee to proceed with the 
Dedication Ceremony for the Central Office 
in accordance with its preliminary plans. 
Authorized the Executive Assistant to sign 
grant applications submitted by the APA 
to the National Institute of Mental Health. 
Authorized the Committee on Disaster and 
Civil Defense to participate in a seminar 
on civil defense and disaster, and to seek 
funds from the Office of Defense and 
Civilian Mobilization to develop a training 
film in adjunct with the manuals published 
by the Committee. Appointed Dr. George 
Tarjan to the Council to fill the vacancy 
occasioned by the election of Dr. C. H 
Hardin Branch to the office of Secretary. 
Reaffirmed its approval in principle of a 
proposed organization for Mental Hospital 
Personnel under APA auspices. Approved 
a letter of agreement with Dr. Daniel Blain 
covering his work with the Manpower 
Project, Directed that the management of 
APA funds be referred to the Medical 
Director and the Treasurer for study in 
consultation with the Chairman of the 
Budget Committee and the Executive 
Assistant. Approved in principle a booklet 
on mental health in industry prepared by 
the Committee on Industrial Psychiatry 
(subsequently renamed Committee on Oc- 
cupational Psychiatry). Directed that the 
Committee on Certification of Mental Hos- 
pital Administrators be limited to 2 
maximum of 7 members appointed for à 
3-year term so staggered that approximately 
one-third will retire each year, that there 
should be no consultants to the Committee, 
and that the Chairman and Secretary be 
appointed on the same basis as other 
Committee members. Approved a schedule 
of regulations to govern reimbursable sta 
travel expenses as presented by the Execu- 
tive Assistant. Directed that the pu 
Committee account should be rebudgete 
so that a total of $500 be placed at the — 
immediate disposal of the Committee for Ш 


w] _ 


official expenses and authorized the Com- 
mittee to submit a request for a supplemen- 
tal appropriation if necessary. Authorized 
the appointment of 3 members of the Com- 
mittee on Nomenclature and Statistics for a 
period of 2 years, following which the 
Committee will revert to its normal size of 
6 members. Authorized the Ad Hoc Com- 
mittee in Liaison with the Canadian Psy- 
chiatric Association to meet during the fall 
Committee meetings. Approved recom- 
mendations of the Ad Hoc Committee on 
Increasing Responsibilities of the APA 
governing joint meetings between APA 
Sections and outside organizations at the 
APA Annual Meeting. Expressed sincere 
appreciation to Dr. Hugh T. Carmichael 
for his statesmanship in negotiating with 
the Joint Commission on Accreditation of 
Hospitals and for his service to the cause 
of the hospitalized mentally ill in dealing 
with the problem of mental hospital ac- 
creditation. Authorized the Executive As- 
sistant to negotiate for new quarters for 
the New York Office in accordance with 
his recommendation and to sign a 5-year 
lease for such space. 

Council Meeting, November 21-22, 1958. 


Approved the minutes for Council meeting. 


of May 10, 11, and 15, 1958, as amended. 
Ratified the actions of the Executive Com- 
mittee meetings of June 28, September 14, 
and October 31, 1958, Directed that the 
situation regarding the proposed Bond- 
Strecker-Appel Award should be clarified 
by the Treasurer writing to the attorney for 
the donor specifying the conditions under 
Which the funds for this award can be 
accepted by the APA. Authorized the 

edical Director to expend such funds in 
excess of the original budget allotment as 
are necessary to operate the Central Office 
economically during the remainder of the 
udget year. Accepted the proposed ex- 
Penditures for salaries, the retirement fund, 
rent for the New York Office, printing of 
PA Publications, and maintenance of 
the Central Office as recommended by the 
udget Committee, Accepted the request 
or an additional Editorial Assistant in the 
М ental Hospital Service. Accepted the 
“quest for authorization of increased rent 
on the New York Office. Approved the 
“commendation that the Medical Director 
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: Councillors. Directed that copies of all 


buc du к-ту $ 


drop from the payroll temporary employee 
involved in projects terminating during” 
the current fiscal year. Approved a request 
for a part-time administrative assistant for 
the Assembly. Did not approve, for the 
present time, a proposal to establish am. 
active library at the Central Office. Ap- 
proved the request for a contingency fund 
of $20,000 for the President and the 
Authorized the Budget Committee to 
resume its previous practice of prepa ng 
a final budget at its fall meeting for 
consideration by the Council in order to ` 
avoid a second meeting of the Comn ? 

Accepted in principle the recommendations 
from the Commission on Long Term™ 
Policies concerning an early publicati 
journal. Approved the current studies of 
the Commission on Long Term Policies” 
and expressed hope that all will be worked: 
out soon and brought before the Counci 
in the near future. Approved the requ 
of the Nominating Committee that a st: 
ment be printed in the Journal indicati 
the factors considered by the Committee in 
preparing the annual slate of Officers and | 


Nominating Committee reports be com- — 
piled for the information of subsequent 
Nominating Committees. Authorized mem- ~ 
bers of the Commission on Principles and — 
Position on Current Issues on усе toc 
appear before Congress giving t ony | 
t» the best of their ability and knowledge — 
with the advice of the total Commission and 
the APA Officers. Expressed complete con- - 
fidence in the Commission with regard to 
ble testimony before Congress, and _ 
indicated that the use of the original $7000 
appropriation would be left to the dis- - 
cretion of the Commission in financing its 
activities. Requested Dr. George S. Steven- _ 
son to determine how other organizations 
deal with the matter of recognizing out- - 
standing services by their members and | 
asked that he bring a recommendation to | 
the Executive Committee which would | 
permit the Association to accord appropri- - 
ate recognition to its outstanding members 
within constitutional limitations. Authorized 1 
the Medical Director to explore the pos- - 
sibility of incorporating the cost of psychi- 
atric treatments into the Group Health ` 
Insurance plan in New York. Requested 1 
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the President to appoint an Ad Hoc Com- 
mittee to investigate all aspects of insur- 
ance for APA members and directed that 
this Ad Hoc Committee develop a program 
of action for consideration by the Council. 
Viewed with sympathy the need for funds 
by the Central Inspection Board for the 
reinspection of hospitals but felt that it 
could not assume this responsibility. Ex- 
pressed a vote of confidence to the Central 
Inspection Board, Dr. Gerty, and Dr. Hugh 
T. Carmichael for the fine work they are 
doing in relation to the situation regarding 
the Joint Commission on Accreditation of 
Hospitals. Approved the proposed amend- 


_ ments to the Constitution regarding mem- 


j 


bership as suggested by the Assembly : 
Article III, Section 3, and new Sections 
12, 13, 14, and 15 of the Constitution and 
Article V, new Section 3 of the By-Laws. 
Approved the proposed amendments in 


Article V of the By-Laws involving pro- 


posed new Sections 1, 2, 4, 5, 6, and 7, 
as suggested by the Assembly, with an 
addition to new Section 2 to read, “A 


District Branch may elect as affiliates, 


E physicians practicing or residing in its 


geographical area who are not eligible for 
- membership in the Branch. Affiliates are 
- mot members and will be ineligible to vote 


recommendation of the Policy Committee 


| ‘or hold office in the Branch.” Approved the 


сап Psychological Association 


M that funds be authorized for circulation 


_ to the membership via the Mail Pouch of 


x ‘cogent portions of a letter from the Ameri- 
regarding 


T the lattes position on certification for 


_ psychologists, together with an appropriate 
= uctory paragraph. Approved Ње 
2a application of the Santa Clara-Monterey 
Ў Psychiatric Society for Affiliate 


_ the membership 
- in principle the 
Я Policy Committee 
= ceedings of Divisional Meetings at no 
|. expense to the APA, with the APA Publica- 
_ tions Department functioning in a manner 
similar to that now followed with respect 


йна by the Ad Нос Com- 
_ mittee on Education in Public Hospitals 
- in Liaison with the American Psychoanaly- 

"tic Association that the Central Office keep 
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on file a list of psychoanalysts who are 
willing to participate in an educational 
program in state hospitals, that this service 
be publicized in the Mail Pouch, the 
Journal, and Mental Hospitals, and that 
the Central Offiice take charge of carrying 
out this service. Approved the proposed 
standards for training in child psychiatry 
as recommended by the Committee on 
Child Psychiatry and the Committee on 
Medical Education. Approved the recom- 
mendations of the Committee on History 
of Psychiatry regarding the development 
of a library in the Central Office, the 
assembling of archives, records, trans- 
actions, and proceedings of the Association, 
and requested the Medical Director to 
seek funds for and initate a research proj- 
ect on the historial development of 
contemporary American psychiatry. Recom- 
mended that the Budget Committee con- 
sider appropriating $2500 to $3000 for the 
purpose of beginning a collection of histori- 
cal material for the Library in the Central 
Office. Approved the recommendation of 
the Committee on Medical Education that 
the Descriptive Directory of Psychiatric 
Training in the United States and Canada, 
published in 1955, be revised and reprinted 
on or about October 1960, and authorized 
the Central Office to carry out the necessary 
compilation of data and organization of 
the Directory with editorial assistance as 
to format, index, and length of descriptions 
by the Committee on Medical Education. 
Approved the unanimous sentiment ex- 
Dressed by the Committee on Medical 
Education that there is no present in- 
dication for action on the proposal for 
adoption of a uniform date of appointment 
for psychiatric residents, and that the 
present operation of methods of appoint- 
ment permits a flexibility which is useful 
both to the training centers and to the 
men applying for training. Approved 4 
statement submitted by the Committee 0n 
Medical Education regarding the impor- 
tance of the Conference of the World 


Committee on Therapy to collect data 
regarding the amount and type of psycho- 
therapy being done with chronic schizo- 
phrenics including a questionnaire to pro" 


Medical Association to be held in Chicago 
in the summer of 1959. Authorized the | 
Im. 


1959 | 


vide information as to where such psycho- 
therapy has been done. Approved the 
preparation of a statement by the Commit- 
tee on Therapy which would endorse the 
recent statement by the American Medical 
Association concerning current problems 
related to hypnosis. Directed that the 
Committee on Therapy continue to consider 
the problem of hypnosis with special 
reference to those matters of particular 
interest to psychiatrists. Authorized the 
Committee of Standards and Policies to 
seek outside funds for a second Conference 
on Volunteers, the program to be initiated 
by the APA and co-sponsored by the 
American Hospital Association, the National 
Association for Mental Health, the Ameri- 
can Red Cross, and the Veterans Adminis- 
tration. Directed that the Committee on 
Cooperation with Leisure Time Agencies 
re-submit its request for a change in name 
with a number of possible alternative 
names for consideration by Council Ap- 
proved the request of the Committee on 
National Defense that two additional 
sentences be included in the recommended 
Standards for the Civil Aeronautics Ad- 
ministration (Federal Aviation Agency) 
governing mental and physical examination 
of applicants for licensure in civil aviation. 
Approved a plan for publishing the pro- 
ceedings of the Hawaiian Divisional Meet- 
mg as proposed by Dr. Alfred Auerback. 
Accepted the report of the Ethics Com- 
mittee with thanks, approved the actions 
Tecommended by the Committee, and 
authorized the Chairman to notify each 
individual of the decision of the Committee 
in his particular case. Recorded its extreme 
Pleasure with the manner in which the 
edication of the Association's new head- 
auarters building was carried out on 
October 31, 1958, stated that the arrange- 
ments were altogether appropriate to the 
historic Occasion, and asked the Secretary 
to communicate these sentiments to the 
House Committee who planned the 
Program, to the Central Office staff who 
executed it, and to Mrs. Henry Laughlin 
and her Committee of Volunteers who so 
Senerously contributed to the success of 
© occasion. Did not approve a request 
Эг the compilation and maintenance by 
* Central Office of a listing of summer 
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employment in psychiatry for medical stu 
dents because staff is not available 
undertake such an operation at this tin 
Approved the recommendations submitted 
by Dr. Daniel Blain regarding the finan 
arrangements for the Manpower Pro 
with the stipulation that September 15, 
1958 be continued as the beginning da 
for the preliminary contract. Approved 
principle a Psychiatric-Psychological E l- 
uation Program by the United States In- 
formation Agency and referred it to the 
Committee on National Defense for further 
study. Approved in principle the propo 
plan for Alan Gregg Memorial Consultant- 
ships in Psychiatry, which would m 
possible to utilize fully the abilities ar 
the experience of aging and aged psy 
atrists. ) 
Executive Committee Meetings, Januari 
24, 1958 and March 7, 1959. Directed that 
the two APA members of the Psychia 
Research Fund Council, Dr. Gerty and 
Branch, should meet with this Cow 
and proceed according to their best ju 
ment on the proposed dissolution of 
Fund and merger with Research In Schizo- 
phrenia Endowment. Approved in princ a 
ple a plan for a Conference on a Restudy 
of Present Standards which would make 
recommendations concerning their future 
development, elaboration, and application. 
Directed that, in view of the invitation — 
by Canada to the International Congress ` 
of Psychiatry, an invitation not be ex | 
tended by the U. S. A. and that the APA ` 
firmly support the meeting in Canada. Ap- Г, 
proved the appointment of Dr. Francis i 
Braceland, Dr. Winfred Overholser, and — 
Dr. Lothar Kalinowsky to a committee to ^ 
work out arrangements between the U. $. А. : 
and Canada for the International Congress. - 
Reiterated with enthusiasm its approval in 
principle of the proposal for the establish- 
ment of Alan Gregg Memorial Consultant- — 
ships in Psychiatry. Expressed its approval - 
of a certificate to be presented to Dr. - 
Seymour Vestermark on March 7, 1959. | 
Requested the President to appoint a Com- 
mission on Awards and Recognitions to 
present recommendations at the Fall Coun-- 
cil meeting on proposals for types of 
awards, format, method of selection, and | 
continuance of the Commission itself, H 


ыы 
Ог 


am 
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“proved a restatement by the Secretary of 
the policy governing joint meetings be- 
- tween APA Sections and outside organiza- 
_ tions at the APA Annual Meeting. Directed 
| that the publication of the proceedings of 
| the APA Teaching Institute at McGill Uni- 
_ versity not be underwritten by operating 
funds of the APA. Approved the revised 
budget for 1959-1960 as recommended by 
‘the Treasurer with expenditures totalling 
$716,749 and income estimated as $763,125. 
Берое а proposed plan for coordinating 
Of Journal and Mail Pouch advertising on 
а one-year trial basis as presented by Mr. 
avies with the understanding that it will 
duce more income for both the Journal 
ad the Mail Pouch. Stated that the APA 
not able to participate in a commercially 

nsored conference such as the one held 
' the National Hearing Aid Industry but 
dicated that the Conference is free to 
members of the Association to par- 
pate as individuals. Requested the Medi- 
Director to prepare a letter commending 

Marion Hildebrand for her volunteer 
for the Mental Hospital Service, Ex- 
gratification that the World Health 
ation had designated April 7, 1959 
World Mental Health Day, thus giving 
rational recognition to one of hu. 
S greatest health challenges and 
nishing a fitting prelude to World Men- 
Health Year in 1960. Also directed that 
statement be disseminated to the mem- 
ship and that the Medical Director 


. а committee to review the financial 

cture of APA insurance plans, with a 
000 appropriation for committee ex. 
enses. Voted to continue the contract with 
— Dr. Daniel Blain for the Manpower Project 
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until June 5, 1959 with some modifications 
of the original conditions. Directed that an 
amount not to exceed $2,000 be made avail- 


able to the Coordinating Committee оп. 


Technical Aspects of Psychiatry during the 


current budget year to defray obligations 
already incurred and directed that a careful 
evaluation be made of inevitable expenses 


for the coming year. Asked the President 
to appoint a delegate to the International 
Congress on Mental Retardation to be held 
in the summer of 1959. Authorized payment 
of obligations incurred by the Assembly of 
District Branches in excess of its budget 
for the 1958-1959 fiscal year. Extended a 
vote of commendation to Dr. Mathew Ross 
for his work in stating principles for plan- 
ning facilities and services for psychiatric 
care, authorized him to continue with this 
project together with the American Hos- 
pital Association, and to work towards 
publication of this set of principles in final 
form. Directed that the Ad Hoc Committee 
on Relations with the Canadian Psychiatric 
be dissolved and empowered the President 
to work with Dr. Charles Roberts on ar- 
rangements for a joint committee between 
the APA and the Canadian Psychiatric 
Association. Directed that the Medical Di- 
rector proceed with a plan for obtaining 
donations of books for the Central Office 
library and for psychiatric centers abroad. 
Authorized APA participation in the 1960 
White House Conference on Children and 
Youth and directed that a delegate be ap- 
pointed and that $100 be contributed to the 
Conference from the Council Contingency 
Budget. 

Council Meetings, April 25, 96, and. 30, 
1959. The Council was informed that Dr. 
C. H. Hardin Branch would be unable to 
perform his duties as Secretary for several 
months because of illness. Acting under its 
authority as the constitutional governing 
body of the APA, the Council authorized 
itself to nominate and elect a Secretary 
Pro Tempore with all the powers and func- 
tions of the Secretary until such time as 
Dr. Branch is again able to assume the 
duties as Secretary. Elected Dr. Lawrence 
C. Kolb as Secretary Pro Tempore. AP- 
proved the actions of the Executive Com- 
mittee since the Council meeting of Novem- 
ber 21-22, 1958. Recommended acceptance 
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by the membership of the list of candidates 
for election to membership or change in 
Status, as submitted by the Membership 
Committee. Voted that the APA rejoin the 
National Health Council and authorized 
the payment of dues to this organization 
from the Council Contingency Fund. Re- 
quested the President to appoint an Ad 
Hoc Committee to study the proposed ad- 
dition to the By-Laws dealing with Chap- 
ters in District Branches. Directed that Dr. 
Howard Potter be asked to explore un- 
Officially with the Philippine Psychiatric 
Association the question of whether that 
body might wish to make a direct request 
tothe APA that the Philippines be included 
in the roster of countries served by the 
Association. Nominated Dr. Jack Ewalt 
aterm on the American Board of Psy- 
chiatry and Neurology to succeed Dr. 
David Boyd whose term expires December 
1959. Directed that the Commission on 
j iples and Position on Current Issues 
in Psychiatry concern itself with problems 
that are relevant to the American Psychi- 
atric Association as a whole and that local 
problems should be referred to local and 
District Branch Societies unless the Com- 
mission is requested specifically to assist. 
Requested that Dr. Francis Braceland, 
irman of the Commission, appear be- 
the Assembly of District Branches to 
explain the above action. Authorized the 
appropriation of approximately $12,000 per 
Year to employ a legislative aide to work in 
Conjunction with the Commission on Prin- 
Ciples and Position on Current Issues in 
chiatry, Approved the continuation of 
Commission for another year and ac- 
cepted its report. Directed, on recommen- 
tion of the House Committee, that no 
к» be hung in the Modern Founders’ 
; in the Central Office at the present 
time. Approved a plan to hang portraits of 


_ the 13 founders in the Century Club Room 


and directed that such portraits should be 
20-24” wide and 24-30” high, rec- 
tangular or oval, that the frames should be 
ч and not wider than 4”, that the 
Portraits need not be uniform in size, 
» Or medium, and that original por- 
"ls are preferred if such are available. 
ed that a portrait of Dr. Benjamin 
h, 36" high and 30" wide, should be 
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hung in the main foyer of the 
Office behind the receptionists desk. 
rected that photographs of Past-Presidents: 
of the APA should be solicited from the in- 
dividual concerned or from his family, that 
such photographs should be approximately: 
8 inches wide and 10 inches high, with а 
dull mat finish. These should be presented ` 
unmounted and unframed, and auto- 
graphed. In case the Past-President is Я 
deceased, a facsimile of his signature МШ 
be reproduced on the photograph from an 
available copy. Directed the Secretary to 
write to all Past-Presidents and instructed ` 
the Committee on History of Psychiatry to 
undertake such research as is necessary to 
obtain a complete set of photographs, These 
photographs will be hung in the Presidents’ 
Room and/or at such suitable locations as 
the House Committee may select. Re- 
scinded the Standards for Electroshock 
Treatment of May 1953. Approved APA. 
membership in the World Federation for: 
Mental Health and authorized payment of 
membership dues amounting to $92.80. Re- 
ceived a report from Dr. George S. Steven- - 
son on methods of honoring ou 

work by members of the Association. On 
suggestion by Dr. Blain, requested the 
President to appoint an Ad Hoc Commit- — 
tee to oversee the handling of funds — 
remaining in the Manpower Project. Ap- 
proved the recommendation that the Vice- - 
Presidents of the Association be assigned _ 
the duty of speaking before the constituent 
psychiatric organizations of the APA to 
interpret the policies and actions of the 
Association and to report the questions and 
reactions which they so gather to the Ex- 
ecutive Committee. Requested the Pres- 
ident to appoint an Ad Hoc Committee to 
review the matter of expenses and speaking 
engagements of Vice-Presidents. Upon 
recommendation of the Ad Hoc Committee 
appointed to study the matter of District — 
Branch Chapters, approved in principle a — 
plan leading to only one District Branch | 
in each State, Province, or Territory, and _ 
stated that if it seems desirable, a Branch 
could organize within its geographical area 
one or more sub-sections known as Chap- 
ters. Referred this proposal to the Assembly 
for development and expressed the opinion 
that, in the meantime, new District Branch- 
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es should not be organized to cover 
less than a State, Province, or Territory, 
and that further fragmentation of present 
District Branches should be discouraged. 
Recommended that the Ad Hoc Committee 
to study this matter be continued as long 
as necessary and directed that it work in 
cooperation with the similar committee of 
the Assembly. Approved the signing of 
checks and the management of APA finan- 
cial affairs by Dr. Addison M. Duval, the 

_ new Treasurer, effective May 1, 1959. Au- 
L thorized Mr. Austin Davis, Executive 
| Assistant, to continue to sign checks on all 
M checking accounts of the Association, sub- 
_ ject to present voucher controls or by any 
different system of voucher controls 
adopted by the Treasurer on recommenda- 

_ tion of the Auditor. Authorized Mr. Joseph 
| Turgeon to continue to sign checks on the 
- checking account in the Riggs National 
^ Bank in Washington, D. C. Authorized the 
"Medical Director and/or the Committee 
_ оп Grants and Awards to receive sponta- 
_ neous funds for establishment of a Seymour 
D. Vestermark Memorial Lecture on the 
subject of Psychiatrie Education. Desig- 
nated Dr. George S. Stevenson as APA 
representative to the Second National Con- 
ference on World Health in Washington, 
T D. C. on May 7-9, 1959. Elected Dr. Wil- 
liam Malamud as Moderator for the Coun- 
cil and Executive Committee for the com- 

_ ing year. Elected Dr. Francis Gerty and 
Dr. Jacques Gottlieb to serve on the Ex- 

_ ecutive Committee during the coming year. 
Elected Dr. Paul Huston to the Council to 
] fill the unexpired term of Dr. Addison M. 
_ Duval, the newly elected Treasurer, Ap- 


7 Proved the appointment of Dr. Arthur 
| Unger and Dr. Lloyd Morrow to the Mem- 
bership Committee. Regarded favorably 
the work of the Committee on Relations 

_ with Psychology and encouraged it to pur- 
_ Sue several solutions which the Committee 
© had suggested to resolve the problems ex- 
— isting in this area. Expressed its realiza- 
- tion to colleagues in the Canadian Psychi- 
atric Association of their obligation and 
E. prerogatives to make the final decision re- 
garding the date of the International Con- 
gress of Psychiatry in Montreal in 1961 but 
expressed the sincere hope that an amicable 
arrangement can be reached whereby this 
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meeting date will not conflict with that of 
the World Federation for Mental Health in 
Paris in August-September, 1961. Directed 
that the type "D" student fellowships given 
by the Smith, Kline and French Foundation 
Fellowship Committee be called "Vester- 
mark Fellowships" as recommended by that 
Committee. Directed that it be made a rule 
of the Executive Committee and the Coun- 
cil, to be reconsidered each year, that the 
Medical Director be present at all Execu- 
tive Sessions of either body unless specifi- 
cally directed otherwise. Recommended 
approval by the membership of the pro- 
posed Rhode Island District Branch. Di- 
rected that an explanatory paragraph be 
prepared by the Committee on Constitu- 
tion and By-Laws in cooperati.. with the 
Speaker of the Assembly to ассо: лрапу the 
alternate choices for proposed amendment 
to Article V, Section 2 of the By-Laws. Re- 
quested the President of the Association to 
send a telegram to the North Dakota State 
Medical Association stating the APA’s posi- 
tion regarding the appointment of a non- 
medical superintendent to a mental hos- 
pital and advising that, in the best interests 
in the care and treatment of such patients, 
including the mentally retarded, an ade- 
quately trained psychiatrist should serve as 
the principal administrator. Authorized the 
appropriation of $150.00 to the Committee 
on Aging to conduct a re-survey of psychi- 
atric interest and activity in the problems 
of the aged, utilizing a random sample of 
600 members of the APA, to determine any 
change in attitude or practice since the first 
survey carried out three years ago. Ex- 
pressed appreciation for the fine job done 
by Dr. Frank Curran in his position as 
Chairman of the Coordinating Committee 
on Technical Aspects of Psychiatry. Au 
thorized the appropriation of an additiona 

$1000 to the Coordinating Committee On 
Technical aspects of Psychiatry for e 
1959-1960 budget year. Continued the 2 

Hoc Committee on Education in Public 
Hospitals in Liaison with the American 
Psychoanalytic Association. Changed the 
Ad Hoc Committee on Increasing Respon- 
sibilities of the APA to a Standing po 
mittee on Internal Activities of the a 
with rotating membership, reporting i 
rectly to Council. Continued the Ad Ho 
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mmittee on an Organization for Mental 
pital Personnel for another year. Au- 
d a change in name for the Commit- 
tee on Legal Aspects of Psychiatry to the 
‘Committee on Psychiatry and the Law. 
Authorized a change of name for the Com- 
mittee on Industrial Psychiatry to the Com- 
) on Occupational Psychiatry. Con- 
tinued the Ad Hoc Committee on District 
Branch Committees for another year. Au- 

the annual appointment of an 
liaison representative to the Amer- 
‘ican Bar Association as recommended by 
_ Ње Committee on Psychiatry and the Law. 
BA a recommendation for a change 
“in size of the Committee in Liaison with 
_ the American Hospital Association to per- 
_ mit six representatives from each organi- 
zation on the Committee. Approved the 
recommendation of the Ad Hoc Committee 
— 9n an Organization for Mental Hospital 
— Personnel that District Branches be en- 
_ couraged to hold local Mental Hospital 


At the close of our Fiscal Year, which ended 
March 31, 1959, we find we have been able 
to live through our most difficult period, 
financially, without borrowing any money, 
With a home which is debt free and with 
Assets totalling over X million dollars. 

“э t date our position was as follows : 


Ж e office land and building at cost 
Furniture and equipment (Central Office) 


430.30 of these assets have been allo- 
@ to special purpose and restricted funds, 
ate therefore not available for other 
sutures leaving a balance of $418,527.41. 
Addition, there is а total of $47,134.76 in 
and securities in Restricted Funds. 
\gair "St these assets are liabilities of one 
“Or another of $85,441.62. Also the assets 
Contains a paper profit of $64,465.34 
Securities. This figure, of course, fluctu- 
ending on the market. Our portfolio 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


TREASURER'S REPORT : AMERICAN PSYCHIATRIC ASSOCIATION 


ble securities (book value $88,134.60) 


Institutes on a trial basis to see if the n 
lations with non-psychiatric hospital 
sonnel under study by this Commi 
could be thereby established. Authoris 
the Committee on National Defense to 
a letter to the Federal Aviation Agency ` 
reaffirming its previous suggestions regard- | 
ing mental and physical examinations of | 
prospective civilian pilots. Upon recom. 
mendation by the Committee on Nati 
Defense, voted to record through the Med- ~ 
ical Director its regret and objection 
concerning the extreme limitation of psy- 
chiatric treatment in the Medicare Pro- 
gram. Authorized the Medical Director to” 
assist in the establishment of a proposec 
organization of non-medical mental hospital - 
business managers. Directed that no mem- - 
ber of the Council, nor any candidate for 
this office, should be кч Ж. the 
Annual Meeting program on Thursday. ~ 
VENE С. Kors, M.D, Ta 
Secretary Pro Tempore” 


* 
n 
" 


E 
is sufficiently diversified, however, that, barring | 
a general йокта trend in the market, our / 5 
investments represent a sizeable profit. Also. 3 
it will be noted that the home and furnishings | 
are carried in this report at cost. This is an 
extremely conservative figure. 


If, then, we deduct our liabilities from our Я 

$ 5311139 

14,109.15 $ 

152,600.00 2 

$275,907.30 р 

Nc MEN — 

$510,957.71 — 

‚3 

assets, other than those contained in re- d 
aed funds, we still have net assets of р 
$333,085.79. The bulk of this consists of our | ] 


home and our investments. | 

It may well be asked why our annual : 
budget is so tight if we have assets of this | 
magnitude. It should be remembered that _ 
these assets as listed here consist of debt-free 1 
property and securities at market value on ~ 
March 31, 1959. The securities earned the _ 
Association $5,864.79 last year. To liquidate — 


3 
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portion of them Vll mot aly e: our. 


le financial position, but will also re- 
the income to the Association. To realize 
h on our property would either increase 
fixed obligations by the amount of interest 
ed on the loan or it would permanently 
e our financial base by sale of the 
. Therefore eating into these funds 
be reserved for dire emergencies or as 

of a general program of liquidation. 
1 the other hand, it appears as though 
ust budget increased amounts for our 
d expenses in the future over what we have 
past. Costs continue to rise which means 
will cost us more money to do the same 
we are doing now. This applies to 
ries, utilities, taxes, travel, printing, post- 
Feat and other items. Fortunately, due 


to n dedication and skill of our Execute 
Assistant, Mr. Austin Davies, we have been 
able to get by during the past year. I can 
assure you this has required real financial 
acrobatics. 

The membership may find that for the next 
few years many projects which are desirable 
and worthwhile may of necessity be deferred 
until they can be financed within our annual 
income. 

We have come through our most difficult 
year although the next two or three will also 
be strenuous, but we are coming out of the 
woods and, I confidently feel that our greatest 
and most productive days are still ahead of us. 


R. H. Felix, M.D., 
Treasurer 


MILWAUKEE NEURO-PSYCHIATRIC SOCIETY. 
—The annual meeting of the Milwaukee 
Neuro-psychiatric Society was held on 
Wednesday, May 20, 1959. Officers selected 
for the year 1959-60 are as follows: presi- 
dent, C. J. Buscaglia, M.D. ; vice-president, 
George J. Martin, M.D. ; secretary-treasur- 
er, Henry Veit, M.D. ; councillors remain- 
ing: Edward Carl Schmidt, M.D., and 
David Cleveland, M.D. 


ASSOCIATION FOR THE ADVANCEMENT OF 
PsvcHoANALXsi, 1хс.-Оп Wednesday, 
September 30, 1959, the Association will 
sponsor its regular meeting at the New York 
Academy of Medicine at 8:30 p.m. Dr. 
Harold Kelman will present a paper en- 
titled “Separateness and Togetherness.” 
The discussants will be Drs. Jack L. Ru- 
bins and Abe Pinky. 


AMERICAN ACADEMY OF PSYCHOTHERA- 
Pists.—The fourth annual conference of the 
American Academy of Psychotherapists 
will be held October 17-18, 1959, at the 
Barbizon Plaza Hotel, N. Y. C. The topic is 
Divergencies and Agreements in Methodo- 
logies of Psychotherapists.” Dr. Robert A. 
Harper will present the theoreticians’ view- 
Point concerning the 5 schools of psycho- 
therapy which will include the following: 
Rudolf Dreikurs, M.D. (Adlerian) ; Jule 
Nydes (Freudian); Laura Perls, Ph.D. 
(Gestalt) ; Carl Rogers, Ph.D. (Client-Cen- 
tered) ; and Carl Whitaker, M.D. ( Experi- 
Fal). The dinner speaker will be Leonard 

eldstein, M.D., Ph.D. For further infor- 
ке write to: American Academy of 
Yo thotherapists, 30 Fifth Ave, New 

ork 11, N. Y. 


: ag LEGISLATION INFORMATION SERV- 
iat NC.—This nonprofit association estab- 
ed in 1944, supported by contributions 

subscriptions, reports ially on 
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Federal social legislation and the acti 
of Federal agencies affecting family 
children, and community services in 
areas of health, education, welfare, ho 
employment and recreation. The Se 
takes no position for or against the 1 
lation reported. 

Subscriptions to the Bulletin may b 
tained from Social Legislation Inform 
Service, 1346 Connecticut Ave, N. 
Washington 6, D. C. Price: $18.00 
year ; single copies 25c. A 


CrimicAL Nursinc OFFICER AT SASKA 
cHEWAN HosPrrAL, WEYBURN, SASK.— 
second annual meeting of the Saskat 
Psychiatrie Nurses Association held. 
Valley Centre, Fort Qu'Appelle, Jun 
1959, attention was called to the fa 
the Organization of the Nursing Servic 
the Saskatchewan Hospital, Weyburn, wai 
the only one of its kind on the North Am 
can Continent. The difference between thi 
organization and other nursing services 
the addition of the “Clinial Nursing O 
whose responsibility is as an advisor а 
coordinator between nurse, psychiatrist a 
other departments. This Officer acts in 
position of sapiential authority as opp 
to the structural authority common to mi 
hospitals and enables nurses to exp 
their ideas on patient care as well as savi 
the psychiatrist time. 


Dr. Towrxms Heaps RELIGION © 
MrNrAL Heart Gmour.—Dr. Нагу 
Tompkins, director of psychiatry at St. 
cent’s Hospital, N. Y. City, has been elec! 
president of the Academy of Religion a 
Mental Health, succeeding Dr. Kenneth 
Appel, the first incumbent. The term а 
office is two years. [ 


MENTAL HEALTH PROBLEMS OF AGING r р 
THE Acep.—The sixth report of the Expert 
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Committee on Mental Health titled, “Men- 
_ tal Health Problems of Aging and the Aged” 
(Technical Report Series No. 171) is cur- 
rently available from the World Health 


Organization, Palais Des Nations, Geneva, 
Switzerland. Price : 60c. 


Pustic НЕлїлн News (New Jersey 
Derr. or Нклітн).-Тһе June 1959 issue 


— covered by 8 contributions (Drs. Senn, 
E Kanner, Gallacher, Rose, Robinson, Bran- 
cale, V. Terrell Davis, and Carl E. Wen- 


D 
- del). 

= This symposium offers a valuable survey 
_ of the more common psychiatric problems 
and developments of childhood and adoles- 


.. VOLUNTEER Services TO PSYCHIATRIC 
- Patients.—A report of the Conference on 
- Volunteer Services to Psychiatric Patients 
held in Chicago, Ill., June 12-17, 1958, is 
ied in a 124-page book published by 

— the American Psychiatric Association, en- 
titled The Volunteer and the Psychiatric 
7... The 5 chapters contain a description of 
„ the types of volunteer services both in and 
Outside of the hospital and further princi- 
- ples for volunteer programs. There is also & 
fiios; of the literature on volunteers 


American Psychiatric Association, 1700 18th 
_ St, N. W., Washington, D. C. 


— . Dn. Epwanp E. Maxrn.— The death of 
3 D - Mayer, prominent psychiatrist of Pitts- 


ge. 
_ He was a graduate of the Universi 
‘Pittsburgh in both arts and pre win i 
_ had been associated with city and county 
mental health agencies for almost 60 years, 
Не was a frequent contributor to medical 
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literature and had edited Oppenheim 
Diseases of the Nervous System. 

Dr. Mayer was active as consultant b 
in private practice and in criminal cases. 
A sentence of his is worth quoting and give 
ing serious consideration: “It is 1 
to think of antisocial behavior as alwa пў 
due to mental illness, and that all delin- 
quents need psychiatric care.” 

He had served as Medical Director of 
Fairview Sanitarium and as Associate pro- 
fessor of Psychiatry, University of P ] 
burgh ; also as neurologist and psychiatr 
to the Presbyterian Hospital and the Wom: 
an's Hospital of Pittsburgh, and as 
chiatrist to the juvenile court of Allegheny: 
County. i 

In Dr. Mayer's death Pittsburgh has lost 
one of her most distinguished and respected 
citizens and physicians. 


AMERICAN  PSYCHOSOMATIC SOCIETY, — 
The Society will hold its 17th annual 
meeting at the Sheraton-Mt. Royal 3 
in Montreal Canada, on Saturday and - 
Sunday, March 26-27, 1960. 

The Program Committee would like to 
receive titles and abstracts of papers for 
consideration for the program по later 
than December 1, 1959. The time all ~ 
for presentation of each paper will be 10 or J 
20 minutes. 

Abstracts, of 2 or 3 pages, in 9 copies, 
should be submitted to Eric D. Me 
M.D., Chairman, Program Committee, 
Nassau Road, Roosevelt, N. Y. 


AMERICAN NEUROLOGICAL ASSOCIATION —. 
At the 84th annual meeting of the Ame 
Neurological Association held in Atla 
City, N. J., June 15-17, 1959, the follo 
officers were elected for the year 1959-60 

President: Derek Denny-Brown; р 
ident-elect: Harold G. Wolff; Ist vie 
president: Charles Rupp ; 2nd vice-pres 
dent: Samuel Brock ; secretary-treasurer * 
Melvin D. Yahr ; editor of the transactions i 
Melvin D. Yahr; assistant secretary i 
Charles H. Millikan. 4 

Dr. Bernard J. Alpers was elected to 
Council for 5 years, Dr. Benjamin Bosh 


Lg 
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for 2 years, and Dr. Adolph L. Sahs was 
appointed as a Representative to the Amer- 
ican Board of Psychiatry and Neurology. 

The following were elected to Active 
Membership in The American Neurological 
Association : David B. Clark ; Robert Fish- 
man; Eli S. Goldenson; Howard Krieger ; 
Wiliam M. Landau; Tiffany Lawyer; 
Lewis L. Levy ; Leo Madow ; Kenneth R. 
Magee ; John S. Meter ; Lewis P. Rowland 
and H. Edward Yaskin. 

Elected to Associate Membership were : 
William S. Battersby and Irving H. Wag- 
man. 

Elected to Corresponding Membership : 
Abraham Mosovich. 

The 85th annual meeting will be held 
June 13-15, 1960, at the Statler Hotel in 
Boston, Mass. 


Tur Founpations’ FUND FOR RESEARCH 
IN Psycuiarry.—October 15, 1959, is the 
next deadline for receipt of applications 
for research fellowships in psychiatry, psy- 
chology, sociology, neurophysiology, and 
Other sciences relevant to mental health. 
The following deadline is January 15, 1960. 


WORLD POPULATION AND POTENTIAL FOOD SUPPLY 


From the facts presented, it is obvious that the present accelerated upsurge of popula- - 
tion in the a aed be disregarded without disaster. The trends qo by d 
[ Malthus are apparent today. The world population has more than аш р aoe , 
1650, but the average yield of food crops per unit area of land generally have been К 
increased at a much lower rate . . . Some measure of 


Mankind ultimately must live within his resources or suffer the consequences of the + 
controls imposed by nature. 


Applicants for fellowships should | 
completed their residency train 
preferably have had several 
years experience in research, Int 
plinary research training is d 
is additional training in the applican 
own field. - 

The Foundations’ Fund also makes grat 
in support of research in mental healt 
Completed applications for research 
in-aid should be filed not later than D 
ber 10, 1959. a 

For further information write to Fount 
tions’ Fund for Research in Psychiatry, ; 
Edwards St., New Haven 11, Conn. - 
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crery.—The newly elected officers of t 
American Electroencephalographic Socie 
elected at the June 1959 meeting in Atla 
City, are as follows : E 

President: Dr. Arthur A. Ward, | 
Seattle 5, Wash.; president-elect: | 
Jerome K. Merlis, Baltimore, Md. ; sec 
{агу : Dr. George A. Ulett, St. Louis, M 
treasurer : Dr. Isadore S. Zfass, Richi 
Va. 
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population control is necessary. 


—Wanren H. LEONARD, E 
Professor of Agronomy, 
Colorado State University. 


i BOOK REVIEWS 


_ Тнк СнеміСА, Concerts оғ  Psycnosis. 
| Edited by Max Rinkel and Herman C. B. 
э Denber. (New York : McDowell, Obolen- 
sky, Inc., 1958, pp. 485, $7.50.) 


This book contains up to date reviews by 54 
leaders in the various aspects of this field, and 
‘is, therefore, strongly advised for all individuals 
seeking an understanding of the present fron- 
"tiers in research in this rapidly advancing area 
of experimental psychiatry. It begins with 
Henry Osmond's historical contribution in 
- which Lewin's book, Phantastica, a pioneer in 
"psychopharmacology, is noted. Among the 
path-finding work he considers that of Macht, 
who was the first to report the possibility of 
substance in the serum of schizophrenics 
ferent from any found in nonschizophrenic 

mal individuals. He also quotes the in- 
vestigations of Hoffer, Baruk, Buscaino, Hof- 
- mann, Heath, Hoch, Woolley, Rinkel and 
- Mayer-Gross, and it is significant that each of 
these leaders reviews his own contributions 
the same volume. Winter and Flataker, 
ler and Kornblueth follow the lead 
riginally suggested by Macht and find evi- 
mce for chemical differences between the 
a of normal controls and schizophrenic pa- 
ts. The list of papers includes Denber's 

] concerned chiefly with mescaline-in- 
iced changes in human subjects, and Evarts’ 
tro-physiologic and behavioral studies of 
sychotomimetic drugs. Cerletti emphasizes 
very small fraction of LSD that enters the 
in and Brodie evaluates the role of serotonin 
à chemical transmitter. Other experimental 
work was done on humans by Sherwood, on 
animals by Feldberg and Marrazzi, and on 
tissue by Bogoch. In all these instances 
estive conclusions are drawn on possible 
hemical deviations in schizophrenia. The 
_ Austrian psychiatrists, Hoff and Arnold, pre- 
sent an amazing analysis of the unsettled 
- problem of schizophrenia and the thoughts of 
Brill, the Sacklers, Kline, Reiss and Letemendia 
- are all of value to anyone concerned with prog- 
in the organic approach to psychiatry. 
lock presents a striking suggestion that 
izophrenics are victims of chronic poison- 
In contrast to normal individuals in whom 
e incorporation of amines into proteins is 
prevented, such an incorporation takes place 
‘in schizophrenic patients who are, therefore, 


- Тһе last article is that of Gilbert Cant, who 
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‘subjected to the toxic effects of amino proteins, | 


presents a nontechnical review of the volume's 
contents and explains to the reader not versed 
in biochemistry the meaning of the new re- 
sults. It is hoped that enough has been said 
in this brief review to convince the potential 
reader that he can acquire a more than passing 
facility with this many-faceted biochemical at- 
tack in psychiatry by perusing these important 
papers and reviews in this carefully edited 
volume prepared in an attractive and readable 
format. 
Навор E. Hriwwicu, M.D., 
Galesburg State Research Hospital, 
Galesburg, Ill. 


COMMUNICATION, ORGANIZATION, AND Scr 
ENCE. By Jerome Rothstein. (Indian Hills, 
Col.: Faleon's Wing Press, 1958. pp. 110. 
$3.50.) 


The steadily increasing implications of in- 
formation theory for the biological sciences (as 
evidenced in the fields of genetics, immuno- 
chemistry, and neurophysiology), make the ap- 
pearance of a book such as this a timely event. 
Although written by a physicist (and carrying 
a long and scholarly foreword by a fellow 
physicist) the range of this book is of the 
widest. It starts with a consideration of the 
relation of the process of information to en- 
tropy, and goes on, by way of chapters on 
Measurement and Communication and their 
relation to Thermodynamics, to a discussion 
of the essential elements of language, and the 
processes partaking in the construction of sci- 
entific theory. The last chapters are devoted 
to an application of the “Organization Con- 
cept,” as developed by the author, to the 
Theory of Games, and the behavior of ot 
ganized mechanisms in random game situa- 
tions. It ends with a tantalizingly brief state- 
ment of minimal desiderata needed for the 
construction of the universal medium of com- 
munication (ie. a universal scientific lan- 
guage), and with a forceful Credo looking 
towards a *Unified World Outlook." ; 

In the welter of ideas propounded by the 
author with clarity and elegance, the non- 
mathematical psychiatric reader can but select 
a few items which point to his own subject. 
One is the argument, advanced in the fore- 
word by Dr. Muses, and extended subse- 
quently by the author, for a need for the 
conceptualization of the topology, i.e. struc- 


1959] 
ture, of Time. This intra- and inter-connectivity 
of time points and time intervals Dr. Muses 
names ‘Chronotopology.’ “The appreciation of 
time intervals are merely the measure of time ; 
they are no more time than rulers are what 
they measure. Of the nature and structure of 
time itself investigators have all but been 
silent.” One would fully endorse this view, 
and note the strange way in which this, as 
yet undeveloped, area provides a meeting 
ground between the physicist and the sensory 
physiologist. For both are becoming increas- 
ingly cognizant of the way in which a struc- 
turing of events in time (in terms of prob- 
ability) defines these very events, and makes 
possible their manipulation. In neurophysi- 
ology, as in physics, the time dimension is 
replacing the older dimension of space, an 
evolution not unlike that undergone by physics 
towards the turn of the present century. 

The ideas proposed by Dr. Rothstein lead 
on naturally from the ideas outlined in the 
foreword. Starting with Boltzmann's discovery 
of the statistical explanation for thermodynami- 
cal entropy, he examines entropy as a measure 
of information by the selection of a message. 
Selection of a subensemble from a given en- 
semble generates an amount of information 
equal to the difference of the entropies of the 
two ensembles." This “Set” and “Subset” view 
he applies successively to the concepts in- 
herent in logic, and the evolution and struc- 
ture of language as a means of obtaining, and 
Communicating, meaning. The argument is 
fluid and alive, and ultimately leads to a dis- 
Cussion of organization of data by machine, 
including the “Well Informed Heat Engines” 
developed in living matter at macromolecular 
evel. Pervading the argument is the concept 
of the isomorphs ; the best information-ma- 
chine we are making, and are likely to make, 
is built on specifications not unlike the strange 
molecular machines which make up the very 
Stuff of life, 

Whether the coding and memory machines 
Which Dr. Rothstein envisages for the future 
will indeed expand or contract our lives or 
the lives of our successors, the message of this 
essay is clear and relevant. The mathematical 
я engineering techniques hitherto only in- 
adequately applied to biology may hold pro- 
ound implications for neurophysiology, Psy- 


ову and psychiatry. Their соге is Ње struc- 


ring and relatedness of events to time, and 
© provision of adequate techniques for their 
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apprehension and their analysis. Whe 
like it or not, the tide of a major 
evolution is flowing through the B 
Sciences ; Dr. Rothstein does them a servi 
by charting their currents in his clear and. 
cisive way. , 


і 
Ci 
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Appison М. Duvar, M.D. 
Saint Elizabeths Hospital, 
Washington, D. C 
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La ScurzoeunENie. By Guy Delpierre. (Gen 
eva : Chas. Fomara, 1957, pp. 109.) 


This small monograph consisting of 7 ¢ 
ters is from the International Institute of Ps 
chology and Psychotherapy. Several defi 
of the term “schizo; ia" are given includ 
ing those of Bleuler, Deny, Levy-Vale 
Kretschmer and Claude, the psychogenic 
neurogenic factors of etiology are emph: 
and the symptoms are enumerated 
sified. * an 

In the chapter on dissociation the autho 
points out the differences between this 
versible phenomenon and "dementia" 
scribes the "vital difficulties" the patit 
with eternal reality, with the body 
(the “mirror sign" is given a special cons 
tion), and with the affective, intellect 
interpersonal components of dissociation. 

Three of the Kraepelinian types of clin 
constellations are presented, namely, 
phrenic, catatonic and paranoid with 
differentiating characteristics. A chapter 
the development of the disorder is given. 
the differential diagnosis from known b 
diseases and psychoneuroses and one on ра! 
logical anatomy with the comments limited to 
the histopathology and disturbed neuroph i- 
ology of the brain structures. E 

The 9 pages devoted to therapy considers 
very briefly the methods of F edern, Fro 
Reichmann, Melanie Klein, Rosen and Seche. 
haye. , 3 
38 there is no authors preface or fore- 
word, the reasons for writing are not qui 
clear ; however as a condensed text it ma 
useful to teachers of psychiatry who wish 
make a brief review of the phenomenolog 
aspects in preparing class material. The bi 
ography (45 items) refers very largely 
French sources, but a considerable number 
other authorities are quoted without referen 
Noran D. C. Lewis, M.D., ~ 

Princeton, N. Lk 
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— My first memory of Bykov is that of 
— meeting him in Pavlov's laboratory in the 
- Institute of Experimental Medicine, Petro- 
— grad, 1922, and my last when I bade him 
oodbye as he was leaving the United 
tes in June 1958. After Pavlov, he has 
perhaps more to advance the experi- 
science of the conditional reflex than 
any other of Pavlov's pupils. His death 
in Ма; 1959 in his early 70's removes the 
best known of the pupils of Pavlov. 
се Lomonosov and many other Russian 
tists, Bykov was of humble origin, and 
i Pavlov he was educated for the priest- 
hood. After studying medicine, he worked 
two distinguished Russian physiol- 
Pavlov and Ukttomsky, the neuro- 
ogist. Most of his life was devoted to 
ly and unremitting expansion of the 
gation of the conditional reflex con- 
by thorough, well designed, and 
ous experimentation on the interrela- 
the viscera and their adaptation to 
and the internal environment 
the mechanism of the conditional 
exes. This work was summarized in The 
bral Cortex and. the Internal Organs 
v York, 1957, tr. by Gantt). For several 
cades he worked tenaciously and pa- 
atly as a pioneer and almost alone in this 
assisted and encouraged by his wife. 
wever with the gradual increase of funds 
corded scientists by the Soviet govern- 
he expanded his physiological depart- 
ent at the Academy of Sciences, Lenin- 
ad, which with its branch at the subsid- 
dary genetic laboratory in Koltushi, became 
the second largest research institute in the 
dem Union, having on its staff a total of 
700, 200 of whom were scientists. He stud- 
ied practically all the important viscera in 
. connection with their acquisition of condi- 
tional reflexes and their inter-relations, viz. 
the interoceptive conditional reflexes, 
. Bykov became the spokesman for Pay- 
- lovian physiology after Pavlov's death, This 
- was done through a firm belief in the sound- 
- ness of the teaching of his master. R 
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Although he stood at the pinnacle of his 
profession in Russia, he was never extrava- 
gant in his own claims, and accorded the 
most credit for his concepts to Pavlov. He 
was not a member of the Communist Party 
and to the best of my knowledge he kept 
his science free from subservience to poli- 
tics. Outspoken in his criticism and opinion, 
he was nevertheless conservative. 

A year before his death, he visited the 
U. S. A. for the first time, at the invitation 
of the American Psychiatric Association and 
of the International Gastroenterological So- 
ciety, speaking before these bodies in San 
Francisco and in Washington, lecturing en 
route to the students of Dr. Magoun, in Los 
Angeles, at Little Rock and at the Johns 
Hopkins University. 

Bykov's sojourn of 5 weeks in the U. S. A. 
had the double effect of changing his point 
of view about our country and our opinion 
of the Russian scientists. He said that when 
he came here, owing to the articles of 
Ehrenburg, he expected to be stoned, and 
that he was amazed to find conditions so 
different from what he had imagined. His 
simplicity, humor and genuine courtesy 
spread an aura of charm everywhere he 
went. He was described as an “honest and 
upright gentleman, distinguished and digni- 
fied looking, and in his behavior he was the 
antithesis of what we have been led to 
expect from Soviet Russia” (John E. 
Peters). The American Psychiatric Associa- 
tion honored him by proposing him as an 
honorary member, the first from the USSR. 
His wife was killed in an automobile acci- 
dent two years ago. He is survived. by a 
devoted daughter, Tamara, a musician E 
the Leningrad Theater. His friendly an d 
sparkling humor shining through a dignifie 
mask impressed all those who met him here; 
and converted even the most obdurate E. 
feel the force of the potential friendship 0 
the scientists of his country and ours. 

W. Horsley Gantt, M.D., 
The Pavlovian Laboratory, 
Johns Hopkins School of Medicine. 
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DURHAM PLUS FIVE YEARS : DEVELOPMENT OF THE LAW OF ү; 
CRIMINAL RESPONSIBILITY IN THE DISTRICT OF COLUMBIA? ` 


ANDREW S. WATSON, M.D.* 


Five years have passed since the U. S. 
Court of Appeals for the District of Colum- 
bia handed down its precedent-breaking 
opinion in Durham v. United States(1). 
This case, establishing a new test for crim- 
inal responsibility in the District of Colum- 
bia, occasioned wide comment in the med- 
ical and legal literature. It was hailed as 
à great forward step in bringing the law 
of responsibility closer to the concepts of 
modern dynamic psychiatry. Many prom- 
inent lawyers and a few psychiatrists 
regarded it with anxiety saying that it 
would confuse juries and raise serious legal 
problems because of its “vagueness.” Five 
Years and many appellant opinions later, 
it is possible to review these fears in the 
light of subsequent experience. 

Most of the multitude of papers written 
about Durham, center around several key 
issues(2). Psychiatrists generally laud this 
opinion because it will “expand the area of 
inquiry and communication of the medical 
expert as a witness"(3) as well as help him 
to communicate his findings in his own 
language rather than in the cramped and 

Storting expressions of legal terminology 
(4). Opinions may be delivered in the 
context of clinical examination and obser- 
Vation-not as inquisitorial pronuncia- 
Mentos regarding moral guilt. The deter- 
mination of guilt will be left where it 

longs, in the laps of the triers of fact 

they judge or jury. 
gal papers focus their challenge of 
ат mainly around the issues that its 
tition is too vague and ambiguous, and 
tt will tend to befuddle and confuse the 
{Б}, Tn its efforts to establish responsibility 

). Lawyers are reluctant to give up the 
rii and precise language of M'Naghten 

» T). If in fact M'Naghten is clear and 
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Read at the’ 115th angual meeting of Ihe 
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precise, whether or not it conforms to any _ 
scientific psychology, is a moot point. Many 
express the fear that this law will sọ 
broaden the definition of insanity that 
many criminals will be turned loose to 
carry on further their anti-social behavior. 
This fear disregards the fact that in ай 
jurisdictions, commitment of some sor 
automatically follows а finding of not gu 
reason of insanity. It is a separate qi 
Mire кы miii. Y 
the determination of responsibility(8). 

When these papers were written, 
were academic discussions and spec 
tions of what might happen. Now, 5 
later, we can evaluate at least ti 
the accuracy of these expectations 
fears. I have had the opportunity to st 
the trial records as well as the appel 
opinions of most of this line of cases, à 
it appears to me that in general, the Co Zz 
of Appeals has progressively spelled out — 
and clarified the issues arising from this 
new test. Many of the problems created Бу 
Durham have been met and solutions put — 
forward. 

Many legal scholars have shown reluc- 
tance to adopt such a liberalized rule stat- 
ing that it is too far advanced for the cur- 
rent status of psychiatric knowledge, and 
that also it will permit the psychiatric: ex- 
pert to pre-empt the determination of re- | 
sponsibility. This they give as grounds for — 
clinging to the long obsolescent rules of | 
M'Naghten's Case(9). I would like to make _ 
several general observations about these _ 
cases before touching upon them sepa- 
rately. 

The most striking feature of the post- 
Durham insanity cases is the failure by 
nearly all the psychiatric experts to utilize 
the new rule for its intended purpose. 
Durham asks the psychiatrist : (1) whether 
the defendant has a "mental illness" ; (2) 
whether the alleged criminal act is the 


-“product of the mental illness”; and (3) 


it asks him to explain, in the language of 
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. his own specialty, the way in which the 
‘mental illness caused the defendant to 
- commit the alleged crime. Durham explic- 
itly states that this test is defined in general 
terms so that the expert will be free to 
_ testify without being limited by, or forced 
- to use, language and definitions which are 
foreign to the current theories of his 
= specialty(10). Until early 1958, the cases 
following Durham singularly failed to pro- 
_ vide this sort of testimony. The testimony 
- of most of the psychiatric experts continued 
to list classical symptoms of psychiatric 
syndromes, without discussing them from 
the standpoint of how they motivated or 
were related to the alleged criminal act. 
. The records are replete with such words as 
; "insanity," “psychosis,” “schizophrenia,” 
and "irresistible impulse," the peculiar 
clichéd idiom of this kind of case for more 
than 100 years(11). We find prosecution, 
апа defense counsel frequently utilizing 
sychiatric language they obviously do not 


5 since isolated from the roots of its 
or medical meaningfulness, continued 
is the principle vehicle for communication. 
Little if anything comprehensible or useful 
М Was conveyed to jury or judge in this 
_ manner, and their fact-finding about sanity, 
_ surely was due to impulse and chance, as 
: often as it was to reason. 


e makin 
further general observations, let me Pu 
ew now the psychiatrically significant 


Durham $ 
I have already commented ж 
' Durham, and so 
will pass to the next case of importance. 
_ Stewart v. U. S. (214 F.2d 879). This enc 
| tried before Durham but appealed after 
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it, still came under the right-wrong test 
for criminal responsibility. However, the 
Court of Appeals held that when the trial 
judge charged the jury, *. . . the court's 
attempted distinction between ‘mental dis- 
ease’ and ‘mental disorder was at least 
confusing" (ibid at 881). It went on to 
say that "Probably this attempted distinc- 
tion was meant to implement the court's 
view that psychopathy is not a "mental 
disease" and cannot relieve one from crim- 
inal responsibility" (ibid, 882). The opin- 
ion then notes that even under the old test 
for responsibility, the determination of 
what kind of mental illness might result in 
a finding of “not responsible," was a matter 
for the fact-finders (jury or judge, if no 
jury) and the judge's charge therefore 
contained "fatally damaging error" The 
Court observed that this case would be 
re-tried under Durham, and made it quite 
clear that it anticipated the inclusion of 
evidence of all forms of psychopathy under 
its new rule. If the meaning of this opinion 
had been well understood, it might have 
obviated some of the confusion which fol- 
lowed about the status of sociopaths under 
Durham (13). It should be emphasized 
that the policy decision of what the stand- 
ard for responsibility will be, is a social 
decision expressed through the law—not 
a matter which psychiatrists can settle on 
or off the witness stand. As private citizens 
we may have our own opinions, but they 
must not get mixed up with our courtroom 
testimony( 14). 

Taylor v. U. S. (222 F.2d 398) (handed 
down in March, 1955) is important for its 
definition and discussion of the pre-tria 
psychiatric handling and examination 0 
defendants likely to raise the insanity de- 
fense. Taylor had been committed follow- 
ing judicial determination of incompetency 
to stand trial, and when he regained his 
competency and was tried, the government 
introduced testimony (over defense ob- 
jection) by the doctors who treated Tayi 
in St. Elizabeths. Defense argued on appe 
that this was breach of the privileged com- 
munication District of Columbia pati 
have by statute (D. C. Code [1951] $1 
308, 29 Stat. 138). E 

The Court of Appeals, in its opin 
stated that this testimony was inadmiss! 
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— 
because of the privilege, and furthermore, 
- it was inadmissible because of the extended 
_ protection given to information uncovered 

during competency hearings. We psychia- 
trists should pay special attention to this 
latter point because of the frequency with 
which we introduce information into our 
competency reports which not only is ir- 
relevant to the question of competency, 
but greatly jeopardizes defendant's rights 
in his subsequent trial. This is an ethical 
as well as a legal question, which deserves 
closer scrutiny. 

The second appeal of Monte Durham is 
worth a brief comment. In March of 1956, 
_ the Court of Appeals reversed Durham's 


second conviction (237 F.2d 760), after ` 


the trial court made essentially the same 
error it had in the first trial. The reluctance 
of some of the trial courts to accept the new 
tule, became quite apparent at this time. 
We shall see further evidence of this in 
later cases. 

The next important case is that of Doug- 
las v. U. S. (239 F.2d 52 [1956]). In this 
opinion the court takes up two problems 
Of interest to us: 1. The question of the 

en of proof in an insanity case, and 
2. The relative weight of psychiatric versus 
'ay testimony in these matters. In all crim- 
inal prosecutions there is a presumption 
ОЁ sanity in the defendant. Since the Su- 
reme Court's opinion in Davis v. U. 5. 
(160 U. S. 469 [1895] ), once "some evi- 
dence of insanity" has been introduced by 
М defense, the burden of proof shifts, and 
. Prosecution must then prove sanity "beyond 
а reasonable doubt." Though Davis was 
decided in 1895, little clarification of this 
Issue has occurred since then. The Douglas 
‘fase leaves the variable degrees of proof 
be defined later, but it goes so far as to 
Make the unusual statement that 


e In an Appropriate case there is a duty to set 
{ asi > the verdict of guilty and to direct a 
E ct of not guilty by reason of insanity— 
bec to be performed with caution, however, 
enue Of the deference due the jury in 
| "solving factual issues (ibid at 57). 


» ie Court also begins in this case to 
Bell out the nature of psychiatric exper- 

d how it is to be distinguished from 
У opinion. In relation to the jury's peroga- 


ON 


„та А 


tives in dealing with psychiatric testimony, 
the Court states that its prior holdi 
Holloway (148 F.2d 665) 


‚+. is not authority for disregarding e 
testimony. It must be considered with 
other evidence, not arbitrarily rejected. 
jury must not be upheld in arbitrarily convict 
ing of crime (ibid at 59). M. 


This case sets the stage for further re 
ment of the questions of weight of evid 
and burden of proof. - 

Six months after Douglas in April, 1957, 
when Blunt v. U. S. (244 F.2d 355 [1957 
was decided, the court further clar 
its views on psychiatric expert testimon 
Noting that the trial judge charged 
"The doctor's opinion was not there 
based on actual observation or on actu 
facts, but on conclusions drawn from a 
examination held considerably after 
commission of the offenses"? (ibid at 
the court said : 
As an expert witness, the psychiatrist is 
mitted to testify to his inferences from fa 
His opinions are exactly what is sought. 
these opinions may be based upon facts 
has himself observed, or facts he has 

others relate, or hypothetical facts pres 
to him. The purpose of employing an ез > 
witness is to obtain for the jury the type of - 
clinical opinion he is accustomed to form and É 
to rely upon in the practice of his professi 
This is what the psychiatric witnesses did ii 
this case. Though their conclusions were not - 
mathematically demonstrable certainties, nei- _ 
ther were they mere conjectures, suspicions 
or hunches. 1 
Because of the trial judge's distorting — 
comments about the psychiatric testimony | 
as well as other prejudicial remarks about | 
the evidence, the case was reversed and. 
remanded for a new trial (provided Blunt 
was found competent to stand re-trial) (15). _ 
When the Court of Appeals reversed and | 
remanded the second conviction of Stewart 
(Stewart v. U. S. 247 F.2d 42 [1957]) in 
a much divided en banc opinion, Њеу 
further clarified their expectations regard- 
ing psychiatric testimony. Rejecting a con- | 
tention by appellant they said, L 
The rule laid down by Durham requires no - 
different examination by the psychiatrist, but — 


^ 
5 


` 


F 


3]talics are the Court's. 


only a different examination of the psychia- 
trist by the lawyer (ibid at 44). 


Because of the prosecutor's hínts that some 


y. 663. 7 S. W. 155, 156 (1888)" 
(ibid at 46), the divided court reversed 
and remanded for a new trial. 


- ment that Durham's concept of real 


4 

Indeed, it might, but like all word 
[ edefined sien 
_ €oe and other opinions, tend to fi 
Ee and Че-Чы ганды. Chainer 
In Carter v. U. S. (952 F.2d 61 
E [1957]) the court stated : SR od 
} 


p 
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Deseription and explanation of the origin, 
development and manifestations of the alleged 
disease are the chief functions of the expert 
witness. The chief value of an expert's testi- 
mony in this field, as in all other fields, rests 
upon the material from which his opinion is 
fashioned and the reasoning by which he pro- 
gressed from his material to his conclusion ; 
in the explanation of the disease and its dy- 
namics, that is, how it occurred, developed and 
affected the mental and emotional processes 
of the defendant ; it does not lie in his mere 
expression of the conclusion. 


Herein lies the heart of a common diffi- 
culty for psychiatrists, and it is ironic that 
this advice must come to us from the Court. 


; While courts often badger us for a different 


kind of information than this, at the same 
time we psychiatrists all too often forget 
the nature of the facts to which we are 
testifying. At the risk of being repetitious, 
let me say that when we use the labeling 
words of our profession, it is highly ques- 
tionable that we are transmitting any in- 
formation, The word psychosis for example 
may possibly mean something when one 
psychiatrist says it to another, but it most 
certainly has no accurate or specific mean- 
ing to a layman. On the other hand, a full 
description of the clinical observations 
which bring us to our “conclusion,” may be 
very informative to that same layman. 

The Court in this case also substantially 
clarified the relative merits of lay versus 
expert testimony. They write : 


Also obvious upon a moment's reflection is 
the fact that, while a lay witness's observation 
of abnormal acts by an accused may be 0 
great value as evidence, a statement that the 
witness never observed an abnormal act om 
the part of the accused is of value if, and only 
if, the witness had prolonged and intimate con- 
tact with the accused (252 F.2d 608, 618). 


When the divided court affirmed. the 
second conviction of Lyles, (Lyles v. U. 5: 
254 F.2d 725 [1957] Judges Prettyman 
and Burger writing for the majority, reit- 
erated the rule that the jury has the right 
to know and must be told what will happe? 
to the accused if they find him "not guilty 
by reason of insanity." They also ruled “ 
several technical questions regarding 83€" 
missibility as evidence, of certain recor 
of past mental illness as well as informa- 


tion obtained during competency hearings. 
The dissenting opinion in Lyles, ( written 
by Bazelon, J.) makes it clear that the con- 
flict among D. C. psychiatrists regarding 
Sociopathy began in this case. The dis- 
senters argue that the trial judge, when 
he remarked that Lyles’ illness was “socio- 
pathy,” implied to the jury that if they 
found Lyles not responsible and committed 
him to the hospital according to the Taylor 
mule he would be released shortly since 
he could not be mentally ill in the eyes 
of the hospital psychiatrists. In the light 
of subsequent developments at St. Eliza- 
beths regarding this diagnosis, there seems 
F to have been considerable merit to this 
fontention that the trial judge's charge 
regarding psychiatric evidence, was in fact 
© prejudicial(13). This case is important for 
the issues which it raised, rather than for 
those it settled. 
_ The main issues raised on appeal in 
EWricht v. U. S. (250 F.2d 4 [1957]) in- 
yolve the government's “burden of proving 
beyond a reasonable doubt that Wright was 
Sane,” and also the failure of the court to 
Brant certain jury charges to defense. The 
Opinion points out that 


the nature and quantum of evidence of sanity 
Which the Government must produce to sustain 
its burden and take the issue to the jury will 
_ Ушу in different cases. Evidence of sanity 
Which may suffice in a case where the de- 

ant has introduced “some evidence” of 
insanity may be altogether inadequate in a case 
te the evidence of insanity is substantial. 
“store considering the sufficiency of the Gov- 
fmmen''s proof in the instant case, therefore, 
We must assess the evidence of insanity in- 
uced by the appellant (ibid at 7). 


This becomes the standard for proof of 
“Sanity, after this case, 

In this opinion there is also a long cita- 
Jon from Carter, and the Court emphasizes 
_.. Position about lay testimony with the 
"omment that : 


{ough the testimony of lay witnesses may 
4 competent evidence on the issue of insanity, 
ШЖ does not follow that, in the face of sub- 
ntial showing of insanity, the Government 
' send the issue to the jury simply by 
ay eS. two policemen testify, “he looked 
a et me.” The probative value of 
Т? Opinion on the issue of insanity depends on 


the facts upon which it is based. Thi 
Тш tros ОРНО АШИ 


In answer to the Government's ai 
that some of the psychiatric exami 
were conducted too long after the cos 
mission of the crime to give experts 
adequate basis for their opinions, th 
Court says, 
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In this opinion, the Court ordered the trial —- 
court to dismiss the indictment because of | 
the Government's failure to give defendant - 
his constitutionally guaranteed right to a К 
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speedy trial. In doing so they say ( Bazelon, 
J.) 

Considering the pattern of violence char- 
acterizing appellans behavior since his ad- 
olescence and the Government's justifiable 
concern with his criminal recidivism, com- 
mitment of the appellant to a mental hospital 
might well have been the wisest and most 
desirable disposition of this case (ibid at 26). 

It is open to the Government, however to 

ed for a civil commitment under D. C. 
Code § 21-326, if it considers that, with Wil- 
liams at large in his present state, "the rights 
of persons and of property will be jeopardized 
Or the preservation of public peace imperiled 
and the commission of érime rendered prob- 
able" (ibid at 26). 


After the Williams case there follows a 
series of cases appealed on such issues as, 

1. Proof of sanity in the face of substantial 
evidence of insanity, 2. A motion to acquit, 

— - the jury verdict notwithstanding, and 3. An 
_ appeal to set aside a writ of habeas cor- 
| pus, granted to a man who had been com- 
~ mitted following a successful insanity plea. 
- Time does not permit detailed exposition 
| of these cases, although they provide in- 
_ teresting highlights to the general develop- 
, ment of these aspects of D. C. law. Dis- 
_ tributed among the cases described above 
there is also a series of cases involving the 
- question of competency to stand trial(17). 
By early 1958 the impact of these 
opinions had begun to filter down to the 
- level of the trial courts and the Court of 
| Appeals efforts to clarify the law involving 
the insanity plea began to bear fruit. Early 

in that year there were several cases in 
which the trial judge directed a verdict of 
not guilty by reason of insanity, and 
several defendants were acquitted by the 
jury with the same verdict. The final 
case I shall discuss, was the first one in 
| which a jury found a “pure” sociopath, not 
. guilty by reason of insanity. John Leach 
- (©. S. v. Leach Cr. No. 450-57 [1958]) 
- was indicted for robbery, tried in Novem- 
_ ber, 1957, and committed to St. Elizabeths. 
— In April of 1958, he filed а write of habeas 
corpus, and the District Court ordered his 
= release. The superintendent of St. Eliza- 
- beths appealed this action and in Over- 
- -holser v. Leach (257 F.2d 667 [1958]), the 


4 Court sets out the standard for release of a 


person following commitment as “not 
sponsible.” They state : 

The phrase “establishing his eligibility for 
release,” as applied to the special class of 
which Leach is a member, means something 
quite different from having one or more psy- 
chiatrists say simply that the individual is 
“sane.” There must be freedom from such 
abnormal mental condition as would make the 
individual dangerous to himself or the com- 
munity in the reasonably foreseeable future 
(ibid at 670). 


This is a sweeping standard which raises 
the same spectre as do the "sex-psychopath — 
laws." The relationship of such a commit- 
ment to the availability of treatment, the 
potential duration of such a commitment, 
and other similar problems, must await the 
further development of experience as well 
as law. 1 
We can see from the foregoing that the 
Court of Appeals in its decisions since 
Durham has systematically dealt with and 
clarified a great many of the problems 
raised by the new test for criminal re- 
sponsibility. The dire results predicted by. 
many have not come to pass, and the crimi- 
nal process appears to be proceeding in an 
orderly, and considerably enlightened man- 
ner in this jurisdiction. Though full utiliza- 
tion of the opportunities offered by Durham 
is just beginning, there are definite signs _ 
that this rule will facilitate greatly 
disposition of criminal offenders in whom 
there is mental illness. This can lead po- 
tentially to a single systematic method for 
criminal adjudication which will make pos- 
sible the complete individualization 
treatment for offenders. It will leave 
test for responsibility in a flexible state — 
where it may be altered and updated con- 
stantly as behavioral science knowledge a@ 
vances, It will put pressure continua y 
upon both prosecution and defense to pre 
sent their case in language which is com 
municative to the fact triers ; not in magic? 
formulae which no one can really under - 
stand. , 
While no major jurisdiction has ys 
adopted Durham, many have had to exe. 
Strong pressure to resist it(18). Bs 
courts have gone to great lengths to prove 
why they should not abandon M'Naghte 
Psychiatrists should recognize this as © 


1959 ] 


earliest stage of acceptance, and the suc- 
cessful experiment in the District of Colum- 
bia with its progressively developing law 
should speed this change. 
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at., 112 : 651, 1956. To a very considerable 
extent Ray's views reflected concepts of men- 
tal function essentially dynamic in character. 
or example, see : Ray, Isaac : Medical Juris- 
Prudence of Insanity. Boston ; Little & Brown 

0., 1838, Chapter 6 at page 152. We should 
recall also that Isaac Ray influenced another 
‘MPortant opinion through his close corres- 
Pondence with Justice Doe of the New Hamp- 
Si re Supreme Court, which handed down 
E v. Pike in 1870. (49 N. Н. 399. Also 

ate v. Jones, 50 N. Н. 369 (18711). See: 
Ck, Louis E.: The Doe-Ray Correspond- 
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ence. Yale L. J., 63: 183, 1953, This ead 
precursor of Durham used similar language 
to its modern counterpart. Merely on the face 
of this fact, it can hardly be contended thal 
Durham exceeds the status of current psy 
chiatric knowledge. It merely catches up with 
knowledge well known at the time of the 
M'Naghten and Pike opinions. з 
10. 214 F.2d 862, 875-876. ^ 
ll. For instance see Briscoe v. U. S, 248 
F.2d 640 at 642, 643. * 
12. See Davidson, Henry A.: Am. J. of 
Psychiat., 115 : 410, 1958 and Szasz, Thon 
S. : Am. J. of Psychiat., 114 : 405. E 
13. See Weihofen, Footnote Two above at 
p. 87. 
14: I agree with Szasz on this point in 
“Psychiatry, Ethics, and the Criminal Law.” 
Columbia L. R., 58: 183, Feb. 1958. 
15. For a glaring example of a judge forc- 
ing psychiatric testimony into a meaningless 
mold, see the cross-examination of Dr. Ralph 
Brancale in People v. Horton, (308 N. Y. 1 
[1954]. й 
16. For the authors views on the proces 
of criminal adjudication and treatment 
Watson, Andrew S.: Law and Contemporary 
Problems, 23 : 11, 1958. Д 
17. Gunther v. О. S. (215 F.2d 493). 
Contee v. U. S. (215 F.2d 324). 
Wear v. U. S. (218 F.2d 24). 
Bishop v. U. S. (233 F.2d 582). 
Wells v. U. S. (239 F.2d 921). 
Fooks v. U. S. (246 F.2d 629). 
18. For example see : 
State v. Davies Conn. Sup. Ct. Em. _ 
1/20/59. ы 
People v. Carter (142 N. E. 2d 11). [ 
Flowers v. State (139 N. E. 2d 185). — — 
State v. Goyet (120 Vt. 12). 
Saver v. U. S. (241 F.2d 640). 
State v. Kitchner (129 Mont. 331). 
Sollers v. State (26 LW 2239). 
State v. Collins (50 Wash. 2d. 740). 


DISCUSSION 


CuanLEs Savace, M.D. (Palo Alto, 
Calif.)—The Durham decision was greeted б 
with tremendous acclaim 5 years ago by the - 
idealist who saw in it a Bill of Rights for the — 
mentally ill, and by the villain, who as - 
Cicero points out “Inevitably seeks justifica- 
tion for his crime in some natural provision 
of rights.” It was also greeted with grave - 
apprehension by lawyers. The high hopes — 
of the former and the dour expectations of — 
the latter have all been confounded by the 


development of the Durham decision. 
Dr. Watson has given us a thorough and 
scholarly analysis of the Durham decision 
_ and its development and vicissitudes during 
the past 5 years. He has rightly stressed the 
communication difficulties between psychi- 
| atrists and lawyers, and the tendency of 
j psychiatrists to speak like lawyers, and of 
-— lawyers to speak like psychiatrists. If I were 
to make any criticism of this paper, it would 
be that Dr. Watson falls into the same error 
of which he complains. His paper speaks 
‘the language of the law rather than of 
medicine. I regret that his very thorough 
analysis could not have included some ref- 
-erence to psychiatric opinion more modern 
_than that of Isaac Ray. But while I have 
nothing but praise for Dr. Watson's analy- 
- sis, I have sometimes thought of the Dur- 
- ham case as the worst thing to come out of 
- Washington since the Dred Scott Decision. 
arises from the same humanitarian im- 
- pulse which seeks to resolve a social dilem- 
ma by a tour de force of judicial legislation. 
"Though widely heralded as bringing legal 
— psychiatry more in line with modern psy- 
chology, it actually does no such thing. It 
_ is a peculiar mixture of Aristotelian faculty 
ology, metaphysics, mysticism, and 
a theology. Were I a lawyer I 
would also hazard the opinion that it is 
mot very good law either. 
__ Dr. Watson has commented on its vague- 


- extreme has proven no barrier to its adop- 
tion. In extreme cases there will be general 
. agreement among psychiatrists. It is in the 
_ borderline cases such as the sociopaths 
where there will be wide disagreement : 
- the same cases which caused us great dif- 
- ошку during the old M'Naghten days. 


DURHAM PLUS FIVE YEARS 


.. [October 


But even if one can get general agree- 
ment as to the presence or absence of 
mental illness, (which is possible, if one 
can get general agreement as to the defini- 
tion to be used), there is no possibility of 
answering the second question posed by 
the Durham decision: is the crime the 
product of a mental illness. I can see this 
question as only sheer mysticism if not 
madness. How can a crime be the product 
of a mental illness ? Crimes are committed 
by people, not by mental illnesses. It is as 
though the mental illness were some dae- 
mon residing within the head which medi- 
ated some behaviour and not others. As 
Dr. Weinstein has pointed out, one cannot 
even tell which part of behaviour is medi- 
ated by an epileptic focus. 

The Durham decision merely restates the 
principle of the McNaghten Decision in 
different language. Both assume that one 
is naturally endowed with freedom of the 
will which may however be overturned 
temporarily or permanently by illness. Both 
make implicitly the declaration that if one 
chooses the evil side of one's own free will, 
then he may expect the wrath of Judgment 
Day. 

This is hardly consistent with a deter- 
ministic scientific view of behaviour. But 
it is certainly consistent with Judge Baze- 
lon's position which he has stated as fol- 
lows : “Juries will continue to make moral 
judgments still operating under the funda- 
mental precept that our collective con- 
science does not allow punishment where 
it cannot impose blame.” 

This is neither good sense nor psycholo- 
gy. This hopelessly confuses the laws of 
the state and the laws of God, which 
presumably were separated some time ago 
by Hobbes. It ignores the fact that punish- 
ment can be quite effective without any 
necessity of attaching blame. As Dr. Rich- 
ard Board of Washington has put ib 
“Liberalized criteria for establishing crimi- 
nal responsibility as represented by the 
Durham decision are but siren songs, luring 
the psychiatrist from his deterministic 
science to pose as an expert on theologic? 
matters, Where in the range of psyche 
dynamics does moral responsibility SUC 
denly or gradually appear ?" Here lies my 
only quarrel with Dr. Watson. The PSY 
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"chiatrist, when he testifies in a trial of 
criminal responsibility, does testify about 
moral guilt, whether he likes it or not. 
I have stated above why the Durham 
— decision should be grounds for disquietude 
‘on the part of any psychiatrist. The 
grounds for discontent for the villains are 
contained in the important decision : Over- 
holser vs, Leach which is the counterpart 
to U. S. vs. Leach where Leach was found 
not quilty by reason of insanity due to 
“pure” sociopathy. Overholser vs. Leach 
established that sociopathy is grounds for 
continued commitment. I wish Dr. Watson 
had had more time to devote to this case 
_ which is crucial to the development of the 
Durham decision, and as he says: "is a 
_ rather sweeping standard which no doubt 
- raises the same spectre as some of the ‘sex 
psychopath’ laws." I suspect that criminals 
_ апа their lawyers may discover, as a result 
of this decision, that a short term in a well 
. run prison would be far more salutary than 
| indefinite commitment to a hospital for the 
criminally insane. 
This raises the happy prospect that good 
may eventually grow out of evil, that the 
Durham decision, bad as it is, will initiate 


- а series of changes which will lead to its. 
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own abandonnen RR АФ, 
reason of insanity will disappear · 
in capital cases. Then if w 


to, we might obey the fifth commandme 
and abolish capital punishment, and w 
it abolish insanity pleas altogether. 

When we realize that salting aw 
sociopath for a long time in a теп 
pital is no answer, we may even get 
to reforming our penal system. And Ic 
think of no better way to start th 
re-read Dr. Solomon's last years addr 
on the evils of large hosp 
and recognize that it applies with ec 
force to prisons. иі 

When this happy event occurs, 
resign from the arena of theol 
which Judge Bazelon has cast us a 
and resume our role as physicians 
entists who may be y able. 
the court on the sentencing and di 
of criminals. The jury could sti 
termining matters of fact ; the j 
return to the administration 
Moral judgments are far too imp 
men to assess ; their assessment 
left to God. 


increased considerably in recent years. 
- More articles have appeared in the last 4 
ears (34 during 1954-1957) than in all 
previous years combined (22 prior to 1945) 
(1, 2). Indices, journals, texts and abstract 
journals are increasingly including the word 
cebo in their lists of references(1, 2). 
word placebo appears more frequently 
the title of articles and it is becoming a 
nmonplace in research as it has been a 
nmonplace in medicine for a much long- 
od of time(3, 4, 5). A placebo con- 
is included in double-blind studies 
ch also are appearing more frequently 
ientific literature. 
This paper is a shortened version of the 
first of several papers on the placebo effect 
. Our concern in this paper will be 
ed primarily to an examination of the 
ical data. This is important, for as 
d by Santayana, “Those who forget the 
are destined always to repeat it.” 


RY AND DEFINITION OF THE WORD 

Let us first trace the history of the word 
cebo(6, 7, 8). It is the first person 
singular of the future indicative of the 
Latin verb “to please,” the word “placebo” 
b equivalent to the. phrase ^I shall 


please" The first use of the word dates 


will у =? or "I will please 
_..” It is then found in phrases and nouns 
Chaucer and Scott suggesting sycho- 
ney and servility. It is defined as “a 
nmonplace method of medicine" in the 
edition of Quincy's Lexicon and in the 
adelphia Medical Dictionary published 
808 by John Redman Coxe. Pepper(8) 
ints out that this definition may illustrate 
7 Albert Einstein College of Medicine and Mental 
E. nom z Ree Municipal Hospital Center, 
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the earliest stage of doubt concerning the 
efficacy of prescriptions of those days, and 
an approach to the frank admission of a 
quarter of a century later which appeared 
in the 1811 edition of Hooper's Medical 
Dictionary with the definition of the place- 
bo as “an epithet given to any mc lication 
adopted more to please than to b. iefit the 
patient.” Almost all definition; in con- 
temporary medical dictionaries are inade- 
quate. The usual definition, with slight 
variation, is similar to that appearing in 
the 1951 Dorland Medical Dictionary(9), 
where it is defined : *An inactive substance 
or preparation, formerly given to please or 
gratify a patient, now also used in con- 
trolled studies to determine the efficacy of 
medicinal substances." 

Recent investigators have elaborated 
further on the characteristics of placebos 
(3, 5, 11-13). The most widely known type 
is the “pure placebo." It is an inert sub- 
stance such as the lactose or sugar tablet 
and the distilled water or saline injection 
which is physiologically, biologically and 
organically inactive. Another more subtle 
and often unrecognized type is the "im- 
pure" or "adulterated placebo" which con- 
tains some active ingredient, but which has 
no effect on the patient's illness. It may 
contain a truly active substance but be 
given in inappropriate circumstance or in- 
adequate dosages. The majority of place- 
bos are of this type, and include medication 
or procedures for every disease and system 
of the body. A placebo may be a drug 
which the physician knows to be a placebo, 
but which the patient believes to be potent. 
These may be either “pure” or “impure 
placebos.” A second kind is the placebo 
which both the patient and the physician 
believe to be potent, but which is really 
inert. These are usually “impure placebos; 
the most frequently used type, and proba- 
bly the most effective. Another type © 
placebo is that which both the patient and 
the physician believe in, but which !5 
actually harmful. One need only remember 
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T the radium injections given as tonics in a 
previous era which have caused sarcomas 
in a number of patients in recent years. 
A placebo may be ingested, injected, in- 
T serted, inhaled, applied or be any procedure 
| offered with therapeutic intent(8). Thus 
all treatment procedures can result in a 
D placebo effect(3, 5, 8, 10-14). This may be 
the only effect, the major effect, a minor 
effect, or not take effect at all. The placebo 
effect, if it occurs, may be positive or nega- 
L five, eg., the patient getting better or be- 
coming worse(5). 

Some of these thoughts have been in- 
corporated in a recent and improved defini- 
tion of the placebo as, “a preparation con- 
taining no medicine (or no medicine 
related to the complaint) and administered 
to cause the patient to believe he is re- 
ceiving treatment"(15). 


DEFINITION OF THE PLACEBO EFFECT 


| For the purposes of this paper, let us 

| define the placebo effect as the psychologi- 

Leal physiological or psychophysiological 

of any medication or procedure given 

With therapeutic intent, which is inde- 

Pendent of or minimally related to the 

acologic effects of the medication or 

to the specific effects of the procedure, and 

Which operates through a psychological 
ism. 


PRESCIENTIFIC MEDICAL TREATMENT 


Medication always appears to have been 
Importance to man. Sir William Osler 
(16) felt that the desire to take medicine 
_ Was one feature which distinguished man 
tom his fellow creatures, It is probable 
Mat whatever beneficial effects accrued to 
Mans first medication could only have been 

ue to the placebo effect(13), Of course 
ET do not know anything about the nature 
Boat first medication, nor anything 
p» t the first physician. Historians, how- 
LSU attribute the earliest portrait of a 
элу сїап to Cro-Magnon times in the year 
fay В.С. (17, 18). Obviously this horned, 
ae d hirsute and animal-like apparition 
— like] Breat psychological effect, and it is 
ph Y that the medication used by this 
Physician was principally as a vehicle to 
pace the psychological or placebo effect 
without any intrinsic merit(13). Al- 


though a surgical procedure in our times 
has much intrinsic merit it also has a 
found psychological or placebo effect (13- 
19). One has only to remember the solemn, 
tense and magical atmosphere that charac- 
terizes the usual lay-dramatization of surgi- 
cal procedures. It can be said that one com- 
mon feature that links ancient and modern 
medicine is the placebo effect(13). Y 
The history of medical treatment, al- 
though concordant with scientific progress - 
in general, is at the same time incredible, _ 
In ancient Egypt, according to the Ebers 
Papyrus, in 1500 B.C., patients were often 
treated with medication such as "lizard's _ 
blood, crocodile dung, the teeth of swine, ~ 
the hoof of an ass, putrid meat and fly 
specs" (11). No treatments of specific. 
value are found in all the pages of Hip- 
procrates( 10). In ancient Babylonia gastric” 
complaints were treated by pouring burning - 
juice of cassia over the patient(20). In the _ 
Tth century, Paul of Aegina(21) outlined 
the use of blood in treatment : pigeon and _ 
turtle blood for ocular hematomas and 
during trephination; owl blood for dys- 
pnea ; bat blood for preserving the breasts 
of virgins ; bat, frog, chameleon and dog- 
tick blood to prevent breast hirsuteness ; 
goat blood for dropsy and kidney stones ; 
domestic fowl blood for cerebral hemor- 
rhages ; lamb blood for epilepsy ; kid blood 
for hemoptysis ; bear, wild goat, buck goat 
and bull blood for apostemes ; land croco- 
dile blood for visual acuity ; duck, stag and 
goose blood for deadly poisons. It is well- 
known that bleeding was a very common 
remedy for a multitude of conditions. 
Leeches were only one of many methods | 
that were used. In 1827 alone, 33,000,000  - 
leeches were imported into France because — 
domestic supplies were exhausted(22). In 
the 13th century we read about a cure for < 
gout consisting of oil of skinned puppy, _ 
vulture, goose, bear, fox, wax and 7 other _ 
substances(20). In the 17th century edi- - 
tions of the London Pharmacopeia(21) we 
read about the use of worms, lozenges of 
dried vipers, powders of precious stones, 
oil of bricks, ants, wolves, spiders and 
earthworms, fur, feathers, hair, human 
perspiration, saliva of a fasting man, spider 
webs, wood lice, moss scraped from the 
skull of a victim of violent death, crabs’ 


eyes and claws and human urine. In the 
17th and 18th centuries we note the pre- 
scription of “hotte horse dung” for ague, 
goose dung for baldness and sheep dung 
for gall stones(19). 

__ Despite these useless, abhorrent and often 
harmful drugs, and the continued prescrip- 
tion of the "flesh of vipers, the spermatic 
uid of frogs, horns of deer, animal ex- 
tions, holy oil'(12) and other bizarre 
substances, the physician continued to be 
a useful, respected and highly honored 
"member of society. 


medications used by physicians up to the 
16th and at times during the 18th centuries 
(14, 17, 19, 21, 23.29). 

Unicorn Horn : The fabled unicorn horn 
was used to detect and protect against 
oisons in wines and foods. It usually came 
‘om the ivory of the narwhal or elephant. 
here are records of these horns selling for 
as high as $75,000. They disappeared from 
in the 17th century. 
ezoar Stones : Bezoar stones came from 
bic medicine to Europe and were used 
poisons of all types, melancholia, and as 
universal antidote. According to legend, 
t bezoar stone was the crystallized tear 
m the eye of a deer bitten by a snake. 
eality they were a gall stone or concre- 
ion found in the stomachs and intestines 
mals such as the goat. These stones 
often counterfeited, pebbles being 
d instead, and there are records of in- 
viduals being tried and punished for this 


Mandrake : Mandrake was used by the 
ly Babylonians and Hebrews, by Nero 
was mentioned by Shakespeare. Its 
nciple esd m» an anesthetic and 
ac. According to popular supersti- 
n the mandrake еа when pulled 
m the earth and anyone hearing the 
hreik went mad. To avoid this a dog was 
ed to the plant and in seeking to escape 
out the root. As a further precaution 


use as an aphrodisiac is suggested b 
existence of male and sea rd 
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which even extends into contemporary 
times. The Royal Touch, in which a regal 
and royal personage touched a patient with 
the King’s Evil (usually scrofula but at 
times extended to all types of illnesses), 
was perhaps the most famous of such pro- 
cedures. It first appeared in 300 B.C., en- 
tered Europe in 500 A.D. and England in 
the 11% century. Thomas Aquinas, by 
testifying to the cure of a page by King 
Clovis in the 5th century, helped to sanctify 
the practice. Samuel Johnson was touched 
as an infant but not cured. Many quarrels 
occurred over lineage and the right and 
ability to cure by touching. Patients often 
were carefully screened and only one treat- 
ment per person was allowed (thus decreas- 
ing the possibility of failure). King Charles 
II touched 90,798 patients during 19 years 
of his reign in the 17th century. Of this 
ritual, Richard Wiseman, the surgeon to 
Charles II lamented in his treatise on scro- 
fula, “The weakness of our ability when 
compared with his majestys who cureth 
more in any one year, than all our chiru- 
geons of London have done in an age.” This 
practice disappeared in England during the 
18th century and in France during the 
19th century. 

Powdered Mummy : Powdered mummy 
presumably came from a ground-up mum- 
my in Egypt. It resembled and tasted like 
rosin, and was used to heal wounds and 
as an almost universal remedy. Several 
official conferences complained about the 
adulteration of the powdered mummy from 
Egypt (and the impurity of the unicorn 
horn as well), probably when their ef 
fectiveness decreased. Paré, who was 10° 
fluential in undercutting many of these 
delusionary beliefs, replied, "It doesnt 
make much difference . . . because our 
French bodies are just as effective . « · › 
none of them being of any value. А 

These medications were very expensive 
and only the wealthy could afford them. 
Theriac and Mattioli contained up tO A 
and 230 ingredients respectively, all x 
which were worthless. Usnea (the e 
scraped from the skull of a hanged crim 
nal), eunuch fat, fly specs, human ei 
animal excretions were some of the o 
unpalatable drugs. Medical reasoning ber 
primitive : the lungs of a fox, a longwin! j 
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‚ was given to consumptives ; the fat 
‘ofa bear, a hirsute animal, was prescribed 
for baldness ; mistletoe was prescribed for 
the falling sickness because it grew on the 
Mak and hence cannot fall. Despite the 
се and superstition, physicians must 
have benefited their patients because they 
continued to be held in high esteem. 
Consider the treatment by the physicians 
of his day that Charles П endured : 


A pint of blood was extracted from his right 
am, and a half-pint from his left shoulder, 

ed by an emetic, two physics, and an 
enema comprising fifteen substances : the royal 
M head was then shaved and a blister raised ; 
Шеп a sneezing powder, more emetics, and 
bleeding, soothing potions, a plaster of pitch 
and pigeon dung on his feet, potions containing 
len different substances, chiefly herbs, finally 
40 drops of extract of human skull, and the 
— application of bezoar stone; after which his 
Majesty died (30). 


(For a more complete description, see 
SHagsard(17).) — 73 i 
_ Astute observers of their time, such as 
Maimonides(31), Montaigne(10) and Mo- 
Пёге( 24) were able to perceive the serious 
comings of medical practice. As late 
äs the 17th century, however, a contem- 
— Porary of Molière, Robert Boyle, the father 
of modern chemistry, after expunging 
Many questionable remedies from the re- 
pharmacopoeia, included the sole of 
an old shoe “worn by some man that walked 
Much” which was to be ground into a 
| Powder and taken for stomach ache(25). 
ver Wendell Holmes said as recently as 
—990, that if nearly all the drugs then in 
Б could be sunk to the bottom of the 
1 E' would be all the better for mankind 
c all the worse for the fishes”(32). De- 
5р - sick gt continued to submit 
; urging, puking, poisoning, cutting, 
hee blistering. Bleeding. las 
ng, sweating, leeching and shocking. 
E x could expand at considerable length 
hat Er such examples. Today we know 
e effectiveness of these procedures 
Medications was due to the placebo 
NN 17th century cinchoma bark, 
“ү! Contains quinine, was introduced as 
atment for febrile infections. Syden- 
7» by demonstrating that it was only 


specific for fever of malarial origin, con- 
tributed to the end of Galenism and the 
beginning of scientific medicine(8, 17, 24, 
27, 33). It may be considered that this was 
the first drug that was not а placebo(8, 
10, 11), because previous to this there was 
no way to distinguish a placebo from a 
non-placebo( 8). 


DISCUSSION 


If it can be said that scientific medicine 
truly began only 7 or 8 decades ago(1l, 
14, 30), we are led to the inescapable con- 
clusion that the history of medical treat- 
ment for the most part until relatively 
recently is the history of the placebo effect, 
since almost all medications until recently 
were placebos. 

The frequent reference to the importance 
of the “art of medicine"(13, 18, 34-36) 
implies an understanding of the placebo 


effect. This is also true of Hippocrates ob- 


servations on the "art of medicine"(37) 


although none of the drugs used by the | 
latter have proven to be of any use(10). _ 
One cannot help notice the rash of treat- 


ment methods that successively appear on 


the medical scene, only to be relegated to | 


limbo and the statüs of curiosities in the 


history of medical treatment( 11, 18, 36, 38. 8 


41). This has led to the famous admoni- 
tion: *you should treat as many patients 
as possible with the new drugs while they 
still have the power to heal." This implies a 
knowledgeable appreciation of the placebo 
effect, a statement which has become so 
famous that it has been attributed to Trous- 
seau(1l, 42, 43), Osler(44), Sydenham 
(48) and Nolan D. C. Lewis(38). 
Although medicine was integrally re- 
lated to the finest scientific, religious, cul- 
tural and ethical traditions in most periods 
of history, and despite the ephemeral and/ 
or quite quantitative appearance of drugs 
or procedures which were truly helpful, 
one may ask how physicians maintained 
their positions of honor and respect 
throughout history in the face of thousands 
of years of prescribing what we know today 
to be useless and often dangerous medica- 
tions? Indeed! this would have been a 
major accomplishment of the physician 
were it not for the fact that despite the 
uselessness of the drugs and procedures, 


4 


pU 


— nevertheless, physicians did help their pa- 
_ tients(10, 11). 

We are led then to another conclusion : 
that the potent placebo effect which charac- 
terizes the history of medical treatment is 

. related, in some as yet unelucidated way, 
to the doctor-patient relationship(4, 5, 10, 
- 11, 46-48). Houston(10) views the physi- 
. cian as the therapeutic agent by which 
_ cures were effective in the past, since the 
. therapeutic procedures were placebos. 
n Findley(11) says, “. . . that the physician 
- is a vastly more important institution than 
the drug store,” and that even today, “De- 
spite the scientific achievements of this 
century the physician himself is still the 
. most important therapeutic agent.” It has 
- been aptly observed that the physician's 
most important therapeutic agent is his 
medical degree which he receives upon 
graduation from medical school. 
. Houston(10) remarks on the many re- 
minders of the historical past in the con- 
temporary successful existence of the nos- 
trum vendors, chiropractors and myriads 
of other varieties of quackery. He also notes 
that no one considers applying the princi- 
- ples of osteopathy to animals, where it 
ould certainly fail, because the principles 
effective only when they involve a 
an interpersonal relationship. 
To the element of the doctor-patient re- 
ionship, we must add the importance of 
faith which is reflected, in part, by the fact 
_ that the best educated, major religious 
group in the United States is able to deny 
the rational efficacy of any treatment or 
medicine and to assign all treatment bene- 
i to faith. 
Another factor contributing to the "suc- 
ess" of these physicians in the past must 
postulated. Spontaneous recoveries and 
‘emissions “can” occur in the course of 
almost any illness and “may” be unrelated 
to the administered drug, doctor-patient 
relationship and placebo effects. It is very 
difficult, however, to isolate this factor 
because of the potential placebo effect in 
very therapeutic relationship. In addition 
the belief of the physician and/or the pa- 
ent that recovery is a consequence of 
ome activity of the physician would tend 
o increase the effect of placebos in general, 
Although this factor must be postulated it 


does not negate what is thought to be the 
more important influence of the doctor- 
patient relationship in the history of medi- 
cal treatment. 

We would have to mention also the 
importance of enthusiasm, expectation, 
conviction, suggestibility, personality and 
psychodynamic factors, and the unconscious 
and preconscious attitudes of both the doc- 
tor and the patient(2). Other factors have 
been suggested(2). Much research is re- 
quired in order to delineate the specific 
factors involved. 


IMPLICATIONS FOR PSYCHIATRY 


These historic considerations have im- 
portant implications for, and are clearly 
applicable to, all research and the evalua- 
tion of all therapeutic methods. This is 
especially true of psychiatry which has in- 
herent factors which maximize placebo 
effect potentialities. The placebo effect is 
a notorious concomitant of newly intro- 
duced therapeutic methods, and almost all 
treatment methods used in psychiatry today 
have been introduced relatively recently. 
The placebo effect is maximized and de- 
termined in part by the character of the 
doctor-patient relationship. This relation- 
ship is particularly close in most methods 
of psychiatric treatment, and is the major 
tool in all psychotherapeutic methods of 
treatment. 

Many methodological variables are taken 
into consideration in contemporary researc 
and evaluation of therapeutic methods. Un- 
fortunately, however, surveys of medi 
(and other scientific literature) reveal 
gross inattention to the placebo effect as ап 
important methodological variable(34, 49. 
50). This factor requires special attention 
because it is always present in therapeutic 
situations and extremely potent in its com 
sequences(5, 8, 10, 13, 51). It requires the 
use of placebo controls, the double blin 
procedure, statistical analysis and consulta- 
tion and concern with other appropriate 
methodological principles (52). d 

This paper has emphasized only the tent" 
ency to overevaluate the efficacy of thek 
peutic methods. Although this is the E^ 
marked tendency, one must mention к 
the influence of negative placebo effects 
contributing to an underevaluation of t" | 
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ly helpful therapeutic methods. Occasional 
records do occur of ancient medicine having 
stumbled upon useful drugs. The inability, 
however, to scientifically evaluate the 
specific usefulness of the drug resulted in 
its loss to future generations. The ancient 
Chinese gave ground-up “dragon bones” to 
children with convulsions(11); burnt 
sponge, which contains iodine, was used to 
treat simple goiter(11) ; an extract of the 
meadow saffron, which contains colchicine, 
was used in the treatment of gout in the 
6th century(23). In addition, these truly 
helpful treatments were lost to future gen- 
erations, in part, because of the placebo 
effects of other useless medication. 

Today we know that negative investiga- 
tory attitudes (negative placebo effects in 
part) can determine negative results. The 
problem of evaluation can be further com- 
plicated. An over enthusiastic investigator 
may come away with positive results for a 
great number of conditions, only a few in 
reality responding to the specific effect of 
the treatment, the others responding to the 
non-specific effects stemming from the 
placebo effect. Another investigator may 
fortuitously" study the effect of the treat- 
ment on those patients who are positive 
Placebo reactors, and come away with 
negative results, erroneously rejecting the 
whole treatment. 

Physicians and investigators, to some 
extent, in one form or another, recognize 
the widespread existence and potent in- 
fluence of placebo effects, However, there 
ìs a marked tendency for the latter to recog- 
nize placebo effects more easily in the work 
ie cde of others than in their own 

‚лы practice. This is illustrated by the 
of Be iat 3 times as many physicians are 

А opinion that they used placebos less 

iiid than their colleagues(48). 

ч Sha that if we keep these thoughts 

i. we will appear as wise 100 years 

now as do the compilers of the Paris 
armacologia of a century ago who said, 


Ua ledge can be afforded that the boasted 
m es of the present day will not, like 
ay predecessors, fall into disrepute, and in 

of the Am ine only as a humiliating memorial 

cians 94s ulity and infatuation of the physi- 

(53), о recommended and prescribed them 
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A brief history of the word placebo 
presented and the placebo effect was 
fined. Characteristic examples of prescienti 
fic medical treatment were described. 
following conclusions were reached: 
normative history of medical treatm 
until relatively recently is the history 
the placebo effect, Although physician: 
prescribed what we now know to be 
less and often dangerous medications 
procedures for thousands of years, th 
maintained their positions of honor an 
spect throughout history because they 
help their patients. This was possible 
cause of the potent placebo effect. ' 
placebo effect is related to the doctor- 
tient relationship and a number of otl 
factors derived from this relationship. ' 
placebo effect is maximized by the clo 
ness of the doctor-patient relationshi 
psychiatric treatment. Therapeutic effica 
should be studied and evaluated in the 
light of the methodological principles 
stemming from this knowledge. M 
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When we discuss the relationship of 
drugs to psychotherapy we must decide 
first when drugs should be used, when 
psychotherapy should be used, and when 
the use of a combination of both is indi- 
cated, Today drugs are used extensively in 
the treatment of the psychoses, and espe- 
cially in schizophrenia, but also increasing- 
ly in depressions. The kind of treatment to 
be applied will have to be decided based 
upon the clinical manifestations of each in- 
dividual case. Generally speaking, a psychi- 
atrist will use drugs in the major mental 
disorders and psychotherapy as an adjunct, 
Whereas in the psychoneuroses he will use 
psychotherapy as the main treatment and if 
necessary, drugs as an adjunct. However, 
the indications as to when drugs should be 
employed and when not are not clearly 
drawn. In major mental disorders where 
it is far more difficult to reach the patient 
and where the symptoms overwhelm him 
and prevent him from functioning, the use 
of drugs is indicated much more than in 
most patients who have adjusted and are 
àble to maintain their professional and 
Social activities. 
Drugs are now used extensively in schizo- 
phrenic patients in public mental hospitals. 
They usually receive one or another of the 
tranquilizing drugs and many show an im- 
E improvement. The amount of psy- 
i otherapy these patients receive is usually 
ред and is confined to reassurance or а 
Iscussion of their problems with the thera- 
Dist. In many mental hospitals a so-called 
erapeutic milieu is organized where the 
зода! in general partakes in some ac- 
In ni with, or in relationship to, the patient. 
E гече; sense this can be considered 
AUN ерене, but, of course, none can 
d ps ed as organized psychotherapy. À 
uh ew patients in public mental hospit 
of КОДАК a systemic and organized form 
— Psychotherapy on an individual level. 
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Of course many could participate in grouj 
therapy, but nevertheless a large number o 
patients receive drug therapy with 
psychotherapy. 

This immediately brings up the important 
question as to how much psychotherapy is 
needed for psychotic patients being tre: 
with drugs. To what extent can drugs 
place psychotherapy and vice versa? 
psychotherapy of the functional psych 
rests on the shaky assumption that 
disorders are of psychic origin and th 
fore, similar to the neuroses, should 
treated with psychotherapy. Application : 
psychotherapy in the functional psych 
is very complicated in public hospitals. 
reach is limited and the most difficult pro 
lem is the lack of adequate personnel whic 
makes it an impossible undertaking. 
statistics indicate that many schizophre 
show marked improvement and even 
elimination of symptoms with drug tr 
ments alone. On the other hand, the 
rate of such patients is quite high, reach 
approximately 30%. However, if 
ceive psychotherapy in addition to the d 
treatment this relapse rate can be cut in - 
half. It appears there are schizophrenic pa- - 
tients who have the ego strength to t 
over when the drugs reduce the gross psy: 
chotic state and who are able to adjust to 
different environmental situations. In а A 
considerable number of schizophrenics, | 
however, after eliminating the gross 
symptomatology of the disorder, we still _ 
see many adaptational difficulties remain- — 
ing in relationship to the environment. - 
They often have conflicts, feelings of in- — 
feriority, inability to formulate goals, mo- 
tivational confusion, ambivalence and - 
contradictions. These patients benefit a — 
great deal from psychotherapy. a 

The problem usually is not mentioned as _ 
to what extent psychotherapy can be ap- - 
plied in schizophrenic patients who are _ 
being treated with drugs. Seemingly this 
is not a great problem, most likely because _ 
the goal of the therapy is not a reconstruc- - 
Нуе one and therefore the therapist does not — 
feel that the administration of the drug | 
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interferes to any large extent with the psy- 
chotherapeutic process. The role of drugs 
in these cases is not clearly perceived but 
it is generally assumed that they suppress 
some of the symptomatology of the patient 
which interferes with psychotherapy and 
therefore makes the patient more amenable 
to such an approach. 1 may add there are 
some physicians who feel that if there is 
enough skilled personnel available, these 
patients do not need drugs and the reduc- 
tion of the symptomatology can be accom- 
plished by other means. Some investigators 
clearly claim that if you have enough per- 
sonnel, drugs can be replaced and of course 
it is also true to some extent that drugs can 
replace personnel. There is definitely an 
overlap. This is always present if we ma- 
nipulate the human psyche which is open to 
influence on many levels and it is possible 
to approach it psychotherapeuticaly and 
at the same time, chemically. The issue that 
will have to be discussed is which is more 
efficient and which is more feasible in a 
given case. However, we should not use 
vague or glib generalizations. 
We feel that the combination of drug 
© treatment and psychotherapy is of special 
importance in schizophrenic patients, many 
of whom are treated in outpatient setups 
| and in private practice. Many of these 
_ schizophrenic patients are very anxious, 
E overwhelmed by their conflicts and most of 
— the time only partially able to be in con- 
tact with the therapist. In most of these 
patients many ego supportive measures 
have to be applied. Up to a point these 
- supportive measures can be replaced by 
- drugs. The reduction of anxiety and the 
feeling of better functioning helps psycho- 
t therapy considerably. The reduction or 
elimination of secondary symptoms such as 
hallucinations and illusions also fosters the 
| psychotherapeutic attempts because these 
. patients are difficult to approach and in- 
fluence psychotherapeutically during the 
time they show florid symptoms. 
It is necessary to keep many patients who 
need some psychotherapeutic help on a 
. maintenance dose of tranquilizing drugs. 
I have been especially impressed by the 
_ fact that in these patients drug therapy and 
A psychotherapy are complementary to each 
.. Other instead of being antagonistic, In these 
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patients the use of drugs has to be adjust 
to the psychotherapy. A patient on tm 
quilizing drugs may show less initiative 
drive, but not if the drug is used in 
proper dosage; and because the patient 
is less anxious and perturbed he is able te 
utilize psychotherapeutic assistance far 
better than before the administration of the” 
drug. The ability of these patients to utilize” 
psychotherapy under drug treatment is if 
sharp contrast to the time when no ing 
was available. The ego supportive me : 
which had to be carried out, the геаѕэш 
ance which had to be given, the different 
maneuvers in which the therapist had 
engage to overcome the patient's anxieb 
and preoccupations can be eliminated by- 
the drug in many instances. I fee’ .he come 
bination of drugs and psychotherapy will 
have its main effective application in schiza 
ophrenic patients, in the pseudoneuroti¢ 
schizophrenic group, and in depressions: 
After being treated by drugs some will be 
able to function, but there will be those 
who will need psychotherapy even though. 
the drugs have reduced or eliminated the 
feelings of depression. | 
One of the most controversial points is 
the use of the drugs in the treatment of the 
psychoneuroses. I believe that the great | 
resistance in some psychiatric circles to the 
use of these drugs is essentially based од 
the psychiatrist's experiences with neu-- 
rotic patients. I feel that every case has 0 
be individually evaluated. It is obvious 
that many psychoneurotic patients should ~ 
be treated without any drug adjuvant 
cause the treatment would not be facili- 
tated if drugs were to be administered. We 
must distinguish, however, between pSY- - 
choneurotie patients who function Е 
tively well and аге not markedly crippteđi 
by the intensity of the different psycho- - 
neurotic symptoms. Nevertheless, there art 
patients—for instance, some phobic ones, 
where the anxiety is so intense that the 
patient is quite handicapped and is not able 
to function even relatively well-when 88 
use of the drugs eliminates the anxiety E 
such a degree that they are more como — 
able and are able to partake of psy" 
therapy. ү. 
Some physicians have expressed the feat 
that if such patients are rendered co 
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able by the drug they would lack motiva- 
tion for psychotherapy. I have not seen 
this happen. Most of these patients, even 
though they were more comfortable with 
the drug, wanted to have psychotherapy 
and were quite satisfied when the drug 
was gradually reduced or eliminated. In 
many instances where the patient only 
undertakes the drug therapy and does not 
want psychotherapy the motives are not so 
much the patient’s lack of interest in psy- 
chotherapy, as his inability to afford it. In 
such situations, of course, the patient tries 
to be content with the use of the drug 
alone. Occasionally he also may be advised 
that the drug will take care of all his 
problems and therefore he does not re- 
quire any other help. However, most of 
these patients are aware of the fact that if 
the anxiety or some other of his symptoms 
are quantitatively reduced by the drug they 
still have problems which, so to say, quali- 
tatively speaking, can be adjusted only by 
discussing some of these problems with the 
therapist. I believe that this is probably 
the most important point which can be 
brought out in relationship to combined 
treatment. The tranquilizing drugs are able 
to reduce the amount of anxiety and sen- 
Sory and proprioceptive bombardment to 
a level where the patient is able to cope 
with them, In some patients the reduction 
of the anxiety and the elimination of the 
Preoccupations permits him to function, but 
in others, qualitatively speaking, many ad- 
Justment problems still remain which the 
E does not automatically eliminate and 
where psychotherapy should be applied. 
„16 amount of psychotherapy in these pa- 
tients is of individual difference and should 
regulated in the same manner that the 
quantity of the drug is regulated in rela- 
tionship to their needs. 
. The use of drugs in psychoneurotic pa- 
tients encounters two main objections : first, 
that the use of the drug interferes with the 
transference relationship, and second, that 
Ше effects and probable side effects of 
ese drugs interfere negatively with the 
Psychotherapy. I do not believe that the use 
of a drug necessarily interferes with the 
transference relationship. I actually feel 
at if the transference relationship is a 
5004 one, the introduction of a drug, even 
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if it leads to some complications, doe 
disrupt the patient's relationship to t 
therapist. The patient feels that every wea- 
pon at the disposal of the therapist is use 
to reduce his symptoms and to help him, 
Many patients are very appreciative of the 
fact that their considerable suffering is 
made more bearable. This usually leads to 
an enhancement of the transference of the- 
relationship and not the opposite. The ide 
that the patient has to be profoundly un: 
comfortable for effective psychotherap 
an old shibboleth which has never beem 
proven and which should be carefully 
examined in the light of newer knowled 
I do not believe that theoretical ballast 
this sort should be carried out year i 
year without the re-examination of the cor- 
rectness of the foundations. Ё. 
I may add that here we аге discussing 
psychotherapy and not psychoanalysis. I 
am sure that even in analytic treatme 
drugs can be used if necessary, but provi 
ing we assume this would not be "coi 
in psychoanalytically treated cases, 
prohibition surely does not apply to ps 
chotherapy in general The question | 
using or not using a drug in combination 
with psychotherapy has to be individual- - 
ized. In my observations I often found Ња 
the refusal to combine treatments was not 
based as much on preconceptions (which 
in many instances are obvious rationaliza- | 
tions), as on the fact that the therapist has 
lost touch with these methods and does not 
know how to give the drugs or is fearful in _ 
working in this therapeutic field because _ 
of lost proficency. Advances in medicine are _ 
made every day. A physician has the obli- — 
gation to assimilate the new and connect it. 
with the old. This is sometimes difficult and _ 
often the position is taken that everything — 
new is valueless. In my opinion this posi- 
tion is equally as bad as the enthusiastic - 
and uncritical acceptance of every new | 
therapeutic agent. The latter is usually far- 
more often castigated, but this does not | 
mean that the ultra conservative position is | 
the correct one. 
The question is often raised how psycho- — 
therapy should be integrated with drug | 
therapy from a technical point of view. - 
This has to be approached in the same man- 
ner as other treatments based on the indi- . 


vidual symptomatology of the patient. 
Nevertheless some general comments can 
made. Mistakes are often made in the 
tment of these patients in that the drug 
therapy is entrusted to one physician and 
the psychotherapy is done by another. The 
ha ng of the patient by two therapists 
ho do not fully coordinate these therapies 
mfuses the patient and does not provide 

him with help. It is rather common that 
е patient tries to “trap” his therapists 


nd recommendations. This, of course, 
eres seriously with therapy. I do not 
eve that the treatment of a patient can 
entrusted, so to say, to a committee, I 
у feel that it is preferable if the drug 

and the psychotherapy are in the 
of one person to avoid the above- 
oned difficulties. In addition the ef- 


ion of these drugs. Usually drugs can 
in amounts which will control the 
and anxiety of the patient. It should 
be given in such amounts that the pa- 
з anxiety and tension are completely 
ninated. At times the patient will bring 
pgs about the drug and its 
ects, my experience this is onl 
the beginning of the treatment or oa 
s when a change of medication is pre- 


The use of drugs in psychoneurotic 
ts may encounter difficulties if side 
ts on a physical or mental level appear 
ich may affect the treatment, I believe 
this is one of the reasons why some 
chiatrists do not like to employ drugs in 
con junction with psychotherapy. However, 
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deep rooted anxiety do not respond to 
therapy quickly and some of them are 
treated for a long time unsuccessfully. 1 
believe that the patient's faith in the treat- 
ment and in the therapist also becomes ^ 
impaired and in my observations this, im- 
pairment in a therapeutic relationship is 
far worse than if the patient develops side 
effects from a drug which in most instances 
can be controlled quickly by reducing the 
dosage or by changing the medication. In 
addition to the physical complications that 
some of these drugs can produce we should 
be aware that there are also psychic side 
effects. For instance, some of the patients 
develop feelings of depersonalization, feel- 
ings of lethargy and weakness, and in some 
patients on higher dosages a sensation of 
restlessness appears. However, all these 
feelings disappear rapidly when the dosage 
is reduced. These complications can be 
readily observed if the patient has regular 
psychotherapeutic sessions and I do not 
believe that these complications should be 
overemphasized or made to appear as too 
complicated and difficult to handle to ra- 
tionalize the position that no drugs should 
be used in conjunction with psychotherapy. 
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In summary, I feel there are those cases 
where drugs can be effectively combined 
with psychotherapy without detriment to 
the treatment situation. In fact very often 
therapy is enhanced if such an integrat 
approach is used with these patients. Gen- 
eralizations of dos and don'ts аге not 
applicable. Each patient is a problem in 
himself. The decision of whether or not to 
use drugs in connection with psychotherapy 
should be based on well-conceived clini 
judgment. More attention must be paid to 
such integrated treatment by experts in the 
field of psychotherapy than has been until 
recently. 
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Some years ago I became interested in 
the effect of blood and serum on brain 
: because blood  transfusions 
— seemed to revive patients in irreversible 
insulin coma. In work published in 1944 
l reported that the addition of a small 
amount of serum (0.25 cc.) to the Krebs- 
Ringer phosphate glucose solution in a 
-Warburg manometer served to 
maintain oxidations at a linear rate for as 
long as 12 hours. Without the addition of 
the sèrum, oxidative activity lapsed at about 
8 hours. Е recent literature has been 
. Suggesting possibility that the serum in 
— both phenylketonuria and in schizophrenia 
might toxic, the present experiments 
Were initiated to determine what effect 
Serum drawn from various patient groups 
might have on brain oxidative activity. 


METHOD 


— Fresh minced rat brain from 250 gm. 
White rats was immersed in 2 cc. of Krebs- 
“unger phosphate solution containing 200 
E of glucose buffered at Ph 7.38, to 
Which 1 cc. of serum was added. The Oxy- 
en uptake at the end of a 2-hour period 
5 measured and calculated on the basis 
9. mm.3 O, per mg. of tissue net weight. 
Jh readings at the end of the run were 
Amost invariably 8.1 to 84. due no doubt 
to loss of CO, from the serum. Since the 
tive activity of brain slices, unlike 
bensions, is not affected by Ph changes 
"Ils range, it is likely the minced brain 
ly unaffected, At any rate, since 

às à constant factor in all experiments, 
Possible depressant effect of this Ph 
On respiratory activity does not im- 
e comparative significance of the 
ues. The control sera were recruited from 
9 Miscellany Of cases, including serum 
"ecimens taken for pre-marital serological 
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study, casual specimens sent to the bio 
chemistry laboratories from the gei T 
hospital or surgical ward, and from case 
of psychopathy, neuroses, conduct dis. 
orders, reading disability, epilepsy, de- 
linquency, and chronic brain syndrome. 
Though the sera for pre-marital testing 
been inactivated at 56? C. for 30 min 
no differences were found between t 
and other casual specimens, and no dif 
ferences were found between children anc 
adults, so that all of these together-com- 
prised the control group. Specimens f 
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MaxiMUM ENHANCEMENT OF OXIDATIVE 
ACTIVITY IS ACHIEVED BY THE ADDITION . 
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her 


psychiatric. patients were secured 
the Brooklyn State Hospital, Kings 
unty Psychiatric Hospital, Willowbrook 
e School, and Letchworth Village. 
Most specimens were refrigerated several 

ays before use. Almost all schizophrenic 
jects were adult; two-thirds of the 
ongoloid and phenylketonuric cases 
e adult. Unless the quantity of serum 
lowed at least 2 samples to be tested 
vith good correspondence in the results, 
t data were not used; most data are 
sed on the average of 3 specimens 
ecked against 2 thermobarometers. In a 
instances only 2 of the 3 manometer 
ngs were averaged, if the 3rd manom- 
reading varied beyond 33% of the 
age of the other two, so that a technical 
—such as a leak—could be reasonably 


DISTRIBUTION Or VALUES FOR O, UPTAKE FOR 
. Two Hour Periop, Usinc SERUM FROM 
Various GROUPS or SUBJECTS. 


SULTS 


thizophrenic serum, though 5 of 6 cata- 
ic patients had low values, Under 
hlorpromazine medication the values rose, 
: lly in those patients receiving 100 
or more per day. Alcoholics and mon- 
d subjects showed no change. A de- 
ant effect on the oxidative rate was 
nd when phenylketonuric serum was 


-S Thanks are due to Louis Schneider, the late Eric 
rown, and Eugene Jackim for very helpful technical 
nce. I would also like to express my apprecia- 
to Drs. Jervis, Jacobs, Engelhardt and Becken- 
n, of Letchworth Village, Willowbrook, Kings 
Zounty and Brooklyn State Hospitals for their friendly 


cooperation. 
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DISTRIBUTION оғ О UrrAKE VaLUEs WHEN 
MONGOLOID AND PHENYLKETONURIC SERUM 
WAS USED. 


used, as shown in Figure 4. Phenylketonuric 
subjects taking chlorpromazine had some- 
what elevated values, and were excluded 
from the series. For the remaining phenyl- 
ketonuric group the mean oxygen uptake 
at the end of 2 hours was 35, with a 
standard deviation of .312. The mean and 
standard deviation for the control group 
were 3.7 and 497, respectively. The t value 
of the difference between the means 1s 
2,15 and this is statistically significant be- 
yond the .05 level. A similar depressant 
effect was found when 40 to 80 mg% of 
DL-8-phenylalanine was added to normal 
serum, but other essential amino acids, 
such as L-tryptophane, DL-methionine, 
DL-threonine, L-lysine, and L-histidine all 
produced similar depressant effects in 
these concentrations.* 


Discussion AND SUMMARY 


The serum of schizophrenic, alcoholic, 
and mongoloid patients had no inhibiting 
effect on the respiratory activity of surviv- 
ing rat brain. The serum of patients treated 
with chlorpromazine enhanced the respira- 
tory activity. A slight tendency to elevated 
values found in recently admitted schizo- 
phrenic adults who were not taking chlor- 
promazine may be due to prior medication 
before admission. Phenylketonuric serum 
depressed brain oxidations, though a similar 
effect was induced by racemic phenylala- 


4 Current work (E. Jackim and J. Wortis : unpub- 
lished data) indicates that only the D-phenylalanine 
exercises a depressant effect. Since only L.phenylala- 
nine is involved in these physiological derangements 
it is altogether unlikely that the depressant action © 
the serum is due merely to the presence of pheny'- 
alanine. 
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200 
MINUTES 


nine in concentrations above 40 mg.$ as 
well as by other essential amino acids. It 
has been suggested that the depressant 
action of various amino acids may be due 
not to a direct effect of the amino acids, 
but to aldehyde formation. It has also been 


known. for a long time that 
toxic amines such as tyramine, phenyl 
lamine, mescalin, indole and skatol, 


hibit brain oxidations. 


the general depression of brain o: 
found in vivo in phenylketonuria by 
wich and Fazekas. The low cereb; 
bolic rate found in mongoloid child 
vivo by these authors may be due. 
brain pathology associated with the 
tion. } 
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Roland Kuhn(1) of Zurich, Switzerland, 
reporting a large series of cases with prom- 
ng results in the use of Tofranil in the 
‘treatment of depressive states, has indicated 
that this drug is more or less a specific 
anti-depressive drug although not primarily 
a stimulant and not a monamine oxidase 
inhibitor. To date there has been no satis- 
tory replacement for electroshock ther- 
in the typical depressive state. The 
covery of a drug which would be helpful 
such conditions would be of paramount 
ortance, and would permit more exten- 
treatment in the psychiatrist’s office 
avoid the necessity for hospitalization. 
interest produced by iproniazid and 

monamine oxidase inhibitors has 
thered the research in this field in an 
ларі to elaborate a compound which 
d be free of dangerous complications. 
"Tofrànil(2), known also as imipramine 
ind G 22355, is a recently synthesized psy- 
therapeutic agent which has now had 
extensive trials in Europe and more 
recently in this country. The mode of action 

this drug is not quite clear, except for its 

nervous system action. It is, how- 
not essentially a stimulant but in ex- 
ngly high doses in animals can cause 
mors, rigidity and respiratory arrest. To 

it is necessary to use doses 90 to 30 
times the therapeutic dose used in clinical 
treatment. This drug produces only a slight 
tentiation of barbiturates and little or 
hypothermic effect. In animals there is 
dence of some anti-convulsive effect 
ich protects against metrazol and electro- 
in animals when used in very high 
„ but here again in humans electro- 
ck can be given readily with little or no 
nge in the dose. It does not increase 
inephrine or serotonin in the brain 
is not a monamine oxidase inhibitor. 
e are some slight peripheral anesthetic 
ities and it may therefore produce 
e peripheral paresthesias or some slight 
esthesia of the cornea. Forty percent is 
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CLINICAL FINDINGS IN THE USE OF TOFRANIL 
IN DEPRESSIVE AND OTHER PSYCHIATRIC STATES—~ 


BENJAMIN POLLACK, M.D." 


excreted as 2 metabolites in the urine and 
less than 2% is excreted unchanged. It is 
rapidly absorbed and it likewise disappears 
from the body in 24 hours. The Forrest 
reagent test of the urine is negative. It has 
no influence on conditioned responses. 

Long-term observations with injections 
in animals of huge doses have not produced 
hematological or hepatic changes. The 
lethal dose in animals is estimated as some- 
where between 400 and 1200 mgs. per kilo 
which, of course, would far exceed the 
clinical dosage, so that there is a very wide 
margin of safety. It would appo.» that it 
is absorbed almost as rapidly orally as 
parenterally. It can be used both intramus- 
cularly and intravenously, but in the former 
it is quite irritating. 

Its formula resembles that of promazine 
in which the sulphur atom has been re- 
placed by a dimethyl chain. (Graph 1) 

The use of Tofranil was first begun at the 
Rochester State Hospital in September 
1958, 6 months ago. Since this was a new 
drug which had had few clinical trials 
in this country, an attempt was made to 
ascertain its usefulness by giving it not 
only to patients suffering from various de- 
pressions but to those who had a variety 
of other mental illnesses. Approximately 
273 patients are involved in the results. 
These patients consist of acute and chronic 
disorders. The drug was administered to 
practically every newly admitted patient 
who was suffering from depressive symp- 
toms without regard to the diagnosis. It 
was also used for various schizophrenic 
conditions and organic conditions, particu- 
larly where there were elements of anxiety 
or depression. The diagnoses of the treated 
cases are shown in Table 1. 

Treatment was given in various parts 
of the hospital, and this report is a compila- 
tion of the observations of many of the 
personnel from the various services. For 
the most part, the patients were treate 
with relatively low doses of 25 mgs. 0 
Tofranil tid. particularly in the acute 
cases and with 50 mgs. t.i.d. in the more 


т 


CH3 


TOFRANIL 


4 ТАВГЕ 1 

IAGNOSIS 

Anvolutional Depression without agitation 25 
Involutional Depression with agitation 21 
fanic-Depression 44 
ive Depression 7 
ic Depression 52 
choneurotic Depression 19 
ile Depression 5 
izoaitective Depression 41 
specified Depression 21 
izophrenia 19 
holism 10 
not Depressed 9 


273 


Two-thirds of the treated patients were 
45 years of age ( Table 2). 


TABLE 2 
Male Female Total 
1 7 8 
12 25 37 
15 28 43 
19 34 53 
25 32 57 
8 67 15 
80 193 273 


thar no Cases. It was readily determined 
a еге was a direct relationship between 
» Sage and the intensity and frequency. 
© effects, Side effects increased pro- 
ted ately with age, and many were 
Particularly in patients 60 years of 


GRAPH | 


age and over. In the younger group rela- 
tively few side effects were noted. Excep 
for dizziness, side effects were almost 
frequent in dosages of 75 mgs. and under, 
and more frequent in dosages between 79 
to 200 mgs. Most of the side effects we 
more annoying than dangerous and ¢ 
sisted of dryness of the mouth, perspi 

tremors, especially of the upper extremiti 
dizziness and occasional blurred vision, 

in some patients some tendency to ga 
intestinal disturbances. Some patients com- 
plained of marked constipation, but in the - 
author's experiences this was not as prom- - 
inent a symptom as reported by other in- 
vestigators. Increased agitation к 
in a small number of patients. Because of | 
this, certain of the treatment schedules - 
included the use of both tranquilizers, such _ 
as Thorazine, and stimulants such as Rita- 
lin. With the combination of such drugs 
it is, of course, much more difficult to eval- — 
uate the role of Tofranil. There did not . 
appear to be any particular tendency to- 

ward hypotensive attacks with this drug, | 
in spite of the complaints of dizziness | 
which apparently are due to other causes | 
as is vertigo. One serious side effect which 
has not been reported in the literature is - 
the factor of sudden falls which occur . 
apparently only in treated patients who _ 
are 60 or over. These are of a peculiar type 
in that the patient falls without any prior — 
warning or previous episode of dizziness 
or vertigo. Because of this he may fall 


al 


uddenly as a dead weight with possible 
consequent injuries. Such falls occurred 
only in patients who were receiving To- 
il in doses in excess of 75 mgs. per day, 
were entirely abolished in dosages 
ow this level. A further peculiarity is 
iat the patients are amazed to find them- 
‘selves suddenly falling. There is no loss 
ОЁ consciousness nor do the falls appear to 
ue to hypotensive episodes as no partic- 
alteration in blood pressure can be 
en in such individuals. Experimentally, 
has been reported that Tofranil may 
et the carotid sinus mechanism in ani- 
and this may perhaps offer an explan- 
tion for such falls. It can be seen from 
le 3 that dizziness and tremors consti- 


TABLE 3 
Total Required 
Discontinuation 
7 
0 
0 
0 
1 
5 
1 
2 
0 
28 1 
Tä 
16 
ucous Membranes 19 
0 
0 
2 
i 0 
cessive Weight Gain 0 
Urinary Frequency 0 
Nausea 5 
zziness 22 1 
17 3 
2 


patients with side effects—67 


d the largest number of side effects. 
hese, however, are seldom of sufficient 
everity to require discontinuing the med- 
ication since lowering the dosage, as a rule. 
Ш abolish these symptoms. The literature 
ins two reports of the occurrence of 
indice А Ње bs of Tofranil. So far 
ases of agranulocytosis has 

rted. Unlike Marsilid, Tofranil жы б 
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cause states of euphoria which may reverse 
the depressive states into manic excite- 
ments. There is a greater tendency to a 
more normal type of feeling so that the 
patient does not feel stimulated or over- 
active. This is an important differential 
since it permits a patient to act with good 
judgment and to partake of social activities 
in an acceptable manner. 


CLINICAL RESULTS 


All research workers who used this drug 
initially were unanimous in the conclusion 
that, unlike many other psychopharmaco- 
logical agents, it specifically affects depres- 
sive conditions and has very little effect 
on paranoid states or disturbed behavior, 
particularly in schizophrenics. This initial 
impression is rather intriguing and a unique 
finding, and should be investigated more 
widely for a longer period of time. Since 
depressive states frequently have a natural 
tendency towards recovery, it is much more 
difficult to evaluate the results produced 
by Tofranil as compared to the results 
noted in the use of phenothiazines in schiz- 
ophrenics and allied conditions. It would, 
however, appear that proportionately à 
larger number of patients are improv 
clinically than could be anticipated with- 
out the drug and that such improvement 
occurs more rapidly. The specificity of the 
effect can also be demonstrated in that in 
early cases the patient will quickly relapse 
if the drug is removed since there is very 
little storage of this drug in the body be- 
yond 24 hours. Its effect is much less spec 
tacular than the results produced by ECT, 
but is much more acceptable to most pa- 
tients. It would appear evident that the 
greatest value of the drug is in conditions 
of pure retarded depression which are un- 
associated with somatic complaints, a£ 
tation or paranoid tendencies. The greater 
frequency or intensity of such symptoms 
accompanying the depression will as ? 
rule, lessen the therapeutic benefits of To- 
franil. However, it seems to be almost 
impossible to point with any degree of con- 
sistency to certain target symptoms whic 
are affected most promptly and effectively 
by this medication. Endogenous depression 
appear to do well and a number of agitate 
depressions respond quite well. HoweVe^ 


N^ 
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1 some it often is necessary to use certain 
other drugs such as Thorazine or Ritalin. 
Tofranil appears to remove the depressive 
elements and to free anxiety which requires 
control by tranquilizers. These are best 
T given at night in a single dose, to promote 
sleep and to avoid lethargy or drowsiness 
M during the daytime. When the drug is ef- 
fective, results may be seen as early as the 
"first or second day and usually within a 
— week. Occasionally little effect will be 
noted for 2 or 3 weeks. One articulate, 
intelligent patient who had had much ex- 
— perience with the effects of other drugs 
Stated in speaking of Tofranil that its 
effect is “sneaky ; without realizing it you 
| suddenly find yourself doing and enjoying 
things which you were too tired to do the 
— day before." There is no dramatic change 
} but many of the patients state that they feel 
normal or that they feel good. There ap- 
pears to be a general release of the depres- 
‘Sive attitudes even though at the same 
lime some patients may continue to talk 
_ОЁ various feelings of guilt or sinfulness. 
In this connection the drug may relax the 
patient sufficiently so that they are more 
Tesponsive and available for concomitant 
Psychotherapy. They gradually become 
| more remote or detached from their thought 
| €0ntent with subsequent improvement in 
Ҹес. The drug was used in association 
© With ECT without any particular increase 
in side effects or complications. It appeared 
_ to be also effective in recurrent depression 
Which previously had been treated by elec- 
A troshock, It was found that the use of 
н ofrānil in such cases diminished the fre- 
| quency of relapses, 
T € drug was also used on 60 schizo- 
- Phrenics, many of whom had depressions 
associated with paranoid ideas. Others 
- Were catatonics or withdrawn or mute. It 
Was quickly evident that Tofranil was not 
“ү Seat value in schizophrenics and in 
"t in many cases was contraindicated be- 
"use at least half of them became worse. 
E appear that a compensated par- 
E. schizophrenic who is given this drug 
E Y be relieved of depression or anxiety, 
arated, Such patients became much more 
"Urbed, suspicious, hostile and aggres- 


© paranoid elements become exag- . 


An example of this reaction was a mal 
patient who prior to treatment had bee 
somewhat surly and inappropriate, hostile 
suspicious, occasionally defiant, but on the 
whole able to control his symptoms and 
general quite cooperative. He received 10 
mgm. of Tofranil and within a week becam 
restless, agitated, sullen, argumen! 
combative and unable to control the 
toms or the emotional state which p 
viously was held under some degree. 
control. E 

A number of depressions in arteriose 
rotics and seniles were treated with rai 
impressive results. In about 50£ to 6 
the patients the depression cleared or 
came ameliorated. The organic sym 
of confusion and disorientation, of c 
were not affected. It must be realized, he 
ever, that there are many patients in 
older age group who develop dep 
without precipitating organic etiol ki 


older person the drug should not be 
in large doses, an effective dose us 
varying between 25 and 75 mgm. 
The results of treatment are briefly 
marized in Tables 4-7. On the rec 
service most of the patients treated 
either readmissions or acute admissions а 
most of them were suffering from an im 
lutional psychosis, a manic-depressive de- | 
pression or an acute psychoneurosis. There - 
were also a few depressions associated with — 
psychosis with cerebral arteriosclerosis. 


TABLE 4 1 
DEPRESSIONS, ү 
FEMALE RECEPTION SERVICE 1 
(ALL TREATED PATIENTS) 4 
Recovered 0 E 
Much Improved 30% E 
Improved 562 2 
Unimproved 14% 1 
Worse 0 м 
5 
ТАВІЕ 5 à 
ScHIZOPHRENIAS 
Recovered 0 Я 
Much Improved 14% 
Improved 24% 
Unimproved 38% 
Worse 245 


d 


TABLE 6 
Depression IN 57 Cases ОР 
CAS-SxNiLE on ORGANIC 


0 
28% 
40% 
20% 
12% 


group of seniles or arteriosclerotic pa- 
nts were selected from a chronic area 
treatment for a single symptom which 
hey commonly displayed, namely depres- 
sion. For the 57 in this group, the results 
shown in Table 6. 
is, of course realized that the results 
ed in this group are based upon the 
ovement in only one symptom, namely 
ession. 
hese tables vividly display the speci- 
y of this drug in treatment and indicate 
has been labelled by many research 
kers as an anti-depressive drug which 
duces promptly or gradually a change 
he depressive state. Some patients fail 
nd to treatment and show no im- 
ent in their depression and it seems 
le to determine the difference 
ong patients since they apparently dis- 
the same type of symptom. No study 
de of the environmental situations 
revious personality patterns. Table 7 
udes a number of private patients seen 
ce practice by some of the psychia- 
participating in this study. 
ere are sufficient indications, however, 
Tofranil is a useful drug and that 


jutional Depression 
Without Agitation 
With Agitation 


ic and Senile Depression 
honeurotic Depression 
phrenia 
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somewhere between 50% and 70% of patients 
displaying depressive symptoms will im- 
prove. Where no improvement occurred, 
a tranquilizer, usually chlorpromazine, and 
a stimulant, usually Ritalin, were added to 
the treatment schedule. This combined 
form of treatment resulted in 10% higher 
improvement rate than when Tofranil was 
used alone. When the depression failed to 
clear adequately or to sufficient degree, an 
occasional electric shock was given in con- 
junction with the use of Tofranil. Indica- 
tions are that the addition of Tofranil to 
such therapy will reduce the relapse rate 
and permit a more stable course. The use 
of this drug has reduced the need for ECT 
to almost the yanishing point, except for 
an occasional concurrent shock treatment. 

Of the patients treated who are now out 
of the hospital, (approximately 50) the 
vast majority of pure depressive states were 
released from the hospital within one or 
two months. It is interesting to note that 
some of these include patients who failed 
to respond to electric shock previously or 
whose improvement lasted for only a short 
period of time. 

SuMMARY 

l. Preliminary observation would indi- 
cate that Tofranil is a useful drug in the 
treatment of depressive states. It is not a 
tranquilizer and, therefore, is of little value 
in other conditions. It is a promising drug 
which can be used as an anti-depressant. 
However, its indication and scope must be 
studied for a longer period to determine 
what symptoms respond best to it. 


TABLE 7 


RESULTS or TOFRĀNIL THERAPY IN 273 ACUTE AND CHRONIC PATIENTS 


Much Unimprov ed 
Improved Improved or worse 
56% 16% 28% 
58% 16% 26% 
58% 17% 25% 
60% 13% 27% 
63% 18% 19% 
69% 8% 23% 
10% 13% 17% 
72% 1% 21$ 
56% 14% 30% 
59% 14% 27% 
14% 24% 62% 


BENTAMI! 


The effect of Tofranil in many patients 
be increased by the concomitant use 
‘tranquilizer or a stimulant. In a num- 
"of patients Tofranil, by removing the 
ressive elements, frees and exaggerates 


3. It can be used in combination with 
eric shock or after electric shock as a 
nance dose. 

It is of little value in the treatment of 
lizophrenics and in paranoid types may 
ten aggravate the condition and break 
vn an unstable equilibrium to which the 
nt has become adjusted. 

Тһе combined use of Tofranil and a 
quilizer is helpful in certain psycho- 
states, associated with anxiety or 
h reactive depressions. 

6. It is of value in the treatment of de- 
8551005 occurring in the older age group. 
High doses are unnecessary and the 
СНуе range is somewhere between 75 
150 mgm. per day. 


8. For the most part, side effec 
minimal, particularly in the younger 
group. As one approaches the 
group, the frequency of such side effec 
increases, but usually they are more un 
comfortable than serious. In patients over 
60 there may be a tendency to sudden fall 
which occur without warning. It is re 
mended that in older patients the do 
be limited to 75 mgm. or less. 

9. Side effects can usually be reduce 
in frequency or intensity by a reductic 
in the dosage. 

10. Long-term use of the drug is ap. 
parently necessary as patients may relapse 
at least in the early stages when the 
is prematurely removed. Since the 
idly excreted, it is necessary to giv 


2 
1 


аги; 


тарі 
the medication 3 times а day. ^ 
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_ Five years experience with neuroleptic 
herapy has convinced us beyond any 
easonable doubt that these drugs are ef- 
tive. Yet, their mode of action is still 
entially unknown. We believe that one 
y to a better understanding of the 
rapeutic process in modern drug treat- 
‘ment is the detailed study of psycho- 
thological observations made in patients 
that receive the new medications. Tri- 
operazine,? in our experience, has been 
most powerful drug available for treat- 
t of chronic and acute schizophrenics. 
this reason it appeared to be particular- 
suitable for the present study. 

. Before we report our findings an attempt 
will be made to summarize what is known 
t the effect of the various somatic 
ies on auditory hallucinations. The 
ty of such reports is indeed deplor- 
le. 

ussik(1) found in insulin-treated pa- 
that the auditory hallucinations would 
'ecome softer and more distant, then 
_ obtrusive and less important, and 
y they would disappear altogether. In 
discussion of insulin-treated patients, 
inowsky(2) states : 


Y: 


ons and hallucinations are usually the 
to yield. It is important to note that im- 
nt appears first in a reduction of the 
1 charge behind the delusions and 
allucinations ; their dominance or obsessive- 
is diminished. With the reduction of the 
otional charge, the feeling of reality of the 
elusions and hallucinations is reduced. Many 
tients report that the hallucinations become 
inter, the voices are less insistent or sound 
further away and indistinct. 
3 dn regard to psychosurgery, the state- 
ents found in the literature are rather 
flicting. Stengel(3) reported that hal. 
Jucinations were unchanged in 117 out of 
154 cases. On the other hand, Freeman 
and Watts(4) found that the hallucinations 
__1Chief of Female Service, Danvers 


Hathorne, Mass, 


2 Trifluoperazine was provided for this Study as 
"Stelazine" by Smith, Kline and French Laboratories. 
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EFFECT OF TRIFLUOPERAZINE ON AUDITORY / 
HALLUCINATIONS IN SCHIZOPHRENICS 


WALTER KRUSE, M.D." 


disappeared in 18 out of 19 cases. Kalinow- 
sky(2) summarizes his own experiences as 
follows : 


We have seen that during the immediate post- 
operative period, delusions and hallucinations 
disappear temporarily with more extensive 
operations such as standard lobotomies, and 
for an even shorter time or not at all after such 
relatively minor procedures as topectomy. 
When they presently reappear, however, they 
usually do not regain their earlier importance 
to the patient. He hardly talks about them 
spontaneously, and does not act on them. He 
loses interest in them progressively, and after 
several years they may disappear for good. 


Kielholz(5) in his report on treatment 
with chlorpromazine, histamine and insulin, 
found that gradually the hallucinatory ex- 
periences disappeared from the foreground 
and could be influenced by reasoning with 
the patient. Sometimes the hallucinations 
stopped rather abruptly. 

Feldman(6) studied a group of 119 pa- 
tients treated with chlorpromazine ап 
found 30.5% markedly improved, 27.5% 
moderately improved, and 21% slightly im- 
proved. Unfortunately, no information 18 
given about the kind of improvement and 
the criteria for classifying a case into one 
of the 3 categories. In a subsequent study 
on trifluoperazine, Feldman(7) found “sig- 
nificant improvement” in 75% of his patients 
compared with 58% in chlorpromazine 
treatment. $ 

Our study is based on 60 female schizo- 
phrenics in whom auditory hallucinations 
was a conspicuous symptom. They were 
treated with an average dosage of 40 P 
of trifluoperazine. The usual starting 905 
was 15 mg. daily, given orally in divi 
doses ; the dosage was gradually Increases 
according to the response noted. The Mr 
dosage given was 20 mg. daily ; the higher, 
80 mg. For the purpose of evaluating +" 
effect of trifluoperazine we used the 4 ma! 
characteristics of hallucinations mention е 
by E. Bleuler(8) : intensity, distinctre? 
projection, and reality value. We adde 


fifth criterion : frequency of the hallucina- 
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tory experiences. Duration of this study 
was 3 months. Patients were interviewed by 
the author in an informal way once or 
twice weekly during this time. Leading 
questions were carefully avoided. Fre- 
quently the patients would mention spon- 
taneously the changes that they had 
noticed, 

At the end of 3 months the auditory 
hallucinations had stopped completely in 
39 out of 60 cases. In addition, improve- 
ment was noted in the attitudes and be- 
havior of most of the patients. They became 
more friendly and cooperative and showed 
renewed interest in ward activities. Table 
l shows the changes observed in the pa- 
tients’ hallucinations. 


Discussion 


Frequency was the first criterion that 
responded to treatment, and a reduction 
of frequency occurred in all patients. In 12 
cases the change was noticeable within 24 
hours of the start of treatment, and the 
end result was practically reached within 
the first 3 weeks. The 39 cases that showed 
complete arrest of auditory hallucinations 
did so before the fourth week of treatment, 
and about one third of them had been 
subject to very frequent hallucinations al- 
Most continuously for several months or 
even years. At the termination of the study 
17 patients experienced their hallucinations 
only before going to sleep. 

Intensity : Here again we saw a rapid 

ecrease within the first week, and only 8 
Patients reported any changes after the 
first month. It seemed impractical to dif- 
ferentiate between moderately and greatly 


TABLE 1 
EFFECT or TniFLUOP 
Halluc. Greatl 
stopped diminished 


Frequency 
Intensity 39 
Distinctness 


LN ER—————— 
Reality Vae — 


39 


Projection 
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diminished intensity. Voices that hz 
been overly loud were reduced to a 
per, very loud voices were reduced 
normal conversational tone and fina 
a barely audible whisper. d 
Distinctness : The change occurred h 
somewhat later than in the previous 
categories, but only 18 patients rep 
any change after the first month. In a t 
cal case of the "moderately diminished 
group the patient reported that the 
had become somewhat vague and uncle 
only part of the words could be under: 
but the general meaning was still c 
Three patients no longer referred to 
“voices” but described their experien 
“vivid thoughts" or just “thoughts.” 
patient finally perceived only a c 
incomprehensible murmur. These 
were classified as "greatly diminish 
tinctness” since the distinctness 
hallucinations had previously been 
high. Of the 39 patients who no 
had any auditory hallucinations, 21 
previously been subject to very - 
hallucinatory experiences. "PS 
Reality Value : Before treatment, 20 
tients had occasionally expressed doul 
about the reality of their hallucina! 
and 40 were fully convinced that they 
real All of the former showed com 
arrest of hallucinations at the end 
study. Of the latter, only 3 patie 
mained fully convinced of the reali 
expressed doubt, 13 conceded that t 
were probably not real and called their 
periences “imaginations,” and 19 were no 
longer hallucinated. "m 
Projection: In 4 of the patients who 


Moderately 
diminished 


T 


Not i 
diminished Increased. — 


were completely relieved from auditory 
hallucinations, we saw a change from with- 
-out to within (usually inside the head or 
ear) before the hallucinations were finally 
- arrested. Thirty-five patients did not notice 
or report any change of projection before 
total stop. Two reported a change from 
t to within but continued to be hal- 
-Jucinated at the end of the study, 
— One patient who had formerly localized 
the voice within her stomach told us 3 
weeks after being placed on trifluoperazine 
t the voice was now coming out of the 
all where she thought a radio-telephone 
hidden. Six patients showed other 
ges: two who had been subject to 
ry unpleasant and disturbing auditory 
ations which they thought origi- 
d only a few inches away from their 
ars reported now that the voices came out 
f the next room, or the room above. Four 
jatients who continued to hear voices 
oughout the study, told us that the 
es were now coming from a very great 
tance; they were unable to say from 
which direction, but the voices were fairly 
loud and very clear. 
- According to Gruhle(9), a patient who 
izes the voice in his head commits an 
ct of judgment rather than experiencing 
m immediate topical perception. In our 
tudy no patient had localized the voice in 
: head before treatment, and only 6 did 
during the course of trifluoperazine 
apy, in spite of the fact that the great 
majority of our patients developed good 
insight and judgment during treatment. 
E. Bleuler’s statement(8) that the 4 
n characteristics of hallucinations are 
ely independent of each other was 
firmed by our observations. Some pa- 
ts had infrequent, barely audible and 
ery indistinct hallucinations that were 
acterized by high reality value. There 
e very intense and distinct hallucina- 
ons with little or no reality value, and 
here were intense but indistinct hallucina- 
tions. While trifluoperazine did affect all 
of these characteristics in the overwhelm- 
ing majority of our patients, the various 
characteristics were affected not always at 
the same time or to the same degree. Dis- 
tinctness and projection appeared to be 


k 


the characteristics that were less frequently 
influenced than the others. 

In comparing our results with those ob- 
tained in insulin coma therapy, we find 
many similarities. Surprising, however, is 
the lack of uniformity in response, and the 
large number of rather abrupt arrests of 
hallucinations without the easier to under- 
stand step-by-step reduction usually seen 
in insulin patients. 

In an earlier paper(10) we referred to 
the significance of the extrapyramidal 
syndrome in neuroleptic therapy. Although 
these extrapyramidal symptoms frequently 
accompany therapy with trifluoperazine, 
they respond well to antiparkinsonian 
agents and do not prevent a favorable 
therapeutic response. At first glance, it 
seems unlikely that trifluoperazine's marked 
effect on auditory hallucinations is in any 
way related to its very pronounced effect 
on the extrapyramidal system. But at least 
one possible connection might be con- 
sidered. Hallucinations are "false sense 
perceptions” and they do have certain 
qualities in common with real sense per- 
ceptions. Schilder's experiments(11) have 
shown us that they react, for example, to 
vestibular irritation in a way similar to 
perceptions. A few years ago, Jacob(12) 
published a monograph on altered percep- 
tion in extrapyramidal disorders. He found 
frequent and typical disturbances of per- 
ception in his patients, and this is not at 
all surprising if one remembers (as the 
Gestalt psychologists have stressed again 
and again) that the perceptive process is à 
continuous interplay between motor ап 
sensory factors. 

Movement and perception cannot be 
separated. Movement is a necessary condi- 
tion for perception. It is conceivable that 
trifluoperazine's striking effect on auditory 
hallucinations has something to do wit 
the motor component of the disturbed pet 
ceptive process in these patients. 
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"The current trend toward applying psy- 
chodynamic reasoning to psychotherapy 
which in certain respects differs from the 
andardized form of psychoanalytic treat- 
ment is one of the most signficant develop- 
ts in psychiatry. Freud foresaw this 
elopment in his often quoted statement 
hich he compared psychoanalysis with 
. and other psychotherapeutic pro- 
lures with its alloys. This unmistakably 
nplies a value judgment, and permits 
n reflections concerning the under- 
reasoning. It obviously stems from 
id's conviction that the aims of psycho- 
ialytic treatment and research run paral- 
. Psychoanalysis aims at the genetic 
nderstanding of the patient's complaints. 
ecording to Freud, insight into these 

s is the primary therapeutic agent. 
ological research and psychoanalysis ac- 
ingly have the same objective: to 
lerstand the origins of a disease. Refer- 
ing to psychotherapy, Freud obviously 

t that the latter was not an attempt to 
etrate into the early determinants of 
patients current complaints. It tries 
› alleviate them with procedures which 
| not etiologically oriented, at least not 
the same degree as classical analysis. In 

e pure gold of etiological understanding 
mixed with less valuable practical ob- 
tives. 

- There is growing doubt among many 
experienced analysts concerning such a 

aplete parallelism between the aims of 
etic research and psychoanalytic thera- 

Freud’s parallelity statement is only 
pproximately true. It was, however, a 
ost fortunate position at the time when 
eud pronounced it. It was a logical out- 

e of his conviction that in order to 
e a disease one must understand its 
ses. Therefore, his first interest was in 
understanding the nature and the origins 


1 Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa, 
April 27-May 1, 1959. as 
_ ?Mt. Sinai Hosp, 8720 Beverly Blvd., Lo А 
geles 48, Calif. Jr 
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CURRENT PROBLEMS IN DYNAMIC PSYCHOTHERAPY 
IN ITS RELATIONSHIP TO PSYCHOANALYSIS * 


FRANZ ALEXANDER, M.D.” 


of neurotic illness. This was the first in- 
dispensable step towards attempting to cure 
it. To this basic conviction of Freud we 
owe the development of his personality 
theory, of psychodynamics as a basic sci- 
ence of psychiatry and of all disciplines 
which are concerned with man as a social 
being. It replaced the hit and miss type of 
psychotherapy, which lacked any sound 
theoretical foundation and an ctiologically 
oriented treatment. 

It was indeed fortunate that for a long 
time the theoretical interest in etiology 
outweighed therapeutic ambitions. Freud, 
according to his own testimony, never was 
a therapeutic enthusiast. His overwhelming 
curiosity to understand the genetic back- 
ground of his patient’s problems is clearly 
reflected in his earliest technical recom- 
mendations, which stressed the significance 
of insight. E 

The first serious challenge to the thesis 
that the patient's own genetic understand- 
ing of his neurosis is the primary thera- 
peutic factor occurred when the transfer- 
ence phenomenon was discovered. Freud 
then proclaimed that the patient, in order 
to be cured must not only understand his 
neurotic past, but re-experience it in rela- 
tion to the therapist. Emotional re-living 
of the past, in addition to insight, now took 
an important place in the theory of the 
therapeutic process. »- 

The relation of the emotional re-living 
of the past to intellectual insight is still an 
open question. Freud never changed his 
view that remembering of repressed trau- 
matic situations is the ultimate goal. Only 
remembering those early events in whic 
the neurotic patterns originated enables 
the patient to terminate their compulsive 
repetition in the transference and in MS 
life. Ferenczi and Rank challenged this 
theory and maintained that re-experiencing 
during treatment of previous dynamic Pe 
terns alone without remembering t 
original events in which they originate d 
permits the patient to recognize their pas 
determined nature and exchange them 


with attitudes appropriate to the present. 
This view was rejected by most analysts as 
well as by Freud, although it was never 
subjected to a detached empirical evalua- 
tion. This emphasis on emotional experi- 
ence by no means questioned the postulate 
that the therapist must understand the 
genetic background at least intuitively, but 
preferably consciously, in order to conduct 
the treatment effectively. 

In a series of writings I revived this old 
unsettled issue by pointing out that the 
repeating of the old interpersonal reaction 
patterns during treatment constitutes a cor- 
rective experience, because they are re- 
peated towards the therapist who does not 
behave in the same way as those original 
objects behaved towards whom the patient's 
original pattern were directed(1, 2, 3, 4). I 
emphasized, as did other psychoanalysts, 
that neurotic reactions do not develop in a 
vacuum, but are the child’s unsuccessful 
adaptive reactions to environmental in- 
fluences. The repetition of old patterns in a 
new setting, to which they do not fit, serves 
as a challenge to the patients ego for 
readjustment, to exchange old patterns with 
new appropriate ones. One of the ego's 
basic functions is the constant readjustment 
of behavior to the everchanging external 
and internal situations. The neurotic ego 
lost this flexibility and remains fixated or 
easily reverts to old modes of feeling, think- 
ing and acting. The transference situation 
is a unique experience, inasmuch as the 
therapists behavior is different from that 
of the original significant persons in the 
patient’s past life, but it also differs from 
the behavior of other persons who react 
to the patient’s fixed behavior patterns and 
mostly reinforce them. The therapists un- 
Bu rent mobilizes the ego's basic func- 

оа i just- 
E. ttempt a new appropriate adjust 
í " 8 obvious that from this perspective 
унчу act, namely the intellectual 
oon of the difference between past 
BE present is secondary to the actual ex- 
with e this difference in interacting 
a cms therapist. In this view the empha- 

a from insight to experience, al- 
т D the role of insight as a secondary 

en powerful consolidating factor is 
У no means denied. This emphasis on 
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emotional experience has been earlier 1 
by others, particularly Aichorn in his tre 
ment of delinquent youth. The therapis 
permissive, yet uninvolved, behavior 
ceived by the patient as a quite 1 
experience, and induces him to change 
own responses. The old controversy | 
tween Plato's and Aristotle's learning th 
—learning through logical insight ver: 
learning through practice—is revived in tl 
current argument. It appears to me that we 
deal here not with a question to which 
answer is either/or. Both principles 
perience and insight—are operative in e 
form of learning, also in the specific 
of re-education we call psychoanalysis, 
if I may add, also in dynamic psych 
therapy. If some analysts choose to call 
new emphasis on emotional experienc 
dilution of the true concepts of the clas 
cal theory, I can only answer them 
the phenomena in nature seldom can 
understood from one single principle. Е 
the phenomenon of radiation could not | 
adequately described by the undula 
theory alone and required the revi 
the older corpuscular theory. Certain à 
pects of radiation require the undula: 
other aspects of it the corpuscular the 
The emphasis on the emotional events du 
ing treatment may dilute the purity of tl 
single-minded emphasis on insight, but 
the two together do adequately descri 
the actual therapeutic process. 

Here is the point where the aims 
etiological research and treatment beg 
to diverge. As long as insight into th 
origins of the disease were considered | 
the principle therapeutic factor, the aim о 
genetic research and psychoanalytic treat- - 
ment indeed coincided. The stress on 
emotional experience alters the absolute 
validity of this contention. It is quite pos- 
sible that by focussing attention upon the 
emotional interaction between therapist and 
patient, the cognitive reconstruction of pa 
events will lose its primary significan 
although I believe that in many treatments: 
this will always remain a potent factor. 
At present it would appear to me that in- ~ 
tellectual insight mostly follows rather than. 
precedes corrective emotional experiences. 
It is made possible by the latter. Bluntly 
stated, profound therapeutic results may 
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arise from merely corrective experiences 
even if they are not followed by the revival 
ОЁ repressed memories. Cognitive recon- 
structions alone never have penetrating 
therapeutic effect. The appearance of re- 
pressed memories is the sign rather than 
_ the cause of an emotional change which has 
_ already taken place. 
— This is the crucial point where dynamic 
- psychotherapy and classical psychoanalysis 
merge. The creation of an appropriate in- 
terpersonal climate which fosters that type 
of emotional experiences which induce the 
- ego to replace old patterns with new ones 
the predominant factor in all dynamic 
sychotherapies, including psychoanalysis. 
current studies in the Mt. Sinai Hos- 
pital, in which we observe the therapeutic 
ion between therapist and patient, 
both in psychoanalysis and psychotherapy, 
convinced our research team that the cog- 
ive and emotional events can only be 
tificially separated. Moreover, it is be- 
oming clear to us that the influence of the 


ccording to the blank screen model of 
he classical theory, the analyst functions 

'ognito as a neutral intellect who masters 
psychoanalytic theory. This concept is 
ng amended by growing consideration 
d to the analysts countertransference 
ctions as a significant factor in the thera- 
atic process. A further crucial question 
s how much, apart from his specific coun- 
transference reactions, the therapist as a 
_ distinct individual enters into the thera- 
. peutic process. Or, in other words, would 
the course of the treatment be the same 
_ if the patient were treated by а different 
analyst with the same theoretical orienta- 
tion and practical experience, but having 
_ a different personality—for example, had the 
atient been treated by a woman instead 
_ of by a man, by a younger man instead of 
ап older man, by a reserved rather than an 
outgoing personality. How are the specific 
personality features of the therapist, includ- 
ing his own value systems, perceived by the 
- patient even if the analyst tries to keep his 
incognito, and how does all this influence, 
- if at all, the transference and the whole 
. course of the treatment ? 
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'These and many other vital questions are 
today unanswered. What seems to be cer- 
tain is that the patient does not perceive 
the analyst only as an abstract intellect, 
but as a distinct person. This fact must be 
included in an adequate theory of the 
therapeutic process. 

1t also appears to be certain that the 
emotional and the cognitive factors are 
organicall connected. This fundamental 
fact makes the efforts to divide psycho- 
therapeutic procedures, including psycho- 
analysis, into rigid categories, both artificial 
and futile. Knight lucidly expressed this 
view in 1949 in emphasizing that fundamen- 
tally there is only one psychotherapy which 
"must rest on a basic science of dynamic 
psychotherapy" (5). The patient's condition 
and the spontaneous course of the thera- 
peutic process, and not our own precon- 
ceived artificial categories, prescribe our 
activities and interventions. Even emotional 
support alone may introduce spontaneous 
insight by decreasing anxiety which inter- 
feres with insight. In fact, I suspect that 
the supportive effect of the psychoanalytic 
process has been not sufficiently recognized 
as one of the main factors favoring both 
insight and the emergence of new emotion- 
al patterns. Quite rapid puzzling transfer- 
ence cures may find their explanation 
precisely in this circumstance: the emo- 
tional support which the patient derives 
from the treatment situation may restore 
the ego's temporarily impaired integrative 
capacity, and thus introduce a spontaneous 
healing process. 

This view, if it is valid, unavoidably must 
have an effect upon our training practices. 
Knights tersely stated principle did not 
yet affect our educational policies suf- 
ficiently. Psychoanalysis and dynamic Psy- 
chotherapy can only be taught and prac 
ticed together as one comprehensive Вес. 
To implement this principle is extremely 
difficult at present because of our tradition” 
al customs and status considerations, ап 
above all because of the current trend in 
all aspects of our civilization towards 01“ 
ganization and standardization. 

Our field is too young to be allowed t° 
be frozen prematurely by this organiza- 
tional fervor, which demands clear "^ 


standardized, but often quite artificial, pro- 

fessional categories. In spite of this, be- 
cause of its practical effectiveness and 
theoretical soundness, dynamic psycho- 
therapy is in the process of introducing a 
new fresh point of view in psychiatry, 
which is not weighted down by a heavy 
load of traditional beliefs and practices. 
Gradually it will transform not only the 
education of psychiatrists, but psychoan- 
alytical training itself. 
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The young man, often not too bright but 
otherwise without prior difficulties, would 
become apprehensive, believe he heard 
voices in the darkness around him, and 
behave regressively. Usually the boy would 
be found the next morning in a withdrawn, 

state, and brought in for psy- 
chiatric examination. Characteristically we 
would find a schizophrenic picture, with 
confusion in thinking, affective unrespon- 
siveness or hyperlability, and often hal 
lucinations and paranoid ideas. Usually the 
clinical picture cleared spontaneously 
within a few days, without appareat resid- 
uals. (1 have been told that because of 
such difficulties, airmen are no longer sent 
out alone on solitary guard duty.) 

The other type of case is illustrated by 
a 38-year-old woman with retinal detach- 
ment being prepared for surgery, on whom 

i consultation was requested be- 
cause of the development of the delusion 
that her medication was poisoned. She 
was married, described as "high-strung 
but otherwise without prior psychiatric 
difficulty. Family history was also com 
pletely negative for mental illness. 

When seen she was one of 5 patients 
remaining on a ward that had been largely 
evacuated for redecorating. The patients 
bed was some distance from the other 
remaining patients, and was surrounded by 
screens. Both eyes were covered with 

. She was noted to be quite rest- 
less, her hands and face in constant move 
ment. Her thought processes were 000" 
fused and rambling. Her voice was whining 
and childish. She complained that het 
medication was poisoned, and that she was 
being smothered. She told of seeing а 
"funny little man" like a cartoon, and 
she was unable to tell whether she had 
been dreaming or awake at the time. , 

The patient was operated the following 
day, after which only one eye was banti 
aged and she was brought into closet 
contact with other patients and staff. 
psychotic aspects cleared almost at 00 
and the patient was discharged а 


а == NORMAN 
ery, free from mental abnormality. 


examples are of course not unique. 
ib psychiatrists have seen similar cases 
d read about them. They are of 
‹ however, because both these 
involve the development of 
dent psychotic, schizophrenic-like, 
fe in persons who are otherwise normal, 
conditions of a restricted sensory 
pent 
dt will be recalled that long before work 
И begun on experimental sensory isola- 
there were many reports of such 
friences. Hallucinatory experiences were 
reported by explorers(14), but even 
| interesting are the more com 
ts of such men as Admiral Byrd and 
PBombard(3). Byrd spent 6 months 
in the Antarctic; Bombard crossed 
Mlantic alone on a raft. Yet the ex- 
of both was remarkably similar. 
drew "deeply into themselves for 
ional sustenance.” Both had difficulty 
ing organized thought, and in 
ining control over himself and his 
ronment; and each developed com- 
Sive-type defenses such as structuring 
в daily routine, adherence to a strict 
e, doing mathematical problems, 
-Both experienced difficulty in testing 
ly, and doubted the validity of their 
m thought. Both tried to force their 
іцо toward pleasant associations from 
"past and away from the anxiety pro- 
Ing aspects of their current situation, 
er to mud off depression. Le 
n(4), a prisoner 
ese Communists, had almost identical 
He became depressed, even 
Dted suicide in his isolation. He, too, 
to maintain control over his own 
king by using compulsive defenses such 
ing algebraic problems in his head, 
-Calisthenies (even when this was re- 
ӨЧ to crossing and uncrossing his 
5). He, too, doubted the validity of 
1 thoughts, and had difficulty in 
ng reality, He could not maintain or- 
Zed thought, and drew into himself. 
er such prisoners had similar prob- 
S. There was inability to demarcate 
Hand fiction, to determine the validity 
Xperience. Impairment of ог 
ng, mental dullness, depression, and 


erences. 


suicidal attempts wero present, 
other psychotic symptoms, inc 
lucinations( 14): When Bexton and his 4 
workers in Hebb's laboratory at 

set up the sensory vation exper 
its purpose was to the factors р 


ing “brainwashing” priso 
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Goldberger and Holt report both Ror- 
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ity of thought, severe affective disturbances, 
increase in vividness and frequency of 
imagery, disturbances in time sense, de- 
personalization, and body image disturb- 
ances(6, 7). 

One cannot help noting that throughout 
these reports—clinical, autobiographical, 
experimental—there appear again and again 
Bleuler's cardinal symptoms of schizophre- 
nia: disturbance of associations, dishar- 
mony of affect, autism, ambivalence. We 
see disruption of secondary thought proc- 


| esses, regression to the primary process, 


impairment of reality testing, and in addi- 
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The phylogenetically more recent ab- 
stract system is represented in the neocor- 
tex, and is roughly analogous to Freud's 
seco! process. It is this system which 
receives and correlates stimuli from the 


various sense modalities, and by means of 
such consensual validation of experience 
serves to test reality. By elaborating and 
abstracting perceptual data, it functions 
normally to define experience sharply, 
makes available to the affect system a 
broader base for decision making, and en- 
ables the organism to meet the demands 
made upon it by the environment. 


Ordinarily, the sensory input, after ini- 
tial correlation and elaboration by the ab- 
stract system, is communicated to the affect 
system, which seeks to establish the rele- 


- tion, such accessory symptoms as distortion 
_ of body image, depersonalization, delu- 
4 sions, hallucinations. As a model psychosis, 
— the sensory deprivation experiment much 


- more closely resembles schizophrenia than 
| do the experiments with LSD or mescaline. 
_ It seemed quite logical therefore, to at- 
tempt an interpretation of the sensory 
"deprivation effects within the framework 
—of a theoretical model which we had devel- 
oped from a consideration of schizophrenia 
(12). This model, which attempts to cor- 
relate psychological and physiological find- 
‘ings, is described more fully elsewhere(13, 
12), and cannot be detailed here. A brief 
outline, however, may serve to sketch in 
_ а few of the pertinent concepts. 

— The theory holds that normal mental 
| activity is dependent upon the appropriate 
interaction of two functional systems. The 
more primitive affect system, functionally 
reminiscent of Freud's primary process, is 
represented anatomically in the rhinen- 
cephalon and the subcortical structures with 
which it connects. This system receives 
messages relative to ongoing bodily proc- 
-esses. A homeostatic shift will cause the 
affect system to scan the perceptual stream 
for those cues which have come to be asso- 
ciated with return of equilibrium. The 
significance of a percept is thus determined 
by the relationship of its representation to 
the internal state, i.e. to potential gratifica- 
tion or potential danger. The conscious 
counterpart of this relationship is the affect. 
While the affect system serves the vital 
function of establishing the relevance of 
experience for life, it is limited to qualita- 
tive discriminations and is autistic in orien- 
tation. 


vance thereof for current and prior needs 
and for ongoing processes. This informa- 
tion is then fed back to the abstract system, 
where it serves as the basis for further 
elaboration, and so on. This back and forth 
communication between the two systems 
permits a sequence of meaningful associa- 
tions which is at once reality oriented and 
useful in problem solving. 

Within this framework, then, we have 
postulated that the symptoms of schizo- 
phrenia result from an internal derange- 
ment which interferes with the communica- 
tion between the systems (12), thereby pre- 
venting the reliable determination of the 
significance of perceptions. This break- 
down is seen to result in disruption of the 
stream of associations and consequent dom- 
inance of behavior by the now unchecked 
and uncorrected autistically oriented affect 
system, ie. regression. The critical factor 
in schizophrenia is thus assumed to be the 
inability to establish the relevance of sen- 
sory experience for ongoing processes. , 

The situation in sensory deprivation 1$ 
at once seen to be analogous. Here the 
interference is external, but the effect 15 
the same. By limitation, depatterning 07 
redundancy the stimuli are deprived 0 
meaningfulness for the subject. When per 
ceived, their relevance for meeting СШ” 
rent needs cannot be established ; the con 
sequences of this situation are seen in the 
breakdown of secondary process activity 
and impairment of reality testing. Our P. 


proach suggests that it is the restriction g 


meaning rather than the physical limita- 
© tion of stimuli per se, which is primarily 
responsible for the effects of sensory isola- 
tion. 
If we are correct, then, the importance 
of limiting sensory input lies in the limita- 
tion of useful information ; and even con- 
siderable input, if it were deprived of rele- 
vance, should lead to a schizophrenic-like 
state. We suggest that the common denom- 
inator in schizophrenia and sensory isola- 
tion is relevance deprivation, which may 
be produced artificially by a number of 
other methods of perceptual manipulation, 
such as perceptual distortion and. sensory 
overload. These are propositions which are 
susceptible of experimental investigation ; 
such investigations are currently being de- 
veloped in our laboratories. 


CONCLUSION 


It would seem, in fact, that we now have 
àn experimental model of the schizophrenic 
syndrome superior to the “model psychoses” 
induced with mescaline or LSD. Not only 
Will perceptual interference reproduce 
more closely the primary symptoms of 
Schizophrenia, but these disturbances are 
caused entirely by external manipulation, 
without the confusion of a toxic psychosis. 

ile of course we cannot assume that 
approaches such as these will give us 
valid answers to all our questions, I believe 
We have here an important instrument to 
help us bridge the gap between the labora- 
and the clinic. 
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INTRODUCTION 


— In 1941 A. E. Bennett reported on the 
use of curare as a muscle relaxant capable 
of preventing fractures and dislocations 
during convulsion therapy. 
_ More recently other workers, Moss et al., 
(1953), Impastato and Berg (1956), Jerome 
Rietman et al., (1956), have described the 
use of other muscle relaxants and have 
hasized the need for an accompanying 
t-acting anaesthetic (thiopentone). In- 
easing in popularity is succinylcholine 
iloride (SCC) which is commonly felt 
be the most effective and safest relaxant 
| those in current use. 
"The established practice, in this country, 
is for the SCC to be given with an ac- 
mpanying anaesthetic, either mixed to- 
her in one syringe or separately. Sargant 
Slater (1956) state "Scoline (SCC) ad- 
istration must always be preceded by 
iconsciousness produced by pentothal, as 
feeling of progressive paralysis which 
d otherwise be felt is terrifying.” 
It is for this reason that anaesthetics have 
ontinued to be used and these authors 
Isc make the point “But it is certain that 
muscle relaxants came into general use 
are handled by psychiatrists unversed 
anaesthetic techniques, the death rate 
ECT will increase: alarmingly.” This 
tement is supported by Maclay's (1953) 
es showing that 45% of deaths asso- 
ted with ECT were in cases when a re- 
nt was used, although they could only 
have been a very minor proportion of all 
cases treated. 
__ The risk of modified treatment must sure- 
ly be considerably lessened if a simple 
technique were involved whereby an ac- 
companying anaesthetic is not required, 
"The implication of Maclay's figures may 
that thiopentone relaxant technique in 
the hands of psychiatrists with little knowl- 
edge of anaesthetic procedures is dangerous. 
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A STANDARDISED TECHNIQUE FOR MODIFIED ELECTROSHOCK 
-THERAPY USING SUCCINYLCHOLINE CHLORIDE 


HARRY K. ROSE, L.R.C.P.! & S. (Ep. )., D.P.M. 


We should not be too ready to incriminate 
the muscle relaxant drugs without sufficient 
evidence. 

A relaxant technique without an anaes- 
thetic means a safer, easier and quicker ad- 
ministration which is probably more effec- 
tive. There is some evidence that a longer 
course of treatment is needed when ECT 
and relaxant and anaesthetic is given than 
when ECT is not accompanied by an anaes- 
thetic. Several workers have reported on the 
use of relaxants without anaesthetics. There 
have been important differences of tech- 
nique which may possibly have led to some 
confusion and resulted in no single method 
being generally adopted. Murray (1953) 
uses small doses of SCC (20 mg.) and times 
the shock at 10 seconds after the onset of 
facial twitching. Impastato and Gabriel 
(1957) followed Murray’s timing technique 
but realised that the SCC did not develop 
its full effect when the shock was given. 
To reduce the severity of the convulsion 
they used a special machine (Reiter А.С. 
instrument Model Molac II) giving an in- 
itial high voltage shock to produce an 
amnesia 10 seconds after SCC injection and 
a further shock 20 seconds later to give а 
convulsion. Kelleher and Whiteley (1955) 
used SCC alone, comparing its action wi 
SCC and thiopentone and suxethonium 
bromide alone. Using SCC alone the shock 
was timed at 10 seconds after the beginning 
of facial fasciculation. Mild anxiety in asso- 
ciation with facial fasciculation was 16" 
ported in one third of the patients. Using 
suxethonium alone they found that more 
than half of the patients experienced severe 
anxiety and suggested this was due to the 
shock-like onset and rapid spread of paraly- 
sis that took place with this drug. They 
concluded that SCC was the drug of choice 
and quoted Gillies and McNeil (1955)— 
one patient who recalled on several 0€ 
casions a sensation of smothering following 
the injection of suxethonium bromide. 
Glover and Rosium (1954) using SCC alone 
required a team of 5 persons to ho the 
patient, the shock being given after the 
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appearance of obvious facial fasciculation 
or respiratory embarrassment, or both, 

The purpose of this article? is to stand- 
ardise a simple technique for modified ECT 
using SCC without an anaesthetic, a tech- 
nique which is safe and without undesirable 
side effects. This technique has been used 
by the writer for the past 4 years. No other 
doctor was required to be present. The 
experience covers more than 3,000 treat- 
ments, both inpatient and outpatient. There 
were no resultant fatalities. 


TECHNIQUE 
Method of Administration—No food or 
drink is allowed for at least 2% hours prior 
to treatment. Thirty minutes before treat- 
ment 1/100th gr. of atropine sulphate is 
injected subcutaneously. In cases of urgen- 
cy it may be injected intravenously im- 
mediately before or with the scoline; but 
this has not been found quite so effective. 
Position of Patient —The patient lies com- 

fortably on a couch, bed or stretcher on 
top of which is placed a firm mattress. A 
pillow is placed under the head. If the 
Mattress tends to sag another pillow is 
Placed under the small of the back but no 
active attempt at hyperextension of the 
spine is made. No restraint is used. The 
patient is merely told that he is going to 
receive an injection which will relax all 
his muscles and is reassured that there is 
nothing to worry about. 

osage of Succinylcholine chloride.— 
The dose of SCC to be given is estimated 
у the weight and muscularity of the pa- 
tient. This is not the only consideration, 
owever, for muscular response is also de- 
pex on pseudocholine esterase titre. 
ow effect of this is only seen after the first 
Njection, when patients having a low titre 
may be found to have more complete re- 

tion and prolonged apnoea than ex- 
Pected in the normal. Slight adjustment in 
Osage may then be made. 
* osage.—Average dose for men 30 mg. 

Women 25 mg.; 5 mg. less is given to 


2 " 

Sk âm indebted to Dr. E, H. Hare for his encourage- 
Freudente advice. I should like to thank Dr. R. K. 
Hospital TE, Medical Superintendent of Netherne 
Dist and’ po, T. P. Rees and Dr. S. А. MacKeith, 
ham p pene Medical Superintendents of Warling- 
„ark Hospital, for giving every facility for the 
106 Out of this work. 
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those over 60 years old. Where ther 
history of chronic chest disease, or if 
deformity is present, dosage is lowered to 
20 mg. for men and 15 mg. for women. 

These doses have been found sufficient 
for all routine cases where there is no spe 
cial indication for modification with mus 
relaxants. If. however, there is a sp 
risk of fracture or other injury the dose i 
increased by 5-20 mg. according to the п 
for more complete relaxation. The secoi 
and following doses may be adjusted ; 
cording to the initial response. In tl 
routine case, partial muscular relaxation i 
all that is required and where relaxati 
and/or accompanying apnoea are- 
severe, the dose is reduced by 5 mg. — 

Rate of injection of SCC.—A rapid i 
jection is given (2-3 seconds) in ord 
bring on paralysis as quickly as possib 
Slow injections tend to delay the ons 
paralysis and increase the likelihood - 
untoward reactions, 

Mouthpiece—If the patient has teeth 
gag is inserted into the mouth immedia 
following the SCC injection. The patien 
is asked to bite on it and the jaw is held 
with moderate firmness. The edentulo 
patient does not require a gag. 7 
TIMING OF SHOCK TREATMENT i 

Success in avoiding untoward reacti 
the principle one being a sensation 
choking, depends on skilful timing. 
mediately following the injection the 
tient is told to raise his other arm to a right 
angle and keep it there as long as possible. 
When the arm can no longer be held up 
and begins to fall to the side, the shock is - 
given. This occurs at a variable time а! 
the injection, usually between 5 and 15 
seconds, occasionally being prolonged to ' 
30 seconds. The disagreeable choking sen- 
sation appears after the relaxation of the 
arm and does not therefore trouble the 
patient. I have questioned many patients - 
following a course of shock treatment using - 
at different times SCC with and without - 
pentothal. The last thing the patient who - 
has SCC without pentothal remembers, is - 
the injection of SCC. He usually believes 
that it was this injection which put him to 
sleep. ч 
USE OF OXYGEN AND AIRWAY 

During the convulsions an airway is. 
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slipped over the gag, the latter being re- 
moved. In the edentulous patient the air- 
way is inserted at this point. Oxygen is 
iven by a positive pressure rebreathing 
4 Эё when the fit shows signs of terminating. 
However, with such small doses of SCC 
- as described, the patient often resumes 
"spontaneous breathing immediately follow- 
| ing or a few seconds after the convulsion 
? without insufflation of the lungs. 
— When slight anoxia is considered to be 
dangerous in a particular case, e.g., where 
art disease is present, oxygen is adminis- 
ed immediately after the giving of the 


treatment. This is of particular im- 

nce in the outpatient clinic where a 

dy recovery without the sleepiness and 

€ sion associated with thiopentone is of 
‘considerable advantage. Thus, the patient 
s allowed to leave the department safely 
one hour later following a very short 
od in the recovery room (15-25 min- 
es). Relatives or friends who accompany 

e patients are relieved of a tedious wait 

d are most grateful for this. : 


IMPLICATIONS OF TREATMENT 


— The series has been remarkably free 
complications and untoward effects. 
olonged apnoea of 3-5 minutes occurred 

n 3 very old persons. These patients had 
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pressure. 
On two occasions the shock was not 
- given due to a fault in the machine and 
once the headpiece fell off the table and 
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not now occur as the electrodes are in- 
corporated into the headpiece. 

There were no fractures or injuries re- 
sulting from treatment. 

Lastly, it is important to have an im- 
peccable intravenous technique so that the 
patient does not become alarmed at the 
doctor searching and probing for a vein. 
When complete relaxation is necessary, one 
must make certain that the total dose of 
SCC is given into the vein. 


Discussion 
DIFFERENCES OF TECHNIQUE 


1. The essential difference in the tech- 
nique outlined from those of other writers, 
Murray(7), Kelleher and Whiteley(9) and 
Glover and Rosium(11), is in the timing 
of the shock. The shock is given when the 
patient's arm begins to fall to the side and 
not at a time related to the onset of facial 
twitchings. Kelleher and Whiteley(9), who 
described mild anxiety in one-third of their 
patients may have gained this impression 
from the facial fasciculation and signs of 
restlessness present. These are not neces- 
sarily signs of anxiety. 

The retrograde amnesia produced by the 
shock may account for the lack of com- 
plaint of anxiety by some patients, but it 
is by no means certain that allowing for 
this these patients have experienced any 
anxiety. 

2. No restraints are used other than the 
nurse holding the jaw with moderate firm- 
ness. r 

3. Each case must be considered on its 
own merits when dosage is calculated, 6.» 
degree of modification required, age, 
weight and muscularity of patient and the 
presence of coincident chest or heart 
disease. 


RELAXANT V. RELAXANT AND THIOPENTONE 


Fear of the terrifying anxiety said to be 
produced in the patient following SCC has 
been the main reason for relaxant tech- 


_ the movable electrodes which had broken 
-. off were not able to be reassembled in time 
- to give the shock. These mishaps resulted 
_ in the patients experiencing the disagree- 
able choking sensation due to SCC. They 
were however able to continue treatment 
_ after reassurance. The latter mishap can- 


niques unaccompanied by thiopentone not 
being adopted. Recognised authorities 
British psychiatry, e.g., Sargant and Slater 
(5) have stressed the necessity for an aC 
companying anaesthetic emphasising 4 
anxiety which would be aroused if 

were not given, Experience has now show? 


‘that these fears are groundless. There is а 

ible disadvantage in using a relaxant 
alone in that relaxation is not complete but 
in practice this does not matter because 
| partial relaxation is adequate for nearly 
all cases. The patient may however be more 
restless in the recovery phase. 

Advantages of relaxant given alone in- 
clude : 

1. Easier, quicker and safer administra- 
tion. 2. Fewer attendants required. One 
doctor and one nurse, is minimum require- 
ment. 3. Rapid recovery. 4. No anaesthetic 
| complications. 

There is much to be said for giving a 
relaxant drug with every shock treatment. 
In some clinics this is routine practice. 
These are usually clinics where the total 
tumber of treatments per session is small, 
“and an anaesthetist is always available. 
‘Some authorities require two doctors to be 
‘Present when ECT is given ; others stipu- 
late that an anaesthetist must always be 
Present. The present trend is to take ECT 
- 9ut of the hands of the psychiatrist trans- 
ferring it to the presumed safer control of 
the anaesthetist. 

However, the great majority of treat- 
ments today are administered in the mental 
hospitals where facilities are not available 
“ot anaesthetists to be present when ECT 
ds given. Treatments would be considerably 
Testricted and indeed urgent treatments 
Would not be easily administered if an- 
-Sesthetists were required in all cases. An- 
“ner consideration, and not the least 
jy Portant, is the legal position of the psy- 

trist working alone, who is unfortunate 
tough to have a death or injury follow 
tment. His position might indeed be 
ardous if it became established practice 
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Íor an anaesthetist to be present duri 
modified convulsive therapy. E 

The present trend is a retrograde one. 
is uneconomic and merely increases the 
difficulties encountered in the treatment 0 
patients. The writer hopes that the pro 
cedure outlined may yet become the es- 
tablished practice in this country. Y 


SUMMARY 


A standardised technique for mo 
ECT using succinylcholine chloride w 
an anaesthetic is described in detail, Dif- 
ferences from previous techniques are ex- 
plained. The advantages of a safer, ea: 
and quicker administration of ECT 
stressed. 1 
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_ In recent years, there has been much 
research as to whether or not a blood 
‘substance exists that is related to the schizo- 
phrenic reaction. Pfeffer and Pescor(1) 
erformed exsanguination experiments with 
od volume replacement in schizophrenic 
ents and were unable to demonstrate 
presence of any toxin. This work has 
subsequently been repeated and validated. 
Winters and Flataker(2) reported changes 
the motor performance of rats who were 
ed with schizophrenic serum. How- 
this finding could not be confirmed 
Ghent and Freedman(5) who repeated 
experiments. Heath, et al.(3) reported 
presence of a blood substance which 
had extracted by biochemical methods 
it produced a schizophrenic-like reaction 
in volunteers. These data have been diffi- 
cult to confirm in other laboratories and 
have evoked a criticism by Siegel, et al.(4). 
he cross-transfusion technique has been 
many times in clinical studies of 
diseases. It is not without risk, and 
ough study of the technique with a 
w of literature is reported by Salis- 
et al.(6). They also report in their 
series a fatality. In a review of the 
ture on research in schizophrenia, no 
study was found where a non-psychotic 
folunteer had been cross-transfused with 
an actively hallucinating patient. Accord- 
ingly, we undertook this study. 
MATERIAL AND METHOD 
... Our procedure was based on the simplest 
ible cross-transfusion method. It was 
ormed with a 50 c.c. syringe used as a 
np and No. 15 needles inserted into the 
antecubital veins of a patient and of a 
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heparinized, and the volunteer received 
- iBellevue Psychiatric Hospital, New York Uni- 
versity College of Medicine, New York 16, N. Y. 
"Director of Research, Rockland State Hospital, 
Orangeburg, N. Y., where this experiment was per- 
rmed. 

3 We are indebted to S. B. Wortis, M.D. whose 
suggestions made this experiment possible. 


volunteer. The patient and volunteer were. 
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CROSS TRANSFUSION IN SCHIZOPHRENIA 


GEORGE NICKLIN, М.р. WILLIAM SACKS, Рн.р., HANS WEHRHEIM, M.D., 
GEORGE SIMPSON, M.D., JOHN SAUNDERS, M.D., лхо NATHAN KLINE, M.D.* 


an injection of Evans blue dye to determine 
the extent of blood exchanged. No other 
medication was given to the patient or 
volunteer for the 72 hours prior to the 
experiment, during the experiment, or dur- 
ing the several days after the experiment, 
with the exception of a course of Oxytetra- 
cycline administered prophylactically to the 
volunteer and the patient following the 
study. 

The patient (F. F.) was a 39-year-old 
single, grocery clerk, of Mediterranean 
origin, who had been hospitalized for 19 
years due to chronic schizophrenic reaction 
of the mixed type. He had hallucinations 
and delusions which were active. During 
the time before the experiment and during 
the experiment he was having auditory and 
visual hallucinations. He was also mildly 
paranoid at the beginning of the experi- 
ment, and had fluctuating bouts of cata- 
tonia. A physical examination and blood 
chemistry studies. were within normal 
limits. Both the patient and volunteer were 
blood group “O,” Rh- positive, and were 
compatible. 

The volunteer (W. W.) was a 23-year- 
old married graduate student and consci- 
entious objector. He was found to be a 
very gifted, creative individual of superior 
intelligence whose personality was within 
normal limits and without any evidence 0 
psychotic response on his psychiatric and 
psychological examination. Blood chemistry 
studies were found to be within normal 
limits. Both the volunteer's and the patient s 
electroencephalograms were within norm 
limits.’ There was no evidence of any 
physical or neurological abnormality in 
either subject. 

The procedure was carried out in à 
hospital operating room with surgical and 
medical supervision. Both the patient an 
the volunteer were given an initial contro 
run to make sure that neither would re- 
spond to the stimuli of the experiment. It 
was also planned that if any response 
should occur in the actual cross-transfusio? 
a follow-up control study would be done. 
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RESULT 

During a period of 6 hours, a total of 
6,800 c.c. of blood was interchanged ; that 
is, 3400 c.c. was transfused from Ње 
patient to the volunteer and 3,400 c.c. from 
the volunteer to the patient. The Evans 
blue dye suggested that a minimum of 31% 
mixing of the two blood volumes occurred 
during this period. During the first 21 
minutes of the experiment (Table 1) 1,000 


TABLE 1 
BLOOD VOLUME INTERCHANGE 
RELATED TO ELAPSED TIME 
Time In 
Minutes Blood Volume in Liters 
21 IL. 
100 2L. 
155 3L. 
233 4L. 
275 6L. 
362 6.8 L. 


с.с. of blood was interchanged ; that is, 500 
с.с. being sent in each direction. During the 
first 45 minutes of the experiment 800 c.c. 
of blood were interchanged in each direc- 
tion. The procedure was somewhat pro- 
longed due to the need to flush the ap- 
paratus with heparin in saline periodically, 
due to occasional clots. 
Throughout the experiment, no apparent 
cal changes occurred in the patient 
or the volunteer. The patient continued 
to have visual and auditory hallucinations. 
e volunteer showed no signs of hal- 
ations, no signs of catatonia, no signs 
delusions, no ideas of reference, or 
er psychotic symptoms. About 4 hours 
` the cross-transfusion had been dis- 
оцей, the patient became more cata- 
EC than he had been previously, and 
a dii Paranoid. He continued to have 
d and visual hallucinations. This 
in E of Increased catatonia and paranoia 
$ e patient lasted for 24 hours following 
bà Completion of the experiment. The 
Unteer showed no signs of any clinical 
Psychiatrically. Thirty-six hours 
€ experiment both the patient and 
unteer showed a febrile response 
rales in cp Presence of ronchi and a few 
| T lungs of both. They were main- 
ollowing the experiment on a pro- 
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phylactic dose of Oxytetracycline and the 
febrile response in both 
2 days after the onset, and the Oxytet 
cycline was discontinued after 5 days: 
treatment. Follow-up studies of the patien 
showed a reversion to his previous fluctuat: 
ing catatonic state and a decrease im hi 
paranoia following the first 24-hour p | 
after the experiment. However, he con- 
tinued to hallucinate. His hallucination 
have continued up to 5 months after the ex- 
periment. At the end of 6 months after the | 
experiment when the patient was 
clinically he was not hallucinating altho 
he was having occasional bouts of : 
tonia and did have ideas of reference and. 
some paranoid ideas. ^ 
Psychological follow-up studies on the” 
volunteer showed that he had markedly im- 
proved in his interpersonal relations 
during and after the period of the exp 
ment. There is apparently no reason 
believe that the improvement was rela 
to the exchange of blood. The apparent 
improvement was believed related to the 
enhancement of self-esteem which occurred 
in the volunteer, coincidental with th 
experiment. Also, during the period of the 
experiment, shortly before the actual cross- _ 
transfusion, the volunteer was married, and ! 
apparently his heterosexual and interper- 
sonal adjustment improved markedly at - 
that time. . 


COMMENTS 
From the findings of this experiment, опе 
can conclude that cross-transfusion of - 
moderate quantities of blood in a relatively _ 
short time has no apparent ill-effects on a — 
volunteer, when the cross-transfusion is . 
between him and an actively hallucinating _ 
schizophrenic patient. Indeed, it would — 
seem that the patient was temporarily worse — 
following the experiment, and that the - 
volunteer was improved by the study. | 
While this raises some question as to - 
whether or not there is a toxic blood sub- | 
stance that would cause a psychotic re- | 
sponse in a volunteer, it also raises à - 
question as to whether or not a normal . 
blood substance was supplied to the pa- 
tient in larger quantities than he had been - 
accustomed to, and that his body converted. 
it into a toxin which produced a more 
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und psychotic “fusion, The patient became psychiatrically ' 
id, or if his change was a simple stress 
se. While this study does answer the 


more ill during the 24 hours immediately 
following the cross-transfusion. 
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Akathisia is “a name given by Lad Has- 
T to a form of rhythmic chorea in 
k ch the patient is unable to remain 

ted”(1). Freyhan(2) quotes Kinnier 
T Wilson’s description of it in his chapters 
оп encephalitic and idiopathic Parkinson- 
as follows : 


— Not a few subjects complain paradoxically that 
T they cannot “sit still” or do so only “with an 

effort” ; they must get up, or move about, or 
" shift the position of their limbs, inaction hav- 
_ ing become unbearable. 


C Freyhan(2) then gives his own excellent 
А iption of this condition : 


n 

p с шр is mild, patients complain of a 
_ feeling of inner unrest, of pulling or drawing 
— Sensations in the extremities but chiefly in the 
— legs. Once akathisia is fully developed, patients 
T pace back and forth and can neither sit down 
to read or play or sleep. In severe cases, pa- 
lients appear continuously agitated. 


Akathisia is felt to be an unusual mani- 
К festation of the Parkinsonian syndrome. 
Goldman(3) points out that this condition 
Occurs often without recognizable anxiety 
that can be verbalized. 
thisia, then, can be defined as a 
Variation of the Parkinsonian syndrome in 
Which the patient is in a state of motor 
‘estlessness which may appear like an 
_ Anxiety state but in which real anxiety can 
26 neither recognized nor verbalized. This 
— Syndrome has recently been brought to 
€spread medical attention as the result 
€ introduction of a new tranquilizer, 
Operazine (Stelazine). A significant 
er of patients are reported to develop 
Aisia during treatment with this drug. 
Freyhan(5), in an as yet unpublished 
er, has reported the occurrence of this 
стоте during the administration of 
Jer phenothiazine drugs such as proclor- 
azine, triflupromazine, and perphena- 
Es This is to be expected in view of the 
КАО that the Parkinsonian syndrome is a 
-known side effect of the phenothiazine 
Natives and appears to be directly re- 
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AKATHISIA : THE SYNDROME OF MOTOR RESTLESSNESS 


JAMES R. HODGE, М.О! 


lated to the dosage of the drug. Two 
have recently come to my attention in 
which akathisia, without other evidences of 
Parkinsonism, has occurred during tre 
ment with large doses of phenothiazine 
drugs. * 


Case 1.—Patient В. C. had suffered injury to 
his left eye approximately 20 days prior to ad- - 
mission for treatment of a corneal ulcer. There 
had been a great deal of pain and a certain - 
amount of apprehension about entering the 
hospital. By the time a psychiatrist was called, | 
the eye was in good condition, and the t 
had disappeared. The psychiatrist was ] 
because the patient was pacing the floor, 1 
not sleep, and had remarked “I feel like jump- 
ing out the window." During the psychiatric 
interview, he Кт n since admission to 
the hospital he had become increasing) 
“nervous.” He was usually reasonably well 
the morning but became more hyperactive 
the day p . He could not sit in 
one place, paced the hall, could not sleep, a 
became quite fearful that something was v 
pening to him. His own words can best o 
scribe his feelings, “When I sit there, I feel E^ 
should be sitting here. When I sit here, I feel I 
should be sitting there." With this increased _ 
motor behavior e енеш, there ki- no 
mood change, no real apprehension, no depres- - 
sion. There was no disturbance of thought . 
content. The patient fat МҸ not understand 

he felt the way he did. 

pito Of his chart revealed that he 
had been given increasing doses of tranquiliz- 
ing drugs in an effort to control his "nervous- 
ness." At the time he was seen, he was receiving 

8 mgs. of perphenazine (Trilafon) tid, in 
addition to 100 mgs. of promazine (Sparine) 

14. i 

h tt was felt that this patient was in a state of 
akathisia. All tranquilizing drugs were stopped — 
immediately. Chloral hydrate was given as a 
sedative, and Cogentin was started empirically 
in doses of 2 mgs. at bedtime for 3 days only. - 
Within 24 hours the patient was markedly im- - 
proved, and within 24 hours more he had no 
remaining symptoms of anxiety, tension Or. 
restlessness. 

Case 2.—Patient J. P. a 20-year-old single 
white girl was admitted,to the psychiatrie 
unit as an emergency because of bizarre be- 
havior at home. She was found to be mildly 
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_ hyperactive, hostile, aggressive, and delusional. 
Shlorpromazine (Thorazine) was started in 
osages of 200 mgs. per day and was quickly 
© raised to 800 mgs. per day. With the increase in 
dosage, there seemed to be a paradoxical effect 
in that she became much more hyperactive and 
_ disturbed. Her hostility diminished markedly, 
but she suffered extreme dryness of the mouth 
and had to drink water constantly. She could 
not sit still, constantly moving from one seat 
to another, leaving the room and returning, 
“Мапа essentially having a flight of ideas. The 
dosage of Thorazine was quickly diminished 
to 200 mgs. per day and then 100 mgs. per 
day, and Cogentin was added to the regimen 
jn dosages of 2 mgs. per day. There was some 
vement in the hyperactive behavior, but 
delusions and hostility became prominent 
in. Thorazine was discontinued altogether 
‘trifluoperazine (Stelazine) was begun in 
of 2 mgs. t.i.d., continuing the Cogentin. 
Within 36 hours, the motor restlessnes abated, 
the dryness of the mouth disappeared and the 
ssion of delusional and hostile material 
hed markedly. The psychotic process, 
er, remained basically unchanged; and 
lowing a reasonable trial period of drug 

ру, the patient was referred for insulin 
tment. 

di 


' SUMMARY AND CONCLUSIONS 

_ 1. The syndrome of akathisia has been 
defined and described. It appears to be a 
ifestation of the Parkinson syndrome. 
Two cases of akathisia are reported. 
both occurred during administration 
phenothiazine tranquilizing drugs, and 
ere relieved by changing or stopping the 
g and by adding an anti-Parkinson drug. 
attempt was made to determine the 
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necessity for adding the anti-Parkinson 
drug when the tranquilizer was changed, 
though Kruse(4) reports that “these re- 
actions . . . were always controllable” by 
anti-Parkinson drugs alone. 

3. Akathisia is a syndrome which occurs 
during the administration of high doses of 
tranquilizing drugs. Whenever a patient 
fails to respond to the administration of 
high doses of these medicines or when he 
seems to have a paradoxical effect from 
them, the possibility of akathisia should be 
considered and appropriate treatment insti- 
tuted. 

4. Appropriate treatment of the con- 
dition appears to be, at this time, a re- 
duction or change in the tranquilizing 
drugs used, plus the addition of an anti- 
Parkinson drug such as Cogentin, Pagitane, 
or Kemadrin. 
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THE REACTIONS OF GENERAL PRACTITIONERS 
TO A PSYCHIATRIC ABSTRACTING SERVICE ' 


RUSSELL N. CARRIER, M.D., ROBERT S. GARBER, М.р.,2 
AND CYRIL M. FRANKS, Pu.D.* 


In the spring of 1957 a series of seminars 
entitled Psychiatry for the General Practi- 
tioner was sponsored by the Carrier Clinic 
in conjunction with the Mental Health 
Committee of the Medical Society of New 
Jersey and the New Jersey Chapter of the 
American Academy of General Practice. 
The abstracts of the 18 papers presented 
aroused so great an interest and brought 
such a demand for copies that, with the 
aid of Smith, Kline and French, some 26,- 
000 copies had to be printed and distributed 
throughout the country. Because of this 
widespread, and somewhat unexpected, in- 
terest an informal follow-up survey was 
carried ош. It became readily apparent 
that, although the general practitioner was 
at times virtually inundated with pam- 
phlets and literature of every description, 

ere was a need for some form of ab- 
Stracting service by means of which 
selected parts of the mass of technical 
Psychiatric literature, written by one spe- 
cialist for his equally special colleague, 
might be translated into more generally 
comprehensible language and consequent- 
y become of value to the general practi- 
tioner, 

E meet this assumed need the Carrier 
| linie of New Jersey introduced a quarter- 
Y publication entitled Abstracts of Psychi- 
“try for the General Practitioner. The first 
"sue appeared in the spring of 1958; it 
contained 30 one-page abstracts, culled 
toy the recent world psychiatric literature. 
ue n the abstracts were relatively non- 
Ei summaries of highly technical 
is arch or clinical contributions ; others 

“re essentially condensations of utilitarian, 
ena cally sound, but not very technical, 
ie es from a variety of sources not readily 

able to the general practitioner. Casual 
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contact with a small sample of the 9,0 
or so recipients of the journal suggest 
that many general practitioners would. 
fer the latter type of article, i.e, stro 
utilitarian and of immediate aid in 
everyday practices. The second issue 
modified accordingly and the article: 
selected primarily on this basis. For i 
ample, topics treated in the second is 
covered. such diversities as the use of sp: 
cific new medications, problems of ad 
tion to tranquilizers, the psychiatric aspe 
of multiple sclerosis, the role of the ps 
chiatrist in the treatment of Parkinson 
disease, the differential diagnosis of 
mentary loss of consciousness, the psy 
atric symptoms masking brain tumor, 
treatment of the neuroses in general pi 
tice, rehabilitation of the blind ge 
patient and the counseling of parents 
mentally defective children. All of th 
topics raise problems which the gen: 
practitioner might well encounter in 
daily routine. 

At this stage it became apparent 
the only way to evaluate and comp 
these two issues and to find out what 
general practitioner really requires fri n 
an abstracting service—if he requires it at 
all-was to carry out a systematic survey. | 
Accordingly 496 names were selected at | 
random from the 9,000 mailing list and a | 
brief questionnaire was sent out, accom- 
panied by an explanatory letter and а | 
stamped and addressed reply envelope. The 
questionnaire was anonymous and had only 
10 items, some of which required a Yes/No 
type of reply, others a rating and some - 
brief written comments. А 

Of the 496 questionnaires sent out, only | 
52 were returned. This 10% return is con- 
sistent with physician reply ratios obtained 
under similar circumstances by other in: 
vestigators. The question now arises of 
how representative of the general sample 
of 496 are the 52 who replied. It might be 
speculated that only the more interested 
and therefore, perhaps, the more favorably ' 
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disposed would bother to reply. To in- 
vestigate this possibility, 30 additional 
tandomly selected general practitioners 
were interviewed either directly or by 
telephone and essentially the same ques- 
tions asked, but in considerably more detail. 
Although this group is small, and hence 
subject to some reservations in drawing 
any conclusions, the trend of their replies 
failed to differ significantly from those of 
the larger sample who responded to the 
written questionnaires. On the contrary, 
_ the resemblances were striking, suggesting 


4 that the 52 written replies may be judged 


— as reasonably representative of Abstract 
P readers in general. 

Of the 52 returned questionnaires two 
— were blank, one because of the decease of 
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the physician concerned and one for no 
apparent reason. Of the remaining 50 ques- 
tionnaires most, but not all, were fully 
| completed. Hence the number of replies 
Varied slightly from question to question. 
but not all, general practitioners 
recalled receiving both issues, some few 
recalled receiving neither. One respondent 
checked “neither,” then, in an invited com- 
“ment question, strongly complained of this 
"failure to send him the journal and finally, 
a question which called for suggested 
_ improvements, complained bitterly that the 
was “far too technical and complex.” 
ately such curious inconsistencies 
| Were rare and it was reassuring to observe 
[ that almost everybody who reported re- 
ceiving both issues had taken the trouble 
p at гах issues. 
ost of the replies were very much in 
favor of the Abstracts and their continua- 
" tion, provided that the articles were of 
utilitarian value in general practice. Ap- 
| parently what is required is guidance in a 
| do-it-yourself program with some indica- 
J E m" limitations and the sort of 
- Psychiatric cases and occasions when 
-. eialist help must be sought. If replies inch 
as "helps me to evaluate and attempt to 
| take care of patients that would ordinarily 
- have to be sent to the psychiatrist im- 
mediately” are indicative of things to соте 
ч then, perhaps, not all psychiatrists will be 
_ as appreciative of this new service as are 
the general practitioners, 
Comments were repeatedly expressed to 
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THE REACTIONS OF GENERAL PRACTITIONERS [ 


the effect that the general practitioner is 
primarily interested in concise, practical 
articles which will be of value to him in his 
practice. He is not, in general, interested in 
keeping ahead of current research develop- 
ments or new theories. Above all, he wants 
the articles to be abstracted in a language 
which is as devoid of technicalities or 
psychiatric jargon as possible, especially 
psychoanalytic terms. Perhaps not unnat- 
urally, this veto does not apply to pharma- 
cological or general medical jargon; im. 
other words, abstracts must be readily 
comprehensible to the general practitioner 
and utilize his own jargon, not any one 
else's. 

From Table 1 it is clear that the Abstracts 
has made some impact upon those who 
received it and that the second, and more 
practical issue, is the more popular—al- 
though a surprisingly large proportion of 
readers apparently have no strong prefer- 
ences. Both questionnaire and interview 
techniques confirmed that the present for- 
mat is satisfactory in almost all respects 
and that a quarterly journal containing 
some 30 abstracts is ideal. 

One of the more revealing questions was — 
that in which the physicians were ask 
to rank 4 different topic areas in order of 
interest and then add further comments 
if they felt so inclined. Both statistical 
ranking and additional comments indicate 
that there is a distrust and an aversion to 
many psychoanalytic concepts as well as & 
lack of interest. è 

It may be of interest to record briefly 
some particularly relevant findings from 
a related but independent study which is 
to be reported elsewhere. In a recent survey 
of reactions to the second Carrier Clinic 
Seminar Series of Psychiatry for the Gen- 
eral Practitioner, held in the fall of 1958, 
questionnaires were sent out to those ge? 
eral practitioners who had attended S 
or all of the lecture program. Eighty-nine 
questionnaires were sent out, 99 rep? 
were received. The 12 questions were 
similar to those asked in the Abstract 
questionnaire and, once again, 
anonymity was preserved. 

Before discussing these replies a note 
caution must be sounded. The informat 
obtained from this questionnaire Was 
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STATISTICAL ANALYSIS AND SUMMARY OF REPLIES TO 
ABSTRACTS QUESTIONNAIRE 
(n—50) 


à. Recalled receiving copy of Journal 


b. Read or scanned copy of Journal 


c. Believe that abstracted articles should be more utilitarian and cover less technical 


subjects : 


d. Found second issue of more interest than first 


Found first issue more interesting 

No difference 

Item not completed or not applicable 
€. Too many articles abstracted per issue 

Too few articles abstracted per issue 

About right 


f. Would welcome an article on when to refer a psychiatric problem elsewher 
X. Would welcome an article on state and voluntary commitment laws and procedures 
h. Ranked order of interest of the following four topics : 


1. psychosomatic medicine 


2. treatment of psychiatric patients by the g.p. 


3. drugs 
4. psychoanalysis 


*Note: These figures are not percentages, they are obtained as follows: For each topic the пш 
divided by the number of times it was placed 1 

the smallest as unity by dividing throughout 
smallest, the final figures being corrected to the nearest whole number. 


times the topic was placed first was 
four ratios were then expressed in terms of 


tended to help in the presentation of an 
even better third seminar series in the 
future. Since the 89 recipients were al- 
ready sufficiently interested in psychiatric 
problems to take the trouble to attend at 
east part of the preceding seminar series, 
ey can, in no sense, be considered a 
random sample from the population of 
Seneral practitioners. It is therefore hardly 
gute, or surprising, to learn that over 
We of the replies indicated strong interest 
Mm Psychiatric problems and a desire to 
neve further material provided that it 
oot Prepared specially to meet their 
^m What is of significance is the an- 
ers received to questions concerning 
с topics for future discussions. The 

тэ МИ expressed here coincided almost рге- 
ey with the needs expressed in the 
re questionnaire and many sugges- 
: | obtained which would be of value 
d e future planning of both Seminars 

Abstracts, 


_ ^ Strong interest was expressed in the 


Yes 
No 
No opinion 


many problems associated with the ma 
agement of the mental defective and | 
relatives. Other physicians were concerned 
about their lack of knowledge of the 
subtleties of office interview and treatment 
techniques. As one physician confessed, | 


I feel a little inadequate in office intervie 
where my stethoscope, thermometer, and 
amination table are removed. Also, in treat- 
ment, where my hypo needle, prescription | 
blank, etc., are taken away. What can you 
do to help me? Your course has already 
helped a lot and your publicity angle with the 
newspapers has let many of my former pa- 
tients know I was interested. They now come 
e ing more time and interest. What can 
you do to help me further in helping 


people ? 


In the Seminar survey, as in the Abstra 
questionnaire, it became apparent that, 
a group, general practitioners are prima 
interested not in research, theoreti 
principles or abstract cases but in spe 


Returning now to the Abstracts ques- 
tionnaire, many useful suggestions were 
ceived. Although most physicians were 
arently satisfied with the existing pro- 


sue be confined to one or two subjects 
hich could then be treated more thor- 
hly. Other specific suggestions occur- 
more than once were for the inclusion 


s, on the management of problems 
iting to mental deficiency, on medico- 
problems pertaining to mental ab- 
mality, on the differential diagnosis of 
ded, brain damaged and schizophrenic 
en and articles on the treatment by 
general practitioner of specific disease 
tities and specific psychiatric problems, 
^s y the mildly neurotic patient. 
everal physicians commented sadly 
their medical school training had pro- 
them with little or no psychiatry 
that this gap became more and more 
ent as their office practice increased. 
many physicians apparently require 
some guidance in interviewing tech- 
es and the methods by which danger 
als may be recognized in time. One 
problem which seems to arouse much 
in the general practitioner is that 
he patients anxiety, how to avoid its 
1 and how to cope with the situa- 
when it occurs. An associated problem 
Ow best to avoid manipulation by 
patients. 
Running through the responses to the 
inar survey, to the Abstracts question- 
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ncepts and modes of thought. One gen- 
practitioner, although not in these 
‘words, discussed the problems of counter 
transference and the gradual realization of 
he important part that he himself played 

the treatment of a particular patient. 
ven though the ailment was primarily а 

ysical one. This was particularly brought 
me to him during one period when he 
not feel well himself and was conse- 
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quently inclined to be terse and irritable 
in his dealings with patients. Gradually 
he awakened to the fact that his patients 
were getting very little out of their visits 
to him on these occasions and that they 
weren't even responding to simple sugges- 
tions relative to the method of taking their 
medication, This physician went on to 
report how meaningful it was to begin to 
understand his own emotional attitudes 
towards his patients. 

Another physician commented that he 
was now able to recognize that he became 
persistently annoyed with a particular pa- 
tient whom he had hated for many years. 
As a result of the literature he had read 
and the Seminars he had attended he is 
now able to realize much more clearly 
what had been happening between himself 
and the patient he had despised so much. 
This physician further reported that, with 
his change of attitude, he was able to sense 
a positive response on the patient’s part. 

A number of general practitioners re- 
ported that they felt terribly guilty about 
seeing patients with psychiatric problems, 
or confirmed neurotics. They recognized 
that actually they did not want to see 
them and they felt uncomfortable about 
carrying patients along for a prolonged 
period of time and giving them nothing 
more material than “talk” to help them 
with their illnesses, Each of these general 
practitioners then related that he is now 
much more aware of his necessary role in 
the patient’s treatment and that, since he 
has reattained this awareness, he has been 
able to change his own attitudes towards 
his patients. The first practical step taken 
as a result of this developing insight was à 
rescheduling of office visits to allow more 
time for discussion of the many emotiona 
factors involved. 

The report of one physician is worthy 
of direct quotation. It reads as follows : 


I have been doing many of these things b 


my relationships with my patients all my x 
and never gave myself any credit for it. No 
that I have some understanding of to 
mechanisms involved I am certainly going 


give myself credit—so now I like myself bette 
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In conclusion and summary then, 
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jer Clinic Abstracts of Psychiatry for 
"General. Practitioner seems to be fairly 
: in meeting a recognized need of 
general practitioner for practical in- 
mation and guidance about commonly 
encountered psychiatric disorders. It is ap- 
arently also serving a function which is 
“not quite as well recognized as a need by 
‘the average general practitioner—namely 
e need to develop partial insight into 
onal reactions and into doctor-patient 
ctions regardless of the nature of 
esenting complaint. 
e editors and abstracting committee 
ше be advised to develop their search- 
g and abstracting techniques in two 
ferent directions. First, they have to 
e that a wealth of practical ma- 
of direct value to the general practi- 
ner sometimes lies obscured beneath a 
of technical detail and highly pro- 
ssional idiom which is frequently only 
le to the specialist and his spe- 
cohort—and sometimes not even to 
It is the task of the editors to dis- 
translate and edit the relevant por- 
of these articles and present them to 
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the general practitioner іп readab 
still accurate, form. Second, they h 
seek out, condense and collect under 
roof the more significant of those nor 
specialist psychiatric articles which Їй 
scattered from time to time throughout t 
3,000 or so medical journals which appe: 
regularly somewhere in the world. He 
the problems are primarily those of wise 
selection and good condensation. x 
From the point of view of prospe 
authors the urgent need seems to be fo: 
concise and up to date information on t 
various problems associated with state 
voluntary commitment procedures for men 
tal patients. The other area where п 
articles are required is that of pi 
“know-how,” a sort of do-it-yourself man 
for the family physician who has to ¢ 
with a wide variety of direct and reac 
neurotic conditions in his general prac 
Included in this latter type of article v 
be the provision of information and w 
ing signs which might advise the ph 
when to consider seeking more specia 
psychiatric help elsewhere. r 
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PROBLEMS 
4 The current popularization of mental 
_ illness as one of the country’s leading prob- 
lems of health, coupled with a widespread 
_ intensification of interest in the conservation 
of mental health and the prevention of 
-mental illness, has alerted communities to 
the need for public mental health pro- 
ms. The last decade has witnessed the 
elopment of a number of such programs 
which in many instances have enjoyed 
than hoped for effectiveness owing 
to a variety of factors, the most important 
of which follow. 
Bi Widely prevalent gaps and deficiencies 
among preventive, therapeutic and recon- 
ctive services.—The common experience, 
related by mental health administrators 
in many places, has been an almost univer- 
_ tendency to develop extensively those 
services that are traditional and easily 
understood. Therapeutic programs, insti- 
utionally oriented as a rule, although in 
short supply, are much more readily avail- 
preventive and reconstructive 
programs. The discontinuity of service thus 
realized tends to limit the total value of 
eutic efforts and to permit a fairly 
tensive rate of relapse among patients 
served. The effectivenes of the mental 
ealth program prior to 1956 in Philadel- 
in terms of treatment services can be 
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unit has served аз {һе major admission 
ource for most citizens seeking public 
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j FACTORS IN THE SUCCESS OF A PUBLIC MENTAL HEALTH PROGRAM! 
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psychiatric care, and during the past sev- 
eral years has treated some 1,800 patients 
per year. Two-thirds of these patients have 
been returned to the community in various 
stages of improvement after an average 
stay of about 40 days. The relapse rate 
computed on the basis of readmissions 
within a year has been about 20%. 

2. Administrative divergence among 
agencies responsible for various aspects of 
program, including failure in mutual inter- 
communication.—In most populous localities 
mental health activities are found in a great 
variety of agencies. Therapeutic services 
are generally offered in state operated 
inpatient facilities, voluntarily operated 
inpatient general and psychiatric hospitals, 
clinics under multiple auspices, specialized 
units under the courts, under public and 
private health agencies as well as in numer- 
Ous service groups ranging from care for 
dependent and neglected children under 
Welfare Departments to family service 
agencies. Customarily such service units 
are autonomous and are relatively un- 
related programwise to analogous facilities 
throughout the community. Я 

3. Absence of definitive information 
about communities’ mental health needs 
and resources.—Professional and non-profes- 
sional organizations attempting to translate 
the mental health needs of a given com- 
munity into service units have almost uni- 
formly discovered a scarcity of accurate 
local demographic, prevalence and inci 
dence statistics as well as a paucity 0 
valid formulae for the development of new 
units or the expansion of old ones. М 

4. Omission of a centralized multipur 
pose official mental health agency capa 


of integrating and coordinating the net . 


work of communications.—Many communi- 
ties desirous of establishing and developing 
mental health programs have disco 
the absence of a unifying body ; or, wher 
present, such mental health agency is 
found to be limited in its scope of influence 
and operations, 
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FIRST STEPS 

The Commonwealth of Pennsylvania and 
its major metropolitan area, Philadelphia, 
undertook in 1952 and thereafter to correct 
the obstructing factors. The resultant ex- 
perience in mental health programming 
possesses unique elements of cooperation, 
integration, and coordination, which may 
well merit the attention of planning bodies 
desirous of establishing mental health pro- 
grams. 

The first significant events were the fol- 
lowing : 


1, The utilization of a comprehensive pub- 
lic health survey of Philadelphia. 

The local health and welfare council ac- 
complished a survey and report now known 
as “The Philadelphia Public Health Survey of 
1949.” Among its 192 unusually apt recom- 
mendations was the suggestion, widely sup- 
ported, that there be either a Bureau or a 
Division of Mental Health in the City. This 
report later served as an important reference 
Point in the development of an intensified 
municipal public health program. 

2. The metropolis’ acquisition of a “Home 
Rule Charter” by referendum. 

The citizens of the municipality adopted a 
new city charter in 1952 which provided the 

ic administrative structure for the renais- 
Sance of a great city and also provided the 
Philosophical foundation for municipal govern- 
Ment capable of devoting efforts to services 
to people. Since the city and county of 

delphia are identical geographical regions, 

Charter provided for the abolition of the 

. Oot county governmental offices, thus 
making it possible for the City to negotiate 
directly with the State in the establishment 
and joint support of tandem services. 

3. The arrival of City and State admin- 

t dedicated to the establishment of 
service programs, 

The City of Philadelphia in 1951 and the 

monwealth of Pennsylvania in 1955 
f Eovernmental administrators, who, 
dedi а variety of community interests, were 
Tres to improving the overall mental 
and ыр тат, The foresightedness, courage, 
hel Perseverance of the officials involved 

Ped make into a reality the mental health 
Program reform, 
ешге development of а Mental Health 
lic Na the City’s Department of Pub- 
Dut, 1954 there was established within the 

* Health Department of the city its first 
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mental health division. Its main function 
to become a medium of expression of 
organizational and related needs of ment 
health agencies that already existed in. i 
community and whose services and functions 
could be enhanced through a central соога 
nating body affording a focal point for 
mental health programs. The division 

nized its further responsibility to insure 
provision of adequate services and clinical) 
facilities to meet the community's needs, : 
plementing the resources of voluntary org 
izations or higher governmental agencies 
required and to the extent possible. ; 

5. Legislative establishment of a State Office 
of Commissioner of Mental Health in the De- 
partment of Welfare. 

The traditional position of Cor 
of Mental Health had been that of : 
to the Secretary of Welfare. A new ^ 
enacted in 1955 establishing the new po 
of Commissioner of Mental Health with a 
year tenure of office, gave Ње Commissic 
full authority to po» Maine mental 
health programs out ommon: 
wealth in accordance with defined needs. Ё 


An informed and aroused public, embar- - 
rassed by national statistics and local condi- — 
tions which had given the State a rather — 
poor grade on the national mental health ` 
report card, found its voice in joint rela- — 
tionships among the many agencies whose: 
coordination and integrated programs have — 
now created some models of efficiency. ~ 
Historically, the state mental health unit 
located in the Department of Welfare had .— 
encountered uniform difficulty in attempt- — 
ing to establish local progressive mental — 
health programs throughout the Common- | 
wealth. This was largely owing to the 
absence of a local planning and program- — 
ming body to which the state unit could 
relate its activities. 

The City of Philadelphia, a community 
of over 2% million people in a State of about — 
11 million, for many years felt that it had | 
not received a fair return from its tax con- 
tributions through a prorated proportion of — 
mental health services. As a consequence — 
there was a chronic state of disagreement _ 
between the two echelons of government. < 
The mental health services available to — 
the community were grossly inadequate. | 
In an effort to rectify this situation and _ 
because the city had developed a receptive 
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unit ready to integrate mental health serv- 
ices, officials from the state and the city 
met to determine how best to merge their 
respective plans and resources. 
——In 1955 the state legislature allocated 
the Dept. of Welfare a large sum of 
money to improve the overall mental health 
prog and to bring into every com- 
munity within the state a mental health 
- program that could really meet local needs. 
A merger between the state and the city 
grams became a reality in July, 1955. 
order for such merger actually to take 
ce it was necessary at the outset to 
te unitary leadership over the two 
grams. The director of the city's division 
X mental health was appointed to serve 
currently in the capacity of regional 
or of the state mental health program. 
egion was designated as the City of 
adelphia. 
-Under such unitary direction it became 
ble to integrate the two programs, 
keeping their major aspects discrete. 
community program became almost 
usively preventive and rehabilitative 
ntal health, while the state program pro- 
ided in- and outpatient services and clin- 
facilities. 
Prior to the merger, Philadelphia could 
of only 268 beds at its disposal for 
admission and intensive treatment of 
chiatric problems arriving from all 
juarters of the municipality. The city each 
was able to process some 1,700 or 
00 patients from a potential resource of 
ver 150,000. This meant that for every 
ient accepted for inpatient services, 
ut 5 to 10 were returned to their homes 
out immediate care. As a rule only the 
st seriously ill patients were accepted. 
n addition, the one state hospital in the 
› Originally built to house some 4,300 
ients, had a swollen census of approx- 
tely 6,700 patients without additional 
cilities. As a consequence a balance had 
een struck between the Philadelphia Gen- 
Hospital psychiatric unit and the State 
ital so that about 10 patients per week 
e transferred from the General Hospital 
the State Hospital. This rate was main- 
ed no matter how urgent became the 
ds of the community. 
] Prior to the merger the city also had the 
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equivalent of about 18 psychiatric out- 
patient clinics mostly for children. About 
43 were needed. In general few needed 
services in the field of public mental health 
were available. 

In accordance with the principle of first 
things first, emphasis of the merged pro- 
gram was placed initially on the needs of 
the mentally ill; in most instances needs 
for hospitalization. The endorsement of 
the new program in 1955 by the psychiatric 
departments of the city's 5 medical schools, 
the state hospitals in and about the city, 
the involved general hospitals, the psychia- 
tric and psychoanalytic institutes, clinical 
agencies, the voluntary and official health 
and welfare units as well as responsible 
authorities made it possible to regionalize 
the mental health program as well as to 
develop cooperative services. A mental 
health orbit and a pattern of communica- 
tions were established. 


THE CONJOINT BOARD 


The regional director's first step was to 
create a governing board of control over 
the local program. This planning body 
became known as the Conjoint Mental 
Health Board and was made up of the 
following individuals : the State Secretary 
of Welfare, the City Commissioner of Pub- 
lic Health, the City Commissioner of Public 
Welfare, the State Commissioner of Mental 
Health, the Regional Director, the Execu- 
tive Director of the City General Hospital, 
the Superintendent of the Philadelphia 
State Hospital, the Executive Director an 
Chief health consultant of the Health and 
Welfare Council, the Professor of Psychia- 
try of the University of Pennsylvania, the 
Executive Director of the regional Mental 
Health Association, and the Executive Di- 
rector of the Eastern Pennsylvania Psy- 
chiatric Institute. 

“At the outset the Conjoint Board met 
weekly, sometimes oftener, in order d 
facilitate program development. Individu 
meetings were long and the debate exten- 
sive. An atmosphere of freedom for “ale 
and thinking through” the complexity ° 
problems was regarded a sine qua поп 
order to develop the objectivity requi f 
by the leadership of a merged group ° 


‘ 
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independent agencies. Later the Board met 
monthly on a regular schedule. 

For the purpose of unifying admissions 
to various units, of evaluating incoming 
patients and making the best possible use 
of existing facilities, a reception center was 
created at the City General Hospital. Thir- 
ty-two beds were later made available 
here. This unit was staffed with several 
complete mental health teams able to per- 
form intensive, high caliber, rapid diag- 
nostic screening. Whereas this unit was ob- 
ligated to receive and evaluate all individ- 
uals referred to it, it was not obligated to 
hospitalize them. A policy was established 
that where hospitalization was postponed 
or obviated, some further care was pro- 
vided. This eventuated in a referral pro- 
gram as well as an outpatient service oper- 
ating at the center and offering follow-up 
as well as definitive therapies as indicated. 
The education and indoctrination of all 
community agencies and improved utiliza- 
tion of all existing mental health facilities 
Were effected in large measure through the 
clinical activities of the reception center. 

As an outlet for the Reception Center, 
an orbit of 4 clinical inpatient units was 
established consisting of the following : 
the psychiatric unit of the Philadelphia 
General Hospital with 268 beds, the Phil- 
adelphia State Hospital with its acute and 
intensive therapy and admitting unit of 
285 beds, the Eastern Pennsylvania Psychi- 
attic Institute with a potential of 50 beds 
for children and 250 beds for adults, and 
а 100 bed psychiatric unit for adults and 
Youth at the Mercy-Douglass Hospital op- 
erated under the psychiatric department of 

€ University of Pennsylvania School of 
Sts cine with funds received from the 

te Dept. of Welfare. 
aes e reception center was placed organ- 
tionally under the Philadelphia Regional 
ba Which represents the point of liaison 
el een the state and the city. In Phila- 
phia the program was created before 
Mis nistrative device. Thus it may be 
2m at the administrative device was the 
Mee of the program. The Conjoint 
а tal Health Board supervised the entire 
Sram and became the topmost policy 
still 8 group in its administration. Thi 
Operating Board is “unofficially offi- 
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cial' and has gained considerable 
in the community. It may be thought 
analogous to a mental health autho 
The Board's recommendations have 

traditionally regarded as directives by the 
State Department of Welfare. 

Since in 1955 the State Secretary of Wel- 
fare and the State Commissioner of Ment 
Health had assigned authority to the Con- 
joint Mental Health Board to pass on grant- — 
in-aid requests coming from any mental 
health agency in the community, the 
developed a subordinate project-evaluating 
unit known as the program and allocations 
committee, which was made up of the 
regional program staff and appropriat 
community and professional re 
tives. 

The direct operation of the recep 
center at the outset was under a 
control known as the admissions and 
board. This group consisted of the j 
opposite number of the major administra 
tor of each clinical unit represented in the 
total orbit of facilities, plus the staff of the 
regional program. An additional advi 
unit was established under the admission 
and policy board and was designated th 
sub-committee on services to emotionally 
disturbed children. Several ad hoc com- 
mittees were likewise established for cir- - 
cumscribed areas of program. The consid- - 
erations and deliberations of the various - 
units, as well as the specialized experiences — | 
of their members, constituted a kind of . 
built-in self evaluative device for the entire 


operational program. 


PROGRAM EFFECTS , 

The major mental health program that 
followed upon the inception of the various _ 
planning units was developed in most in- . 
stances without need for special legislation. 
Important benefits were realized. quickly. 
When the program began, on any single 
day in Philadelphia there were about 150 — 
so-called "mental patients" in the city's 
prisons. They consisted of epileptics, men- { 
tal defectives, the retarded and psychotics | 
of various age groups. To remove such 
patients from the correctional institutions, 
it was necessary to make room in the local 
state hospital. 

Three regional private facilities were 


" 


brought into the program through state 
- subsidization via a boarding-out program. 
A private mental hospital, a private hos- 
pital for the care of the aged and chron- 
ically ill, and a well equipped and operated 
nursing home were pressed into service. 
Each accepted 50 patients from the pub- 
lic mental hospital for an agreed upon 
daily stipend. Appropriate aged and long- 
term patients were selected and transferred 
to the newly participating units. 

Almost immediately it became possible 
to remove to the new units persons who 


7 
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diction of the mental health program. 
- sequently all patients placed by the lower 
courts in temporary custody in prisons 
— were directed to clinical services in a mat- 
| ter of hours through the mental health pro- 

gram, and it has been possible to keep out 
of prison mentally ill persons without crim- 
"nal complications. At a later date, when 
the boarding-out program was no longer 
mecessary, it was still possible to process 
| the mentally ill through the reception cen- 
ter and to keep them out of jail. 

- As increasing numbers of persons uti- 
І the mental health program, negotia- 
s were completed with private mental 
tions to accept at reduced rates, 


nomic groups. 
__ New preventive and rehabilitative serv- 
| ices within the community were introduced, 
- including an intensification of the city's 
preventive mental health program utilizing 
_a variety of public education methods, sys- 
tems for professional development, and 
counseling and advisory services in educa- 
- tional institutions as well as maternal and 
child health units. In addition, mental 
. health units were established in each of the 
. city’s district health centers while a mental 
health home visit and home care program 
М was established making use of the tradi- 
_ tional cooperating disciplines of psychiatry, 
— psychology, psychiatric social work and 


_ the general medical services of public 
. health physicians. Municipally operated 
mental health conferences and clinical 


FACTORS IN THE SUCCESS OF A MENTAL HEALTH PROGRAM 


[ October 


age children throughout the city. The "open 
door policy" was introduced in the state 
hospitals, and a vast "remotivation" pro- 
gram was developed for long-term patients. 

Rehabilitation units in the community, 
including modified half-way houses, voca- 
tional guidance centers and sheltered work- 
shops as well as specialized residential 
care units of various types, were pressed 
into service for all age groups, with special 
emphasis upon the readaptation to com- 
munity living of discharged patients from 
regional institutions. 


SERVICES TO AGE GROUPS 


The needs of the mentally ill aged re- 
ceived particular attention. Voluntary and 
official agencies undertook to improve the 
standards of care in nursing homes and 
homes for the aged while training devices 
for superintendents and administrators of 
care facilities for the aged were developed 
and employed. A number of carefully 
developed and interlacing studies of the 
needs of an aging population were com- 
pleted by several participating units with 
the result that there emerged new methods 
of dealing with the problems of older 
people as well as new systems of financing 
with public funds. A truly unique coopera- 
tive venture among the State Department 
of Welfare, the City Department of Public 
Health and the City Department of Recre- 
ation brought into being a health oriented 
preventive mental health service for older 
adults; known as the Adult Health and 
Recreation Center. 

The member units of the public mental 
health program merged with counterpart 
agencies serving youth and succeeded iP 
establishing a large scale group psycho- 
therapeutic program for juvenile offenders 
and cases of misbehavior. Responding tO 
the advancing needs of a growing men 
health program, the public school system 
of Philadelphia developed two ment 
health units among its intrinsic services 
One of these was designed for short term 
psychiatrie counseling to teachers, W 1. 
the second served as the diagnostic, ev 
uating and screening unit for the emotion: 
needs of selected school children, effecting 
referrals to clinical facilities’ as indicat й 
for protracted therapy. Group treatmen 


institutions under the Philadelphia 
| irtment of Public Welfare as well as 
| фе probationary units under the munici- 
Ш courts. 
yast survey of mental health facilities 
yailable to the community eventuated in 
p publication of a Mental Health Direc- 
tory and Handbook of Mental Health Fa- 
Z'eiliies which was widely distributed to 
Appropriate persons and agencies in the en- 
tire Philadelphia Metropolitan area. The 
‘latter measure made possible better utiliza- 
n of a wide assortment of available men- 
1 health agencies whose services and pro- 
ms thus became better known to the 
essional disciplines. 


DCEDURAL CHANGES 


—New systems of commitment, referral 
“and transfer were promoted. Outstanding 
among the latter was the development 
ОЁ a petition procedure initiated by the 
City’s division of mental health, approved 
by the municipal courts and honored by the 
lice Department which authorized the 
е of the police-ambulance service for 
‘the conveyance of involuntary patients to 
the reception center for diagnostic evalua- 
tion in emergency situations. Cooperation 
Was solicited and readily obtained from the 
‘Tegal departments and courts of both ech- 
4 of government. Innovations in serv- 
— es and procedures whose necessity was 

Validated were sanctioned without delay. 
— The psychological, research and statistics 
_ "hits of the mental health division of the 
“sity and of the state's regional program 
(med forces in establishing and main- 
“ining statistical control over the entire 
- Program. A variety of research projects 

Was embarked upon. The results of such 
E served as continuous guides to fur- 
_ “ег programming. Clinical centers under 
voluntary auspices were expanded and ex- 
"€ ded wherever possible. Federal, state 
E local funds were directed to appropri- 
.Me units with the result that outmoded 
“or wes were enabled to rebuild and build 
x." In-service units for all age groups. 
Voluntary general hospitals were encour- 
and aided in the development of 
lient psychiatric units. 

"Ince the 5 medical schools of the city 


had merged psychiatric interests at 
Eastern Pennsylvania Psychiatric Inst 
while the mental hospitals and the rec 
tion center programs con at 
Conjoint Mental Health and sin 
the people of the city as well as 
interests of all other psychiatric faciliti 
and related agencies joined forces at the 
Division of Mental Health, the axis 0 
these 3 units, Division-Board-Institute, со 

stituted the nerve center of the reg 

mental health program. 


THE RECEPTION CENTER 


Undoubtedly one of the most outstand: 
ing features of the entire regional m 
health program has been the establishment 
of the reception center operated undi 
state auspices and located in the Philad 
phia General Hospital. This unit 
operation the middle of 1956. Its pi 
and activities have mushroomed to an v 
precedented degree. Its 1958 statistics a 
testimony to the importance to the с 


made available in May of 1958, the recep-- 
tion center itself served 934 patients on ай 
inpatient status and released such patients — 
to the community. To accomplish its serv- — 
ices this unit employed 8 full-time and 2 | 
part-time psychiatrists, 8 residents for 
night and weekend service, 1 internist, 23 
full-time psychologists, 3 full-time social 3 
workers, 6 registered nurses, 7 practical — 
nurses, 15 attendants, 3 food workers and - 
8 clerks. Ч г 
It is to be noted that each of Philadel- 
phia’s 5 medical schools (plus about 70 
other establishments) conducts outpatient 
psychiatric clinics where patients requiring - 
hospitalization are seen. The professors of. 1 
psychiatry state that the fact that the recep- 
tion center exists as a distribution point to - 
other hospitals has been a great service to — 
the clinics and has saved much staff time. - 
In addition to patients being referred from - 
clinics related to the teaching hospitals, _ 
patients requiring in-service care fre- 
quently are brought to university receiving 
wards. Through the division of mental 
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ealth the help of the Police can be readily 
- obtained and has often been of great value. 
. An additional example of the cooperative 
relationship among participating units in 
_ the regional program is the utilization of 
the reception center as a source of patient 
material for research projects being con- 
ducted by the medical schools or other 
academic units. The 4 inpatient facilities 
D constitute the regional mental health 
_ orbit provide adequate facilities for psychi- 
_ atric teaching in medical centers. Many ad- 
ditional services, programs, and projects 
have been in operation as a development of 
program, but their description is not 
thin the scope of this paper. 
The program has gained momentum with 
result that greater numbers of persons 
eive treatment earlier and are returned 
community effectiveness sooner than was 
dicted by even the most optimistic ob- 
ers. The success of this program was 
ed largely through the better utiliza- 
of existing facilities. 


V PROBLEMS 
_ While the mental health program to a 
large extent represents a successful venture 
which the community and its surround- 
Commonwealth take considerable 
e, it is well to point out that each solu- 
m to a problem has usually uncovered 
problem areas, Facilities for the in- 
tient care of children are still present in 
equate numbers ; emotionally disturbed 
hildren tend in numerous instances to back 
into units inappropriate for their care, 
erapeutic and preventive services for 
he aged are still available in only token 
easure. More public mental hospital beds 
still needed in this geographical area. 
nsideration is now being given to the 


ons continue to modulate the growth and 
rogress of the program. Increasing effec- 
eness and popularity of the program 

g ever increasing numbers of patients 
to the mental health units, thus producing 
ottlenecks, with the result that emergency 
care becomes protracted for many individ- 
-uals for whom hospitalization would prob- 
bly be more desirable. 
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Perhaps one of the most attractive fea- 
tures of the program has been its use of 
bits of programs and services operating 
in many places and which have been in- 
corporated into a unified overall operation. 
The following are a few examples. The 
inspiring success of England's state insti- 
tutions encouraged the local mental hos- 
pitals to open many wards ; the home care 
program has been patterned to a consider- 
able extent along the lines of that in opera- 
tion in Amsterdam, Netherlands; the 
experience of the State of Massachusetts 
with respect to services for the aged was 
used early as a blue-print for the Philadel- 
phia program; a foster care program pat- 
terned after that in Maryland has been 
found eminently successful in caring for 
substantial numbers of former inpatients ; 
the programs of New Yorks recreation 
centers for the aged were emulated in 
developing the adult health and recreation 
center in which the novel feature has been 
the incorporation of psychiatric and other 
medical and surgical services, consultations 
and referrals; New Jerseys Menlo Park 
experience with youth in trouble served as 
a guide to the state-city regional program 
for youngsters with behavior problems; 
a New York unit of identical name was 
emulated in Philadelphia's Fountain House 
community readaptation program ; the day 
center principle of Montreal was studied 
for local development ; and Ohio's program 
on mutual patient transfers between homes 
for the aged and mental institutions was 
duplicated locally. 


SUMMARY 


The following factors have likely been 
paramount in the operational success © 
the Philadelphia regional mental health 
program : 

1. Excellent timing of the program C0- 
inciding with the peak development of 
interest and goodwill on the part of an 
informed public and dedicated govern 
ments ; 

2. Intensified and continuous commun- 
ication among popular representatives, 
professional staffs and political bodies; 

3. Creation of two important cooperat 
ing governmental mental health units-tbe 


Philadelphia division of mental health 
within the Department of Public Health 
and the State of Pennsylvania’s office of the 
Commissioner of Mental Health within the 
Department of Welfare (now Public Wel- 
fare) ; 

4. Establishment and continuation of the 
Conjoint Mental Health Board ; 

5. Creation and intensification of the 
programs of the reception center ; 

6. Maintenance of continuous and per- 
petual statistical control over all aspects 
of the program ; 

7. Constant application and initiation of 


program self-reevaluation ; s à 
8. Attention to all of the communi T 
mental health needs in a comp ehenshi 
program ; 
9. Utilization of operational elemen 
proved effective in other localities E br 
iting vicariously from others’ mistakes) ; 
10. Involvement of the lay and profe 
sional communities wherever possible ; 
11. Encouragement of leadership at t 
lowest possible echelon of responsi i 
tive pattern. 


_. Each drug is listed as follows : chemical 
(generic) name, rating (see below), regis- 
tered name and manufacturer, range of 
dosage, side effects and general com- 
Rating Scale: Each drug is rated ac- 
ording to the following system : 
Effectuality: ^ Toxicity and Side 


p. Reactions : 
—.. Good-1 Mild—A 
— Fair-2 Moderate—B 
— Роог—3 Marked—C 


, an effectual drug with minimal tox- 
апа side effects is designated : 1A ; an 
ectual drug with marked side effects 
oxicity : 3C 


Г The Neuroplegics (used primarily for psy- 
chomotor agitation). 

A. Phenothiazine Derivatives : 

_ Chlorpromazine, 1B (Thorazine-SKF), 
.... 85-250 mg. q.i.d. Jaundice, liver dam- 
age, agranulocytosis, urticaria, contact 
dermatitis, photosensitivity, GI syn- 
drome, Parkinsonism, akathisia, con- 
vulsive | seizures, depersonalization, 
depression, hypotension, drowsiness, 
fatigue and cataleptic seizures report- 
ed. Possibility of liver damage war- 
.. rants greatest caution. 

Promazine, 2B, (Sparine-Wyeth), 50- 
250 mg. tid. Same side effects as 
chlorpromazine. Less photosensitivity 
and jaundice but higher incidence of 
- . seizures. 

Mepazine, 2C, (Pacatal-Warner-Chil- 
cott, 25-50 mg. t.i.d. Same side effects 
as chlorpromazine but possibly more 
agranulocytosis, seizures and atro- 
pine-like action. Regarded by some as 


ased on literature available about each drug 
June, 1959 and our experience at Ње Columbia- 
esbyterian Medical Center. Dr. Sydney Malitz, 
ting Chief Research Psychiatrist, N. Y. State Psy- 
atric Institute has made a significant contribution 
he application of the rating scale in the survey. 
| cooperation and assistance are appreciated, 

3 istant Clinical Professor of Psychiatry, College 

Physicians and Surgeons, Columbia University, 
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. Rauwolfia Alkaloids : 


ineffectual and too toxic for general 
use, 

Proclorperazine, 2B, (Compazine-SKF), 
5-30 mg. t.i.d. Fewer side effects than 
chlorpromazine but higher incidence 
of Parkinsonism, akathisia, dyskinetic 
syndrome. 

Perphenazine, 2B, (Trilafon-Schering), 
2-6 mg. ti.d. Fewer side effects than 
chlorpromazine but marked akathisia 
and dyskinetic syndrome as well as 
convulsive seizures, cataleptic attacks 
in children and galactorrhea and an- 
gioneurotic edema. Relative effectual- 
ity : controversial ; regarded as equal 
to chlorpromazine by some. 

Promethazine, 3A, (Phenergan-Wyeth), 
100-150 mg. daily. Harmless and in- 
effectual. 

Triflupromazine, 2B  (?), (Vesprin- 
Squibb), 100-150 mg. daily. Rela- 
tively new. Agranulocytosis already 
reported. More data needed. 

Trifluoperazine, 2A (?), (Stelazine-SKF), 
1-8 mg. t.i.d. Fewer side effects than 
chlorpromazine. Parkinsonism, aka- 
thisia, dyskinetic syndrome, agitation 
and turbulence prominent—mostly con- 
trollable by anti-Parkinsonian drugs 
or reducing dosage. Further data 
needed. 

Thiopropazate, 2B, (Dartal-Searle), 2-10 
mg. tid. Parkinsonism, akathisia ап 
dyskinetic syndrome prominent. More 
data needed. 

Piperidinochlorphenothiazine, 1C, (NP 
207-Sandoz). Produced retinal degen- 
eration during investigation phase. 
Never marketed. ў 

Acepromazine, ?B ог С, (Notensil- | 
Crooks-Barnes P), ? dose. Hypoten- | 
sion, seizures, loss of peripheral re- 
flexes. (Has been withdrawn from 
investigation ?). 

Thioridazine НСІ, 2A, (Mellaril-San- 
doz), 25-200 mg. t.i.d. (TP 21—when 
under investigation.) More dat? 
needed. 


Reserpine, 2B, (Serpasil-Ciba ; also other 
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companies), 0.5-1 mg. b.i.d. Jaundice 
and agranulocytosis not reported. Skin 
reactions, Parkinsonism, akathisia, dys- 
kinetic syndrome, seizures, depres- 
sion with suicidal ideation, deperson- 
alization, hypotension, drowsiness, 
fatigue, excitement, edema and rup- 
ture of peptic ulcer reported. 
Deserpidine, Canescine, Recanescine, 3B, 
(Harmonyl-Abbott), 0.24-2 mg. t.i.d. 
Fewer side effects claimed than with 
reserpine. Further data needed. 
€ Rescinmamine, 3B,  (Moderil-Pfizer), 
0.25-0.5 mg. b.i.d. May be as effectual 
C as reserpine but with fewer side ef- 
"fects. Further data needed. 
e Tranquilizers (for anxiety-tension 


80 es). 
А Diphenyl Methane Derivatives : 
T  Azacyclonal 3B,  (Frenquel-Merrill), 
. 200-400 mg. daily. An analogue of 
pipradol HCl. Introduced as an anti- 
hallucination and anti-confusion drug. 
Value not confirmed. Animal experi- 
D. ments indicate it may produce hepati- 
"tis and pancreatic lesions. 
D Benactyzine, ЗВ, (Suavitil-Merck) 1-3 
— mg. daily. Contraindicated in “hostile” 
patients. May produce concentration 
difficulty, depersonalization, paresthes- 
ias, muscle weakness, dizziness, ten- 
sion, nausea, vomiting dry mouth, 
diarrhea, ataxia, palpitation, apathy, 
indifference. Recently combined with 
meprobamate (Deprol-Wallace) as an 
——. antidepressant—rating : ЗВ. 
- Hydroxyzine, 2A (?), (Atarax-Roerig), 
i 10 mg. t.i.d. Of questionable value ex- 
cept in very mild anxiety. No side 
... effects yet reported. 
Phenyltoloxamine, 9A (?), (PRN-Bris- 
_ tol), 25-50 mg. b.i.d. Boston Psycho- 
pathic Hospital study on normals: 
Useful in relieving muscular tension 
and has sedative effect without motor 
or intellectual impairment. No auto- 
nomic or visual side effects. (Perhaps 
this drug should be listed with the 
non-barbiturate sedative-hypnotics in 


, nausea, vomiting, » 


increased peristalsis, cardiac 
rhythmia, hypotension with sho 
rashes, angioneurotic edema, purpura, 
itching, drowsiness, euphoria, re 
ness, hypomanic conditions, di 
and coma. Addiction and withdr: 
syndromes reported. Potentiates 
hol, barbiturates and antihistamines. 
Phenaglycodol 2A, (Ultran-Lilly), 300 
mg. t.i.d. Said to allay anxiety without: 
dulling mental acuity or awareness, ' 
Further data needed. Eo 
C. Other : ‚ : (3 
Chlormethazanone, ?, (Trancopal-Win- - 
throp), 100 mg. tid. Primarily a 
muscular relaxant, with tranquil 2 

action. Further data needed. 

III. Stimulants (Anti-Depressives) : 

A. The Hydrazines : à 
Iproniazid, 2C, (Marsilid-Hoffman 
Roche), 10-25 mg. t.i.d. (1-ison nyl 
2-isopropyl hydrazine). Anti 
sive value varies: 30-90% imp 


dys- 
be 


^ 


potence and micturition ае 
B-phenylisopropylhydrazine В 
(Catron-Lakeside, 12-3 mg. daily. 


portedly inhibits brain MAO without и 
affecting liver MAO and thus is safer _ 


To be released for sale soon. 
Nialamide, ?, (Niamid-Pfizer), ? dose, Ж 


S[nitial and maintenance dosages. 


(N-isonicotinoyl-N' -B -[ N -benzyl-car- 
boxamido] ethyl hydrazine). Under 


E investigation. Reportedly a potent anti- 
Е depressant that is effective within a 
d few days and is relatively free of ad- 


3 verse side effects. Not yet released. 

. В. The Amphetamines : 

Dextroamphetamine, 2B, (Dexedrine- 
SKF), 2.5-10 mg. t.i.d. Side-effects : 
Anorexia, insomnia, palpitation, anxi- 
ety and feeling of being "driven." Non- 
toxic when used in therapeutic doses 
under medical supervision. Contra- 
indicated in patients with cardiovas- 
cular disease. 

Dextroamphetamine with amytal, 2A, 
(Dexamyl-SKF), dose : same as above 
(includes 30 mg. amobarbital per 5 
mg. D-amphet.) D-amphetamine side 
effects minimum or absent if dose is 
properly adjusted. Effect is to allay 
anxiety, relieve depression and facil- 
itate integrated functioning. Often 
neutralizes depersonalization phenom- 

^ ena. 

Methamphetamine, 2B, (Desoxyn-Ab- 
bott), 2.5-5 mg. t.i.d. Effectuality and 
side effects lie between dexedrine and 
dexamyl. 

. C. Other Anti-Depressives : 

Methylphenidate НСІ, 2B, (Ritalin- 
Ciba), 5-10 mg. t.i.d. This drug and 
pipradol reportedly do not produce the 

А unpleasant side effects of the ampheta- 

- .. mines, Actually, they do. A shock-like 

: condition may develop with tremor, 
sweating, tachycardia, headache, ver- 
tigo, motor restlessness. 

Pipradol HCl, 2B, (Meratran-Merrill), 
1-2.5 mg. t.i.d. May produce insomnia, 
nausea, skin rash. May aggravate exist- 

"ing anxiety and produce psychotic 

phenomena. Said to be contraindicated 
in patients with anxiety, hyper-excit- 
ability, paranoia, agitation and obses- 
sive compulsive states. Some investi- 
gators report that the amphetamines 
are more effectual than either of these 
preparations. 

Deanol, 3B, (Deaner-Riker), 25 mg. t.i.d. 
The few available reports find this 
drug useful in mild depression. The 
rating given reflects that impression 
at the N. Y. State Psychiatric Institute. 


Imipramine, 1B, (Tofranil-Geigy), 25-75 
mg, t.i.d. Beneficial in endogenous de- 
pressions. Use with neuroplegics in 
agitated depressions suggested. Most 
side effects occur in patients receiving 
more than 200 mg. daily. One-third 
of 84 patients (Lehmann) had side 
effects of the following types: Hypo- 
tension, seizures, tremors, diplopia, in- 
voluntary staring, visual hallucinations, 
agitation. Side effects more common 
in patients over 65. This drug is a 
monamine oxidase facilitator—in con- 
trast to the hydrazines. 

IV. Non-Barbiturate Sedatives and Hypnoties : 

Methylparafynol, 2B, (Dormison-Scher- 
ing), 250-500 mg. b.i.d. 

Glutethemide, 1B, (Doriden-Ciba), 125- 
250 mg. tid.; 500 mg. hs. 


Ethchlorvynol, 2B,  (Placidyl-Abbott), 
250-500 mg. b.i.d. 
Methyprylon 2B,  (Noludar-Hoffman, 


LaRoche), 50-200 mg. b.i.d. 
Oxanamide, ЗВ, (Quiactin-Merrill) 800- 
1000 mg. daily. 
Ethinamate, 2A, (Valmid-Lilly), 500 
mg. рп. 


These drugs are recommended by their 
respective producers as being as effectual 
as the barbiturates but free of the possibil- 
ity of habituation. In addition, there 1s 
said to be no hangover the morning after ; 
e.g., drowsiness, haziness, and fatigue. 
There may be less of the latter in the case 
of some of them. None is as effectual hyp- 
notically as secobarbital and amobarbital 
for sleep disturbances for which these are 
usually prescribed. Most of these newer 
preparations present the disadvantages 9 
barbiturate daytime sedation: drowsiness 
and fatigue. Other side effects: Dormi- 
son: dizziness, mood lability, irritability, 
depression, distortion of time sense an 
body image, amnesia and vomiting. Dor 
den : drymouth, itching, dermatitis, nausea 
and, most important : increasing tolerance, 
addiction and severe withdrawal symp- 
toms : abdominal pain, restlessness, pan! 
and clonic spasms. 


4Malitz, S.: J. Chronic Dis., 9 : 278, March 195? 


The use of isocarboxazid in hospitalized 
patients has been previously described(2). 
This paper describes its use in 25 private 
ambulatory depressed patients and 5 schizo- 
phrenics. Three of the schizophrenics were 
mixed with affective components, and 2 
were catatonics. Except in the case of 2 of 
the chronic brain syndromes the depres- 
sions were of relatively recent origin (3 to 
15 months), and the remaining cases of de- 
pression were as recent. Initial dose for the 
depressed patients varied between 20 mg. 
and 60 mg. daily, and mean maintenance 
dose was 30 mg. daily. The schizophrenics 
were given 30 mg. daily for a week and 
only then increased to 60 mg. in an attempt 
to decrease the incidence of initial side ef- 
fects; mean maintenance dose was 40 mg. 
daily. All cases were under treatment 3 or 
more months. Improvement is shown in the 
accompanying table. 

One schizophrenic had been hospitalized 
10 months in the psychiatric unit of a 
Veteran’s Administration hospital and re- 
ceived group and individual psychotherapy 
—and nothing else. He was sent out of the 
hospital in the hope that he might adjust 
in society and with the recommendation 
that if he did not he should go to a chronic 
rehabilitation hospital. A personality change 
had been going on at least 7 years. After 2 
Weeks specific treatment his affective com- 
Ponent cleared up and he began not only 
Working but also occupying himself in 
home handicraft projects of a technical 
nature, His other schizophrenic features 
Tapidly receded and he and his family 

eel he is as good as, if not better than, he 
E T years ago. The other schizophrenics 
m noted disturbing symptoms for one to 
ч One catatonic improved markedly, 
ac. moderately. The unimproved 

phrenic was one with affective com- 
Ponents, 


The Obsessive-compulsive patient was 
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ISOCARBOXAZID (MARPLAN) 
IN AMBULATORY PSYCHIATRIC PATIENTS 


HARRY F. DARLING, M.D.1 


particularly interesting in that the resul 
confirmed the findings of Amot(1) who 
noted improvement in all 5 cases of his 
disorder treated with hydrazines. n 

Side effects included 2 patients with 
hypotension, alleviated by a pressor ag 
and one with hypotension and equilibri 
disturbance who could not tolerate even 
10 mg. daily. One case of edema was c 
trollable by diuretics and the other was 
not; both were aged. 9^ 

The drug began to act within 3 days to 
4 weeks of treatment. 
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DISCUSSION 


Nothing need be said about the depres: 
patient that has not already been said about 
hydrazine therapy, but regarding 
schizophrenics there is now a total of 
cases treated by the writer(2) and 8 
an associate(4), not including the ve; 
tative group previously reported(2). 
of these cases improved markedly, 
moderately and 3 minimally. Impro 
cases have been catatonics and mixed- 
fectives, more of the former. Even in rela. 
tively low doses iproniazid has been shows 
—їп a very scientifically controlled and 
objective paper by Freymuth(3)—to im 
prove 50% of chronic and regressed schizo 
phrenics. In the confusing array of litera 
ture on neurohormones it has been shown - 
by Sano(5) that chlorpromazine elevates 
serotonin, and it is possible that part at 
least of the effect of phenothiazines on the 
brain may be much more tangent to that . 
of hydrazines than we realize. In the 
writers opinion hydrazines are the treat- 
ment of choice in schizophrenics who have: 
affective components, although by no means 
the first choice in catatonics, but should: 
not be overlooked if other methods are 
not working well. In the writers opinion ' 
high doses are indicated for optimum re- 
sults and seem to be possible with isocar- 
boxazid. 4 


4 


| Diagnosis No. Gases 
, Anxiety neurosis 
Obsessive-compulsive 
Involutional 
Dyssocial reaction 
e ‘Depressed manic 
Chronic brain syndrome 
“Schizophrenia 
- Total 


2 SUMMARY 
~ _Isocarboxazid appears to be a very work- 
able hydrazine derivative for treating 
ambulatory depressions, and is of use as 
ell in certain cases of schizophrenia. Rela- 
ely high doses are possible with relative- 
few side effects. The isocarboxazid for 
study was supplied by Roche Labora- 
s (trademark, Marplan). 


Marked Moderate 
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Minimal 
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PROBLEMS IN EVALUATION OF R-1625 


i “2 HERMAN C. B. DENBER, M.D., PAUL RAJOTTE, M.D., AND 


E! DOROTHY KAUFFMAN. 


Я 
Several continental investigators have 
1 ed unusually successful results in the 
tment of acute and chronic psychotic 
patients with 1-(3-p-fluorobenzoylpropyl)- 
` 4-p-chlo ophenyl-4-hydroxpiperidine( 1-3).2 
e absence of a phenothiazine nucleus 
its ability to produce extrapyramidal 
ctions in a large percentage of patients 


Research Division, Manhattan State Hospital, 
ard's Island, New York 35, N. Y., and College of 
Physicians and Surgeons, Columbia University, New 
rk, N. Y. 
.2R-1625 was provided through the COurtesy of 
- Dr. Thomas H. Hayes G. D. Searle & Company, 
Chicago, Ill. i 


> КМ1 


praecox; 3 were manic-depressive. Pre- 
senting symptoms extended from mania 
excitement to depression, while moderate 
to severe thought disorders were present. 
The initial dose ranged from 1 to 10 mg. - 
tid. with 14 patients receiving between 
1-3 mg. tid. At the end of the study, 15 
patients were receiving between 5 and 3 5 
mg. tid. The duration of treatment was + 
1-19 days—9 patients; 20-59 days-ll ра“ - 
tients ; 80-100 days—5 patients; more than 
100 days—5 patients. An extrapyramida 
syndrome was the most frequently observed 
side effect (12 patients), was fairly inca- 
pacitating, requiring anti-Parkinson drugs- | 
There were no abnormal changes in 
white or red blood counts ; bilirubin, ce ul 
alin flocculation or thymol turbidity tes i 
The total blood cholesterol was elevated ы 1 
2 patients. R-1625 had no blocking effect. 
upon mescaline, a 


П 


The results were: much improved—4; 
improved—5 ; unchanged—21. Psychotic be- 
havior in some patients was intensified with 
increased anxiety, restlessness and addition- 
al symptoms. Three of the 4 much im- 
proved patients were depressed and showed 
rapid disappearance of this affect between 
27 days after medication was started. 
Acute psychomotor agitation was refractory 
even where the drug was given intra- 
muscularly in high doses (5 patients). 


DISCUSSION 


Improvement in depressed patients on 
the research ward has at times been ob- 
served without any treatment other than 
the intensive social therapeutic program. 
For this reason, we cannot be absolutely 
certain that R-1625 was the effective agent. 
This is the first time a compound has been 
studied with the present group of patients 
which produces fairly severe extrapyra- 
midal symptoms, and yet has relatively little 

peutic effectiveness, 

Our inability to confirm the European 
results raises several interesting questions 
which cannot be definitely answered at 
Present. It is necessary to compare (a) the 
Patient population, (b) dose range, (c) 
criteria for improvement, and (d) the in- 
Vestigator's technique. The latter has been 
Considered elsewhere(4). Items “a” and 


HEAT STROKE WITH MEPAZINE THERAPY 


WALTER L. FORD, М.р’ 


He report by Mahrer, Bergman and 
hl Atropine-Like Poisoning Due To 
is izing Agents,” in the October 1958 
=з of The American Journal of Psychi- 
fon emed to indicate that further in- 
eee regarding this subject should be 
hed. During the summer of 1957 the 
Ospital, Waco, Texas, had as many as 
Patients on mepazine (Pacatal). A 
Spell enveloped Waco with tempera- 
as high as 105 degrees F. During that 
: We had over 25 patients who were 


F 
Te, ^" Veterans Administrative Hospital, Waco, 
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"c" were approximately identical ( perso 
observations), and our doses were in excel 
of those used by others(1-3). Finally, 
was supposed that the product used wi 
not identical to that furnished abroad(5 
The absence of any blocking 
against mescaline supports previous | 
parative observations with other mo 
effective drugs. 


SUMMARY m 


It was not possible to influence the clin 
cal picture in 21 of 30 acute and chroni 
female psychotic patients following trea 
ment with R-1625. é 
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receiving mepazine develop heat strokes, 
Some of the patients developed tempera. А 
tures as high as 108 degrees Е. In each cas 
the role of mepazine, in rendering the p 
tients susceptible to heat stroke, was reco 
nized, as the pharmaceutical company dis- 
tributing the drug warned in its literature 
about hyperthermia. In each patient the 
drug was discontinued immediately, and | 
the usual treatment, that is, ice packs, etc. - 
for heat stroke, was administered. Th 

were no fatalities. We have had no similar 
experience with patients receiving othei 
phenothiazine derivatives. 
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Since we(1) introduced the use of Pen- 
. tothal and Anectine for modification of 
Indoklon ? inhalant convulsive therapy, cer- 
tain technical problems have arisen. The 
- following is a brief summary of our observa- 
- tions and a recommendation for improve- 
х? 1 : 

— ment of this technique. 

— Esquibel and coworkers(2) used a 
- modified Stephenson mask for Indoklon 
— eonvulsive therapy. This method seemed 
satisfactory since the patient was not anes- 
_thetized. But if Pentothal and Anectine 
were used, patients were breathing only 
_ shallowly because they were under anes- 
thesia. It took more time and a greater 
. amount of the inhalant vapor to produce a 
1 ion with Indoklon. Furthermore, the 
otective effect of Anectine was gone in 
y instances at the time when the pa- 
tient responded to the inhalation of In- 
oklon with a grand mal seizure. 

о overcome this difficulty, we had the 
tainer holding the Indoklon attached on 
side to the mask, and on the opposite 
side to a rubber bag which was connected 


- 1 West Hill Sanitarium, Riverdale, N. Y. 

_ 2 The Ohio Chemical and Surgical Equipment Com- 

_ pany has supplied us gratuitously with Indoklon and 
K us to develop the above-mentioned equipment. 
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The importance of evaluation of psychi- 
tric treatments by careful measurement 
and comparison cannot be overemphasized, 
_ Early in my still brief psychiatric career 
I resolved, among other things, to attempt 
such evaluation. The result was several 
. published and unpublished reports, one of 
which(1) showed significant worsening of 
hospitalized chronic -schizophrenics 6 
months following “regressive” electroshock 
(REST). These patients had been given 


1 Clinical Director and Director of Research, Madi- 
son State Hospital, Madison, Ind. 
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PETER D. KING, M.D.1 
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by a rubber tube to an oxygen tank. This 
enabled us to control the amount of oxygen 
which was mixed with the Indoklon vapor. 
By manual pressure on the rubber bag, it 
was possible also to force the Indoklon 
vapor into the patient’s lungs while he was 
under Pentothal anesthesia. 

This technique overcomes the apprehen- 
sion experienced by some patients when 
receiving gas inhalation in any form. It 
insures the proper timing of the patient’s 
convulsive response to the Indoklon-oxygen 
vapor mixture, thus enabling the patient 
to benefit from the softening effect of 
Anectine. It is important not to use too 
much oxygen because its use decreases the 
potency of Indoklon, delays the onset of 
the convulsion, and necessitates deeper 
anesthesia, larger amounts of Indoklon and 
the loss of benefit from Anectine. This 
method is safe and very simple, and its 
adoption for Indoklon convulsive therapy 
is recommended. 
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one or more series of ECT earlier in their 
hospitalization and some of them had re 
ceived insulin coma therapy. The question | 
remained to be answered if hospitalize 
chronic schizophrenics who had never ha | 
somatic treatment would benefit from 
either ECT or REST. A subsidiary question — 
regarded the comparative efficacy of " 
and REST in both chronic and 0 © 
schizophrenics. This paper offers an ansW 
to each of these questions. 


METHOD Me: 
Thirty-seven schizophrenic males W^" — 
с 


I8 
“randomized into 2 groups: one group re- 
‘ceived ECT 3 times a week (ECT) and 
received it twice daily 6 days 
a week (REST). Both groups received a 
total of 20 treatments. Eighteen of the 
were chronic? schizophrenics who 
never before had a series of ECT and 
19 were subacute? schizophrenics. The 18 
chronic schizophrenics came from chronic 
wards in a. "Kirkbride" type of building; 
‘they and the 19 subacute schizophrenics 
were all placed оп the treatment ward of 
the building. Treatment was completed 
just prior to routine staff changes; this 
А done so that the new administrating 
Physicians would not know that a study 
Was in progress. They became aware that 
‘treatment had been given and were re- 
—sponsible for the convalescence of the 
- patients—typically seeking to release them 
— ot place them on the “better” wards. Be- 
_ cause of this, I felt that ward “quality” 
and rate of release would be satisfactory 


6. Patients at Warren State Hospital, Warren, Pa. 
- Who had been hospitalized continuously for an aver- 
Age of 15 years. 

- 33 patients who had just been re-admitted after 

_ Previous hospitalization, 4 recently admitted patients 

Who had received somatic treatment on the acute 

realy service and failed to recover, and_12 new 

‘Patients who were admitted from prison. 


... Te dioxolanes are a group of substances 
"d structurally to meprobamate, and 
macologically to mephenesin. One par- 

member of the group, 2-methyl, 2- 
1-4 hydroxy methy] 1-1, 3-dioxolane, 
been ‘studied, Like the other dioxo- 
it appears to suppress excessive 
з tion of spinal interneurons. Direct, 
*neuron, pathways are not affected, 
More elaborate reflexes, such as the 


"Colne Lafayette Clinic and Wayne State Uni- 
= of Medicine, Detroit, Mich. Sh ja 

& part of a project support 
мау Service Beech Geant MY-2241, Na- 
tute of Mental Health, The National Drug 
‚ Philadelphia, furnished the 2-methyl, 2- 
er methyl 1-1, 3-dioxolane (methyl- 


METHYLNONYL DIOXOLANE : A CLINICAL TRIAL 


CALVIN SCHORER, M.D., ann PAUL LOWINGER, M.D." 


measures of response to treatment. Evalu-- 1 
ation was made 6 months after the last — 
treatment. С 


RESULTS 


REST produced marked confusion in all 
patients who received it, and resulted in _ 
one death (apparently from ventricular | 
fibrillation, but autopsy permission was not _ 
granted). Six months following treatment | 
there was no apparent difference between - 
the two groups. Nine chronic schizo- . 
phrenics fell in each group; none had _ 
been released from the hospital and all of 
them were on wards at the same level as ` 
those they had come from, or “worse.” The 
only noticeable improvements were among | 
the 18 surviving subacute patients: 2 in _ 
each group had recovered and been re- | 
leased, while 3 on ECT and 2 on REST had | 
been given open ward privileges. 

In summary, ECT and REST showed no | 
significant difference in the treatment of — 
schizophrenics, and neither was of any ap- . 
parent benefit to chronic schizophrenics ` 
who had never before had either. s 
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flexor reflexes, are blocked. No effect on ` 
respiration or consciousness was reported 
in preliminary animal studies(1, 2, 3). — 
Spasm, tremor, or other involuntary move- — | 
ments accompanying anxiety, therefore, _ 
seemed appropriate indications for a clini- _ 
cal trial of methylnonyl dioxolane, referred» _ 
to as MND. 3 
The study was made with a group of . 
psychiatric outpatients characterized by 
obvious signs of anxiety, particularly in the — 
motor sphere, i.e., tremor, muscular tension, 
or tics. They were first given a complete 
psychiatric examination and such other ad- 
junctive examinations as seemed appropri- 
ate. This preliminary evaluation defined 
the patient's suitability for a drug clinic ac- _ 
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to criteria outlined by Lowinger 


ty-three patients took MND for a 
ranging from 7 to 140 days; the 
mean duration of treatment was 45 days. 


cally, the patients showed a con- 
siderable variety, including 10 psychotics 
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: Drug-induced hyperkinetic states, in- 
a cluding restlessness and hyperactivity, hys- 
—— teriform head-neck syndromes resembling 
E spastic torticollis, and pseudo-Parkinsonian 


a 1 Cleveland Psychiatric Institute and Hospital, 


— Cleveland 9, Ohio. 
2 Hawthornden State Hospital, Macedonia, Ohio. 
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earlier studies of a nearly identical diop 
olane, Glyketal(3). Irritability and bad 
dreams were the less common side effects 
attributed to MND. All 4 instances of 


nausea and vomiting, and 5 of the total of 
7 side effects, occurred among schizo 
phrenics. 


The effectiveness of MND in each patient 
was determined by means of a review of 
the rating sheets and progress notes re 
corded at each clinic visit. The following 
results were obtained : little or no improve- 
ment, 5 patients; moderate improvement, 
10 ; marked or complete relief, 8. Neurotics, 
followed by schizophrenics, were the diag- 
nostic groups with highest relief scores. 
Anxiety was the symptom best relieved, 
and insomnia was second best. 

In conclusion, this study shows definite 
relief of anxiety symptoms but with a high 
incidence of side effects, particularly in 
schizophrenic patients. Tremors and ten- 
sions are the symptoms best relieved; 
nausea and vomiting are the usual side 
effects. The drug appears worthy of clin- 
ical trial for selected patients. 
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TREATMENT OF DRUG-INDUCED EXTRAPYRAMIDAL 
HYPERKINETIC REACTIONS WITH UK-738 


( N-ETHYL-NORTROPINE-BENZHYDRYLETHER-HYDROBROMIDE ) 
RUPERT Н. MAY, M.D.! MAURICE B. RULAND, M.D.? AND 
MARGARET R. GOLD, B.A. 


reactions, are frequently seen accompany” 

ing treatment by psychotropic drugs, & 

pecially phenothiazines. They may decrease 

or disappear with maintenance or десте | 

of the dosage, but frequently persist ? 

required medication levels. din 
Atropine and related substances, U 


ment of extrapyramidal hyper- 
reactions, have been largely replaced 
the past decade by chemicals un- 
ied to naturally occurring Atropine, be- 
of the complex action of Atropine, 
primarily one effect, the control of 
у and tremor, was desired. 

Ve tested а new compound of the Atro- 
E group,’ n-ethyl-nortropine-benzhydry- 


H CH, 
| 


N-CH, HC-0-CH (CH, * HBr 


H— —6CH. 


hydrobromide (UK-738)(1) as an 
perkinetic agent. UK-738 does not 
tropic or any other acids, nor a free 
1 group. Different physiological re- 
therefore, could be expected. 
nimal studies(2) the tolerable dosage 
В was smaller for UK-738 than for 
bine (Table 1). However, inhibition 
Mocarpine-induced hypermotility (in- 
Pin situ, cat) was 6 times wi 
in that of Atropine ; inhibition of saliva- 
evoked by pilocarpine (rabbit) 10 
% weaker; mydriasis-inducing effects 
9) 14 times weaker. The central 
like potentiation of the excitatory 
tof amphetamine or potentiation of 
anesthesia were stronger with 
138. In rats, cataleptic reactions pro- 
9 by phenothiazines were inhibited by 
198, UK-738 is an anticholinergic agent 
‘Strong central and weaker peripheral 


© compound was used in 30 volunteer 
nts, for as long as 2 months, Twenty- 
exhibited а pseudo-Parkinsonian reac- 
Sue to phenothiazines. Twenty-three 
Nese showed a sufficient decrease of 
onian symptomatology, usually with- 
“ours, on dosages of 0.5 mg. b.i.d. to 


ax authors acknowledge financial assistance and 
"Y of UK-738 from Sandoz Pharmaceuticals. 


ment achieved with UK:738. Upon 
drawal of after 3 weeks 


either UK-738 or Cogentin. 
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D5 TABLE 1 
790 (N мс./кс.) ron UK-738 AND ATROPINE, LV. AND P.O., IN DIFFERENT SPECIES (2). 
MOUSE t RAT RABBIT 
: Р.О. LV. Р.О. LV. P.O. 
14 66 18.5 1030 6.2 215 
78 | 670| i100 | 1060 68.0 . |ca. 2500 
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HAIRY TONGUE IN PATIENTS RECEIVING PHENOTHIAZINES : 
PRELIMINARY REPORT К 


А. E. PAGANINI, M.D. anp M. ZLOTLOW, M.D.: 


In the voluminous literature concerning 
the side effects and complications of the 
phenothiazine derivatives, no report has 
appeared of the occurrence of hairy tongue 
in patients receiving these drugs. 

At Pilgrim State Hospital, in September, 
1957, a patient who was receiving chlor- 

ine in doses of 1,200 mg. per day 
complained of severe dryness of the mouth, 
Experimentation revealed a hairy tongue. 
After discontinuance of therapy, the hairy 
tongue disappeared within 2 weeks. Sub- 


- sequently, all patients complaining of ex- 


cessive dryness of the mouth were watched 
for this development. In March of 1958, 
another patient complained of excessive 
dryness of the mouth while receiving chlor- 
promazine, 900 mg. per day and mepazine, 
150 mg. per day, and again a classical hairy 
tongue was discovered. 

Following this, a group of 896 patients 
were examined specifically for this finding. 
Nineteen more patients were found with a 

hairy tongue, giving a total of 20. All these 
patients were seen and the diagnosis con- 
firmed by the consulting dermatologist.? 

Of the 20 patients with this condition, 3 
were on no drugs whatsoever, but the re- 
maining 17 patients were receiving chlor- 
promazine and/or mepazine. The hairy 
tongue disappeared in 5 drug-treated pa- 
tients after the discontinuance of therapy. 
The rest of the patients (12), are still 
receiving phenothiazine derivatives and to 
this date still retain the hairy tongue. All 


. these patients have been receiving medica- 
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tion for at least 2 months, some for over 
one year. 
As noted in the indiscriminate survey of 


= patients, 3 cases of hairy tongue were dis- 
_ Covered among those receiving по medica- 


tion. Two of these patients, however, chew 
tobacco almost constantly. The other one 
was a heavy smoker and all 3 had poor 


+ oral hygiene. 


1Box A, West Brentwood, N. Y. 

2Acknowledgment is expressed for the help and 
suggestions rendered by Abraham Zelony, M.D, 
Consultant in Dermatology, Pilgrim State Hospital.” 


Smears and cultures taken from all 20 
patients have been confusing and 
tradictory. Most samples show a normal 
mouth flora with gram positive cocci 
dominating but occasionally an - 
criminate specimen would show the pres- 
ence of B. coli, Candida Krusei or 
Stellatoidea. 


Case Report.—A 54-year-old dentist was ad- 
mitted October 15, 1957; his  venth admis- 
sion to a psychiatric hospital. Jn admission, 
the patient was overactive, overtalkative, ges- 
ticulated wildly, and was obviously in increased | 
psychomotor activity. He was diagnosed as | 
manic-depressive psychosis, manic type as Of 
all his previous admissions. He was placed ОП 
chlorpromazine, 200 mg. twice daily; he re- 
sponded adequately and was rel con- 
valescent status December 24, 1957. However, - 
the patient failed to continue his i 
after release from the hospital and was 265 
admitted December 30, 1957, again in ай 
obviously manic state. The patient was 
given chlorpromazine in doses of 30! E 
t.i.d., and on January 29, 1958 mepazine, э 
mg. t.i.d. was added. On this combi his 


ination his 
manic symptoms abated. On March 25, 1958 
found. 


the patient complained of excessive 
of the mouth and a hairy tongue was 
The condition was confirmed by d 
cal consultation. Despite this condition, the 
medication was continued until April 7, 1% 
when the patient developed severe dep 

and psychomotor retardation. At this ] 
ment the drugs were discontinued and within 
one week the hairy tongue disappeared. 


COMMENTS AND SUMMARY 


l. In an indiscriminate survey of = 
patients at Pilgrim State Hospital, 20 pa 
tients possessed a hairy tongue. no 

2. Three of these patients were 02 
drugs whatsoever. ug 

3. Seventeen patients were on chlorpro ' 
mazine or chlorpromazine and me their 

4. Five of these 17 patients lost ml 
hairy tongue after discontinuance d 
cation. 5 

It obviously cannot be stated ¢ 


that the phenothiazines cause hairy tongue. 
- But, as noted above, the 5 patients whose 
medication was discontinued lost their 
hairy tongue within 2 weeks. The rest of 
the patients still retain their hairy tongue 
while receiving their medication. This 
seems to point the finger of suspicion to- 
ward the phenothiazines, especially in view 
of the well-established concept that other 
drugs, notably the antibiotics, have been 
found to cause this condition. The oc- 
currence of the 3 cases of hairy tongue in 
patients receiving no medication also points 
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out the of this being pui 
incidental. In addition, there lurk: 
background of all these patients the f. 
that most of those with hairy tongue posse 
poor oral hygiene and are heavy smoker 
or tobacco chewers. Ў 
Further studies of this problem аге b 
ing carried out in an attempt to correlat 
all these findings. The observation 
sidered to be of interest and impo 
d possible diri r 
nary у asa com lion. 
the use of phenothiazine drugs. — 


The incidence of late cerebral sequelae 
patients with rheumatic valvular heart 
se ranges between 3 and 5 per cent. 
e of these patients require hospitaliza- 
tion in mental hospitals. 

_ The fundamental lesions of these seque- 
consist, most frequently, of a recurrent 
rheumatic obliterating arteritis, mainly of 
‘the small meningeal and cortical vessels, 
cing gross and microscopic softenings 
e cortex(1, 2). Less often, there is an 
nbolic mechanism of these vascular oc- 
ns, developing in patients with ad- 
d rheumatic mitral stenosis and 
r fibrillation(3). 


eport.—The female patient, at age 
in having repeated slight strokes, 
rere followed by mental symptoms. She 
language, tried to set fire to the 
attacked relatives and friends, and ran 
m home. At the same time, she became 
gly forgetful and confused, and de- 
epileptic seizures, which occurred 
ery 3 to 4 months. Prior to her mental ill- 
ness, she had been considered a well adjusted 
sociable personality. 
The patient had had measles, mumps, and 
_ whooping cough, but there was no history of 
rheumatic fever. (Rheumatic antecedents, such 
heumatic fever, acute arthritis, and chorea 
found in the anamnesis of patients with 
rheumatic heart disease in only 50-70 per 
cent.) 
When she arrived at Central State Hospital, 
e was considerably improved. There were 
no residual signs of the former strokes. She 
walked into the admission room with a friendly 
nile, saying that she had “leakage of the 
" for a long time and was worried be- 
use she could not think properly. She thought 
it was 1972 and revealed other gross memory 
fects. 
- Physical examination was essentially nega- 
tive with the exception of the heart. The 


.— From the Research Department, Central State 
pital, Indianapolis, Ind., and the Division of 
ental Health, State of Indiana. 
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à EMBOLIC CEREBRAL SEQUEL IN RHEUMATIC MITRAL STENOSIS 
PRECIPITATING SENILE MENTAL DETERIORATION 


a WALTER L. BRUETSCH, M.D., anv CLIFFORD L. WILLIAMS, M.D.' 


precordium was active. A blowing systolic 
(grade 2) and a low pitched rumbling dias- 
tolic murmur were heard at the apex. The 
pulse was 90 and irregular. The blood pressure 
was 130/90, rising in the two succeeding years 
to 190/130. i 

Electrocardiographic study revealed atrial 
fibrillation. On X-ray examination the heart 
was enlarged and of a mitral configuration. 
The Wassermann reaction of the blood was 
negative. There were 4,800,000 red cells and 
6,200 white cells, with a practically normal 
differential count. The urine contained the 
slightest possible trace of albumin and at 
times an occasional granular and hyaline cast. 

The diagnosis was chronic brain syndrome, 
associated with circulatory disturbance, rheu- 
matic cerebral embolism, with senile psychotic 
reaction, complicated by grand mal seizures. 

She died at the age of 74 of congestive 
heart failure. 


Postmortem Observations—In the di- 
lated left auricle of the heart there was 8 
large organized thrombotic mass, firmly at- 
tached to the wall which was partly 
calcified. The stenotic mitral valve had a 
roughened closing border, and the chordae 
tendineae were shortened. ? 

In the brain was a large area of jp 
in the region of the right island of Rei; 
extending into the upper temporal an 
lower central convolutions, but leaving thé 
basal ganglia mostly intact (Fig. 1): 1 
small infarcted area was also observed in 
the cortex of a frontal convolution. 
cerebral arteries were entirely free hs 
atherosclerosis. Microscopic examinatio 
detected an organized embolus in à bun 
of the middle cerebral artery going to 
infarcted area. iu 

Embolic residuals were also present 
the right kidney and in the spleen. 
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FIGURE 1 


BRAIN WITH LARGE INFARCTION IN THE REGION OF THE RIGHT 
ISLAND OF REIL, DUE TO A RHEUMATIC EMBOLUS, HAVING ORIGINATED 
FROM A WALL THROMBUS IN THE LEFT AURICLE OF THE HEART, THERE 
ARCTED AREA IN THE CORTEX OF ONE FRONTAL 

CONVOLUTION. 


IS ALSO A SMALL IN 
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2. Malamud, N.: Atlas of Neuropath. Ber- 
keley and Los Angeles: U. of Calif. Press, 
1957, p. 196. 


SCHIZOPHRENIA ASSOCIATED WITH ADDISON'S DISEASE 


HAROLD D. WOLFF, M.D., AN» P. E. HUSTON, M.D." 


Present Illness : An 18-year-old man was 
admitted November, 1957, in his first at- 
tack of mental illness with complaints of 
tension, irritability, and the belief that he 
was being doped. The illness had developed 
gradually over 5 months without known 
precipitating events. 

The mental status revealed psychomotor 
retardation, inappropriate smiling, poverty 
of thought. His content centered about 
lights outside the hospital being related 
to sputnik and that the physicians were poi- 
soning him with tablets. There were no 
hallucinations. He was oriented as to place, 

ew the year and month, but not the date. 
He carried 5 digits forward and 3 back- 
wards, replied to arithmetic problems, 

eing frequently careless and wrong. His 
understanding of absurdities was satisfac- 
tory, but he could not interpret proverbs 
correctly, giving up easily. 

The physical examination, routine labor- 
atory work, skull and chest X-rays were 
normal. The EEG was slightly slow in the 
anterior and temporal lobes bilaterally with 
4 to 6 per second theta low voltage in the 
waking state. No abnormality appeared in 
Seep or with hyperventilation. 

Family History : The father had had ar- 
eriosclerotic brain disease for 5 years and 
зеі difficulty in the home because of 
pou and excessive demands. The 
a E Was a self-depreciating woman who 
de upon her children for emotional sup- 
ada Two sisters were making "good ad- 
Ке. However, a 20-year-old brother 
ch, os attack of acute undifferentiated 
well Ophrenia in 1956 which responded 
> to ECT. He remains well. 

B Personal History: The early years 
оте remarkable, but starting іп the 
haus year the patient had spells of 

ea, vomiting, abdominal pain, and ex- 


1 
Su апте of Psychiatry, College of Medicine, 
1 niversity of Towa, Iowa City, lows 
Exi 


’ hte Wen t 


CASE REPORTS TONE 


3. Erbslóh, F. : In Handb. Spez. Pa 
u. Histol. Berlin : Springer, 1958, Vol. 
Bandteil B, pp. 1349-1351. ; 


treme weakness accompanied by “yell 
ing” of his skin. These spells lasted 2 
7 days with spontaneous remission. He ; 
ceived no medical treatment. е 
The previous personality was that 
shy, but not schizoid, easygoing boy v 
had two close boyfriends with who 
hunted, fished, and participated in sports 
He did not date during high school, | 
otherwise the psychosexual developm 
was normal. 
Admission Impression: Schizophr 
undifferentiated, acute. 
Course in the Hospital : Because of | 
ual improvement it was decided t 
the patient with supportive psycho 
However, after 7 days he began to 
mace, maintained postures for hours if 
alone, and was mute. This behavior 
sometimes interrupted by outbursts of 
bativeness and destructiveness. 


295 mgm., and 
swelling of th 
pharynx. 

continued 


iting, and hypotension. The serum Na was 
123, K 6.9, and C1 88.0 (Meq/L). The 1 
ketosteroid excretion was 2.5 mgm./Gm. - 
Creatinine. These findings were consistent - 
with hypoadrenalism. The zinc turbidity, | 
thymol turbidity, and serum bilirubin - 
values were normal. | 
As the signs and symptoms of Addison's 
disease progressed, the patient became | 
withdrawn, more tense, demonstrated ' 
blocking and ambivalence. However, he 


n^ 
366 
һаа no delusions and the sensorium re- 
“mained clear. 

— Because the blood pressure declined to 
70/40 mm. of Hg., cortisone was started. 
- Within 24 hours the hypotension, vomiting, 
апа abdominal pain had disappeared. 
- Within 4S hours there were no signs of 
withdrawal, tension, blocking, or ambiva- 


The patient was stabilized on 25 mgm. 
| of cortisone per day. In order to rule out 
- secondary adrenal insufficiency, cortisone 
- was gradually discontinued and 100 units 
of Acthar-Gel per day were given. During 
he cortisone withdrawal the patient be- 
r e progressively tense, withdrawn, and 
ambivalent, but not delusional. At this time 
the 17-ketosteroid excretion on 3 consecu- 
‘tive days was abnormally low with values 
of 3.1, 3.9, and 3.1 mgm. of 17-ketosteroid/ 
Creatinine respectively. This was 
terpreted to indicate a primary adrenal 
ficiency. His physical state was normal 
except for a bronzed skin. The serum Na 
was 138, K 4.8, Cl 108, all within the 
normal range. The fasting blood sugar was 
88 mgm.%. The EEG became normal, and 
sychological studies for brain damage 
e within normal limits. During this 
iod the patient was off cortisone for 
days. Cortisone was restarted without any 
tal improvement after 9 days. Then 
1 mgm. per day for 3 days and 0.5 
mgm. per day for 2 days, was added. Within 
this 5 day period his mental state became 
normal. The DOCA was discontinued be- 
_ Cause of edema, and the patient was finally 
- stabilized on 12.5 mgm. рег day of corti- 
ne, which maintained improvement. At 
_ the time of discharge 20 days later, the pa- 
tients mental and physical performances 
ere normal. 
Follow-up : Examination one year after 
_ discharge revealed no signs nor symptoms 
of Addison's disease or schizophrenia. The 
- patient has taken 12.5 mgm. of cortisone 
d y. 
The patient's brother, who had had an 
attack of acute undifferentiated schizo- 
phrenia, underwent extensive laboratory 
; sting in order to detect adrenal insuffi- 
_ ciency. These tests were normal. 


Discussion 
There have been several reports of psy- 


i 
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chotic behavior accompanying Addison's 
disease, the psychoses in these reports be- 
ing called “paranoid psychosis,” "Addiso- 
nian psychosis,” "confusional psychosis,” 
“depression,” "paranoid schizophrenia"( 1, 2, 
3). At the time of admission of our patient 
no one questioned the diagnosis of a 
schizophrenic reaction. It was only after 
Addison's disease appeared that we won- 
dered whether this patient had two unre- 
lated illnesses, or whether the schizophrenic 
reaction was either caused or "triggered" 
by the recognized metabolic disorder. Ar- 
guments consistent with either of these 
possibilities can be advanced. 

The fact remains, however, that the 
institution of hormonal therapy was closely 
followed by a remission of the classical 
signs of schizophrenia. This is strong evi- 
dence of a causal relationship of Addison's 
disease and the mental reaction. On the 
other hand, we cannot readily explain why 
there was not prompt improvement after 
the second introduction of Cortisone nor 
why he improved mentally the second time 
only after DOCA was begun. 

It is possible that since the age of 8 this 
patient has had recurrent bouts of adrenal 
insufficiency (4). If one postulates that this 
patient's adrenal "reserve" has been low for 
years, why did not the course of ECT pre- 
cipitate an acute adrenal insufficiency syn- 
drome ? It has been urged on the basis of 
animal work that ECT is a severe stress(5)- 
Two reports describe the use of ECT in 
the treatment of psychoses associated with 
Addison's disease(2, 3). In both of these 
instances electrotherapy was given while 
the patient was receiving hormonal ther- 
apy. Nevertheless, Craddock and Zeller(2) 
doubt that ECT represents an acute physi- 
ological stress. 


SuMMARY 


A patient is presented who showed an 
acute schizophrenic reaction. Treated wit 
ECT, there was marked improvement. Four 
weeks later the schizophrenic symptoms 
returned accompanied by signs and symp- 
toms of Addison’s disease. Treated wit 
hormones, there was a remission of bot 
the Addison’s disease and the menta 
symptoms. 
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ч v 


COMMENT 


— INTERDISCIPLINARY TRENDS IN MENTAL HYGIENE RESEARCH 
AND TRAINING 


b. (FEDERALLY SPONSORED PROGRAMS ) 


= 


a From the point-of-view of financial sup- the result of this federal subsidy. Future 
irt, the research and fellowship programs trends will be, hopefully, determined b 
ablished in the mental health field are h T d à neg N а ep. : 
ly dominated by the National Institute i7. 79 ea gare eee c ре 
ental Health, and a large share of the record. The data which follow are a con- 

ess made in the past decade has been tribution to such an appraisal. 


TABLE 1 
RESEARCH PROJECTS 


Following is a classification of 247 research grant proposals receiving U. S. Public Health 
Service support in December 1958. The categories were selected on the basis of the research 
ods which were outlined in the proposals. 


ssification of Projects ] % of Total 


31% 

16% 

10% 

n „з 5% 

5 оса эйе 3 f Кол. 5% 
| Physiology of mentally retarded . SNARES s E E | M. 4% 
_ Surveys of public opinions 2. 0...0... EC 4% 
Studies of patients’ families ЫК 3% 
- Training of mentally retarded .... ................ } 3% 
Follow-up studies of patients . "EN 3% 
Psychotherapy ............. ; 73 3% 
Sociological (community) studies eee. 2% 
Psychosomatic studies ..... MEE Ones EXT 25 


Industrial problems, psychiatrie. Bes s 
Personnel training 
. Unclassified 


PRINCIPAL INVESTIGATORS 


Following is a break-down of the professional specialties listed as the “principal invi 
ors" in the research projects of Table I. E 


Psychologists 
Psychiatrists . 

3. Social workers 

‚ Anthropologists .. 

ў Biochemists 

| Educators 
Pharmacologists 
Biologists 

| Internists 
Physiologists 

_ Neurologists . 

2. Anatomists . 2- 

| Pediatricians .. 

- Obstetricians 
Osteopaths 


Combinations . 


TABLE 3 


FELLOWSHIP PROGRAM 


Following is a list of numbers of fellowships awarded by the National Institute of N t 
falth between 1952 and 1959, classified according to the department to which fellows w 


1952 1953 1954 1955. 1956 1957 1958 
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FrrLowsums (N.LH. : N.L.M.H. Ratios) 


e following shows the number of fellowships awarded in mental health as compared with 
total numbers of fellowships awarded by the National Institutes of Health. 


Total МІ.М.Н. 
74 
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Charles E. Goshen, M.D., © 
Washington, D. C. 


я 
[f hall not be able to give detailed 
formation with reference to the activities 
i ‘standing and one Ad Hoe Committee 
r to me to coordinate. All of these 
committees met last fall in Washington, 
9 are scheduled to meet in Philadel- 
| this week; the tenth one met a 
eeks ago. The majority of the com- 
have sponsored Round Table Pro- 
the Annual Meeting in 1958, and 
ng similar programs during this 
Many of the committees have been 
ating with Dr. Daniel Blain and 
npower Project. As in the past, the 
e members have done much work 
“Correspondence between the semi-an- 
‘Meetings. 
Ad Hoc Committee on Education in 
Hospitals. Bernard Bandler, Chair- 
lé committee is working on the 
ition of the brochure on the data 
Was collected in respect to the various 
hs of education in public hospitals 
‘Mie practices and techniques that have 
| helpful to them. Considerable data 
collected on the actual experi- 
of public hospitals in respect to the 
iment and utilization of psychiatrists 
"Universities and private practice for 
aming. It is hoped that the brochure 
completed within the next year. 
Ommittee on Aging, Ewald Busse, 
pman, reports that a major portion of 
enth Mental Hospital Institute will 
ed to the problems of the aged. 
ümmer Institute in Social Gerontology 
d by the Inter-University Council 
Pported by a grant from the Na- 
Institute of Mental Health has re- 
mits fellowship policies to include 

atrists, psychiatric nurses, and psy- 
Social workers. This has been 
the result of this committee's ef- 
and fellows have been chosen from 
tal health professions. The grant 
Оп submitted by this committee to 
H entitled “Program Development 


OFFICIAL REPORTS 


-REPORT OF COORDINATING CHAIRMAN, COMMITTEES ON 
THE TECHNICAL ASPECTS OF PSYCHIATRY 


for the Psychiatric Care of the Aged" 
not approved by the National Ad 
Mental Health Council. This is in 
respects unfortunate, but it will 

this committee to devote more of its 
towards being an effective force in 
coming White House Conference on А! 
Since there are a number of regional 

ings planned to precede the White House 
Conference, as well as other preliminary 
meetings, it would appear to be importan 
that the various district branches of the 
American Psychiatric Association be a 
to this development and the local 
tees urged to participate whenever possib 

Committee on Child Psychiatry. J. Е 
lin Robinson, Chairman, working in 
junction with the Committee on Medic 
Education, was able last fall, to secure tf 
approval, “in principle" of a set of stan 
ards for training in child psychiatry. Th 
standards called for 2 years of satisfactory 
training in child psychiatry which was. 
follow 2 years of satisfactory training in 
adult psychiatry. The training їп child 
psychiatry was to be carried out under the 
direction of a qualified child psychiatrist 
in a qualified. psychiatric facility. A child 
psychiatric service will include the appro- 
priate allied professions. 

Committee on History, J. Sanbourne 
Bockoven, has concerned itself with the 
following activities : 1. The preparation of 
a proposal for a research project to study 
the Historical Developments of Contem- 
porary American Psychiatry ; 2. Search for 
new outlets for publication of papers on 
History of Psychiatry; 3. The establish- 
ment of a Union Catalogue of publications . 
of historical value. (As a first step in this 
direction, a bibliography of the writings of 
the Founding Fathers was compiled.) The 
Committee made the following recommen- 
dations, which were approved by Council in 
November, 1958 : 1. That a Library illus- 
trating the history of psychiatry be located 
and developed in the Founders Room at 
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APA headquarters ; 2. That the archives of 
the association be assembled and placed 
in APA headquarters, and 3. That the 
Medical Director be authorized to initiate 
à research project on the historical develop- 
ment of contemporary American Psychi- 


Cue See. 


| ау. In addition, the Committee is investi- 
1 gating various approaches to study and 
"prepare the History on Contemporary 
| Psychiatry. It is seeking acquisition of 
Ы books for the library. With the collabora- 


` tion of Mrs. Vosburgh, the Committee has 
— initiated an historical column in Mental 
— Hospital. 
C Committee on Medical Education, George 
_ C. Ham, has been reviewing the two Ithaca 
—— Conference Volumes, preparatory to a de- 
| Cision regarding future conferences of this 
| type, or special revisions and editions, or 
| republications of these books. The Chair- 
7 man has conferred with Central Office Staff 
© regarding the republishing of the Directory 
— on Residential Training Programs. The 
< Chairman has contributed to the APA 
— Survey of Medical Education in Alabama 
_ апа in British Columbia. The Committee 
"has sponsored a Teaching Institute at Mc- 
Gill University in October, 1958, and is 
_ planning future Institutes. 
_ Committee on Mental Deficiency, Ho- 
- ward V. Bair, has taken steps 
Lo establish liaison with the American Asso- 
— eiation of Mental Deficiency. It is working 
я on a model state plan for complete com- 
_ munity services for the care and treatment 
— Of mental defectives. It has undertaken a 
| somewhat comprehensive review of new 
~ Tesearch in the field of mental deficiency, 
_ A conference was held with Dr. Charles 
a Bush regan ing Joint Accreditation for In- 
- stitutions for the Mental Deficient. The 


: the Committee 


z К үнө, eius with 
. on Mental Hospitals, requested C i 
_ Stress the advisability of жср а R 
_ ship in hospitals for the mentally ill and 
mentally defective ; the Council reaffirmed 
its previous decision with reference to such 
^ Psychiatric administration. The Chairman 
— has been appointed as the officia] APA 
4 Tepresentative to the First International 
Medical Conference on Mental Retardation 
1 to be held in Portland, Maine, in July of 
1959. \ 


Committee on Public Health, John J. 


Blasko, Chairman, reports the follo 
activities: 1. State Surveys: The 
mittee continues to assist the APA He 
quarters Staff in a Consultant Capae 
New Hampshire, Alabama and Briti 
Columbia were involved during the pa 
year. The Committee is exploring ways a 
means of determining the effectiveness 
past surveys. 2. Mental health teachi 
in schools of public health. A member of 
the Committee has made a study of thi 
subject. A National Conference on Mental 
Health Teaching in Schools of P 
Health is being organized for Decemb: 
1959, and will be financed by the Nation 
Institute of Mental Health. The Committe 
has been asked about its activities in t 
area. 3. The public health psychiatrist 
A study is being conducted by the Com 
mittee to determine what training is ne 
sary in order to be considered as a pu 
health psychiatrist. 4. Layman's Guide t 
Community Health Study. Your Commi 
will review this guide when it is develop 
by the American Public Health Associa! 
Task Force. Several members of the AP 
Public Health Committee are on this 
force. 5. Psychiatric care in nur 
homes. The Committee believes that 
Licensure requirements for nursing ho 
should include adequate psychiatric serva 
ices. Further study of this important p 
lem must await developments in the 4 
Hoc Committee on District Branch 
mittees. 1 
Committee on Rehabilitation. Benja 
Simon, Chairman. Among the Committ 
activities during the past year have b 
the following: 1. Publication of AAAS е 
Symposium on “Rehabilitation” under the — 
editorship of Dr. Milton S. Greenblatt ar 
Dr. Benjamin Simon (now in press) 
(By invitation of Editors of Progress 1 
Psychotherapy) a chapter in Volume 
Dr. Simon on “New Trends in Rehabil 
tion" (in press) ; 3. (By invitation of € 
mittee on Rehabilitation of the Атей 
Medical Association) a chapter by 
Simon on “Psychiatric  Rehabilitati 
(which is to be part of a series in 
Journal of the A.M.A.) ; 4. Completion 
work by Dr. Simon on “Volunteer Servis 
to Psychiatric Patients” (to be pub! M 
by the APA); 5, Continuing activity 
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Interdisciplinary Study Group (Dr. Car- 
michael representing the Committee on 
Rehabilitation) ; 6. Election of Dr. Simon 
as Chairman of the A.M.A.’s Advisory Com- 
mittee on Occupational Therapy Education 
to the Council on Medical Education and 
Hospitals ; 7. Appointment of Chairman as 
Advisor on Rehabilitation to the Survey of 
Mental Health Resources of the State of 
Alabama ; 8. Appointment of Chairman as 
Advisor on Rehabilitation to the Survey of 
Mental Health Resources of the Province 
of British Columbia ; 9. Continuing repre- 
sentation of APA by chairman as a member 
of: (a) Executive Committee of the Ad- 
visory Committee on Physical Therapy 
Education of the Council on Medical 
Education in Hospitals of the A.M.A. ; 
(b) Advisory Board of the American Regis- 
try of Physical Therapists; (c) Advisory 
Council of the American Occupational 
Therapy Association. 

Committee on Research. Milton Green- 
blatt reports that the main activity of the 
Committee on Research is reflected in the 
Adolf Meyer Lectures, Regional Research 
Conferences, and APA participation in the 
annual AAAS meetings. Dr. W. Mayer- 
Gross of Birmingham, England, speaking 
on “Model Psychoses” gave the second 
Adolf Meyer Memorial Lecture. Dr. W. 
Grey Walter, of Bristol, England, is sched- 
uled to deliver the 1959 lecture ; Dr. Aubrey 
Lewis, of Maudsley Hospital, London, has 
agreed to give the 1960 lecture. Manuscripts 
derived from the Columbus, Ohio, Regional 
Research Conference were published in 
бча Aspects of Psychiatry” No. 10 in the 

patric Research Reports. Publication is 
280 planned for the Montreal and Okla- 
“san City Conference material. The Uni- 
Conk. of Arkansas sponsored a Research 
nference in February, dealing with 
шне research by medical students 
fe residents and a number of other con- 
in ences for 1959 are in the planning stage 

Such areas as Salt Lake City, Los An- 


geles, Chicago and Cleveland. A 
successful “Symposium on Hallucin: 
under the leadership of Dr. Louis. 
West was held at the December, | 
AAAS meeting in Washington, D. 
Publication is expected soon of “Rehab 
tion of the Mentally Ill; Social and 
nomic Aspects” presented at the 1957 m 
ing. Commitments have been made 
AAAS to participate in their 1959 and | 
meetings. Dr. Pasamanick and Dr. Bliss 
the Committee are participating in 
APA Surveys of Mental Health Needs 
Resources of Alabama and British Col 
bia. x 
Committee on Therapy : Henriette Kleii 
Chairman, has revised the Standards fo 
Electro-Convulsive Therapy, and is 
mitting the most recent revision’ to 
Council during this meeting. Reque 
been made that the Committee pre 
statement on the use of Hypnosis. 
Committee feels that if such a statem 
prepared it should be done in collabora! 
with the Research Committee and the C 
mittee on Public Information. The C 
mittee has undertaken two ific 
ties: 1. The writing of a Primer ¢ 
Psychiatric Therapies and their Place 
Psychiatric Practice (for internes anc 
general practitioners), and 2. A study ¢ 
the current status of Psychothera) 
Hospitalized Schizophrenics. A que 
naire has been prepared and is 
revised at the April, 1959, meeting. - 
In conclusion I wish to emphasize 
conscientiousness, zeal and enth 
which the members of the various ¢ 
mittees have demonstrated 


Frank J. Curran, M.D., E 
Chairman " 
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Dr. Emu A. Gururn..—Dr. Stanley Lesse, 
ecretary for the Association for the Ad- 
ent of Psychotherapy, reports that 
the death of Dr. Gutheil, at the age of 60, 
occurred July 7, 1959. Dr. Gutheil was 
‘graduated from the University of Vienna 
Medical School and became a pupil and 
assistant of Wilhelm Stekel, whose works 
translated into English and edited his 
autobiography. 
_ He came to New York City in 1937 and 
with colleagues founded the Association for 
Advancement of Psychotherapy in 1939. 
Association embraces all schools and 
411 members. Dr. Gutheil also founded 
American Journal for Psychotherapy. 
mong his publications are The Language 
the Dream (1939) and Handbook of 
Dream Analysis (1959). 


r ALBERT Einstein Mepicar Center (Рини. 
HIA ).—A $211,000 Federal grant from 
ational Institute of Mental Health to 
port an expanding teaching program for 
lows in psychiatry during the next 5 
has been awarded to Albert Einstein 
Center. The award marks the in- 
ng Federal recognition of the growing 
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year of residency will be taken at the psy- 
chiatric division of Kings County Hospital, 
concurrently with this program. 

A broad interdisciplinary faculty is re- 
sponsible for teaching courses and for super- 
vising research of candidates. Each candi- 
date who is accepted will be granted a fel- 
lowship of $7,500 for the first and $8,000 
for the second post-residency year. Three- 
year candidates will also receive $7,100 for 
the final residency year. Applications for 
the academic year beginning September 
1960 should be submitted before January 
l, 1960. For further information write to 
Office of Admissions, Downstate Medical 
Center, 450 Clarkson Ave., Brooklyn 3, 
N. Y. 


Tue LANGLEY Porter NEUROPSYCHIATRIC 
IwsrrrUTE.— This San Francisco facility 
opened a 4-story annex in July, 1959. This 
million dollar structure, financed by the 
State of California and a $150,000 Health 
Research Facilities grant from the U. S. 
Public Health Service, provides for ex- 
panded programs in psychiatric training 
and research. The first and second floors 
contain a new medical library, enlarged 
neuropathologic laboratories, conference 
rooms and service quarters. The third floor, 
devoted entirely to mental health research, 
has laboratories for biochemistry, physi- 
ology, and pharmacology, and quarters for 
the study of animal behavior as well as for 
research with human subjects. On the 
fourth floor a 12-bed neuropsychiatric unit 
gives the departments of psychiatry, neu- 
rology and neurosurgery facilities for co- 
operative research, and a 14-bed unit, for 
research in primarily psychiatric fields. The 
total bed capacity of the Institute is thus 
increased to 118. Formal dedication cere- 
monies will be held within the year. 


Eastern РѕүсніАТВІС RrsEARCH Assoc» 
Inc.—The fourth annual meeting of the 
Association will be held Friday and d 
day, October 23 and 24, 1959, at the Wen 
dorf-Astoria Hotel, New York City. Mor 
ing and afternoon sessions will be held Ой 


both days. A considerable range of new 
work will be reported. 

On Friday afternoon there will be a 
panel discussion on “Neuropsychiatric As- 
pects of Space Medicine.” 

For further information address the As- 
sociation at 40 Fifth Ave., New York, N. Y. 


Nonru Snore Hosprrat Lecrures.—The 

opening lecture of the tenth annual lecture 
Series on “Office Management of Emotional 
Disorders” will be held at the North Shore 
Hospital, 225 Sheridan Rd., Winnetka, Ill., 
Wednesday, October 7 at 8:00 p.m. Speak- 
er: Dr. John I. Nurnberger. Topic : Diag- 
nostic Signs and Symptoms of Emotional 
Disorders. 
. These lectures are approved by the Amer- 
ican Academy of General Practice for post- 
graduate credit. For further information 
write to Samuel Liebman, M.D., Medical 
Director, North Shore Hospital, 225 Sher- 
idan Rd., Winnetka, Ill. 


CEREBRAL PALSY RESEARCH AND TRAINING 
Gnants.—The United Cerebral Palsy Re- 
Search and Education Foundation has funds 
available for grants for research and train- 
ing, post doctoral fellowships in brain 
research, clinical fellowships in cerebral 
Palsy including medical student fellow- 
ships. The next deadline for submission of 
application is March 15, 1960, For informa- 
tion address the: Director of Research, 
United Cerebral Palsy Research and Edu- 
Cation Foundation, 321 West 44th Street, 
New York 36, New York. 


Dr. Kanner VISITING PROFESSOR UNIVER- 
sty or MixNEsoTA.—Dr. Leo Kanner who, 
ое 1959, retired as Professor and head 
ü the Department of Child Psychiatry at 

'e Johns Hopkins University School of 
с еісіпе, will spend the academic year, 
| | Бе: 1959 to June 1960, at the Med- 
Ж ou of the University of Minnesota 

ca aci “д: n . menm 
pro ы ity of “distinguished visiting 
E Kanner will be concerned with both 
er- and post-graduate training pro- 
E occupying the position of Dr. Rey- 
Jensen, Director of the Division of 
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Child Psychiatry, who will be spending à 
sabbatical year in Europe. E 


Orrice or Menta. RETARDATION, 
York SrATE.— The organization of this 
cial office in the New York State De 
ment of Mental Hygiene has been 
nounced by Commissioner Paul H. Hoch, 
with the purpose of coordinating and devel- 
oping all services for the mentally reta 
under the department. j 

The state's six institutions for the mental- 
ly defective will be visited regularly and 
primary emphasis will be on improving 
care of patients, improving training pro- 
grams, and facilitating placement of suita- 
ble patients in the community. к 

Dr. Arthur W. Pense, Deputy Commi 
sioner, will be in charge of the new off 
at Albany. 


Reiss-Davis Сілмас ron Carp Gum. 
—The clinic will hold its Sixth Ann 
Institute of Child Psychiatry on Nove 
1, 1959, at the Beverly Hilton Hotel. 
meeting is offered to pediatricians and g 
eral practitioners in the Southern Califo 
area. Program this year will emp n- | 
ical case presentations. Further information 
can be obtained by writing to the Reiss- | 
Davis Clinic for Child Guidance, 715 North. ' 
Fairfax Avenue, Los Angeles 46, Calif. a 


Dr. Freeman Ноховер. Мога has been | 
received that the Royal Medico-Psychologi- 
cal Association of Great Britain has recently .— 
elected Dr. Walter Freeman of Los Altos, — 
California, to corresponding membership. 1 


Теса. ENVIRONMENT OF MEDICAL Sor ў 
ence.—A report оп the National Confer- | 
ence on the Legal Environment of Medical | 
Science sponsored by the National Society | 
for Medical Research at the University of - 
Chicago, May 27-28, 1959, has been issued - 
as a separate booklet. 1 

The conference was divided into three - 
sections : Section I includes a contribution ‘ 
dealing with the anatomical law, authoriza- - 
tion for autopsies, the willing of bodies, ete. 

Section II deals with animal experimen- - 
tationgthe responsibility of both suppliers - 


multiplicity of etiological agents there is a 
monotony of lesional mechanism and tissular 
tion. Subsequently. are considered treat- 
nt of cerebrovascular accidents, epilepsies, 
neurosyphilis, encephalitides, neurological syn- 
-dromes with extrapyramidal dominance, multi- 
ple sclerosis and allied states, myopathies and 
myotonia, cerebro-spinal traumatism, neural- 
and peripheral nerve disorders, migraine 
d vertigos, meningitides, neurological aspects 
alcoholics, barbiturate intoxication and final- 
ly disorders of sleep. 
All the above subjects are presented in a 
matic, finely classified way in the best 
h clinical tradition. There is a concise 
torical consideration of each topic, followed 
clinical and etio-pathogenic classifications 
Euren of therapeutic measures ac- 
din у. 
_ Actual case material is presented succinctly, 
The sections on neurosyphilis, syndromes with 
extrapyramidal predominance, neuralgias and 


neurological problems of alcoholism are par- 
tic well presented. 

The neurological section ends а riate] 
in a discussion of disorders of КОР апа а 


psychodynamic considerations. The latter 
evident in the authors’ dealing with neu- 
es, where they briefly outline different psy- 
apeutic approaches. The psychiatric 
on is divided into 14 chapters dealing with 
erent therapeutic regimens applicable to 
ent psychiatric syndromes, which are 
'gorized in conformity with the present 
ench classification. Somatic treatment of psy- 
is extensively discussed : shock thera- 
tecent pharmacotherapies and sleep treat- 
a Unfortunately the discussion of the psy- 
erapy of psychoses is quite brief. The 
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Eco SrRUCTURE IN PanANOID ScHIZOPHRENIA. 
By Luise J. Zucker, Ph.D. (Springfield, 
Ill. : Charles C Thomas, 1958. $5.50.) 


Sixty paranoid schizophrenic patients were 
studied by use of Rorschach protocols, the 
Mosaic Test and Figure Drawings. The group 
was equally divided by sex. Half of the pa- 
tients were ambulatory and the other half 
hospitalized. The following categories of re- 
sponse were scrutinized: contaminated re- 
sponses, fluid contours, extension of the ego- 
field into other fields, sensitivity to external 
stimulus and disturbed body image. 

Significant differences were found between 
ambulatory and hospitalized schizophrenics. 
The ambulatory schizophrenic displayed more 
conspicuous deviations in the area of bizarre, 
arbitrary and autistic thinking, especially in 
the sexual sphere, whereas the hospitalized 
schizophrenic showed more collapse of ego 
boundaries and practically no sexual responses. 
The ambulatory patient had a variety of de- 
fenses which appeared to fulfill adjustment 
needs. The hospitalized patient had a lack of 
defenses and paucity of phantasy life. 

The study has practical implications in that 
it gives insight into the diagnosis of schizo- 
phrenia, makes distinctions between its benign 
and malignant forms and gives clues about 
the prognosis with psychotherapy. Provocative 
questions are raised in regard to therapeutic 
objectives and results. For example, it is postu- 
lated that phantasy is indicative of inner 
resources and represents a valuable defense 
which may be disturbed by psychotherapy and 
lead to further personality disruptions because 
of the patient's incapacity to deal with environ- 
mental events and interpersonal relationships. 

'This monograph is a valuable contribution 
to our knowledge of the fluidity of ego 
boundaries and the understanding of the psy- 
chopathology of different groups of paranoid 
schizophrenics. It is worth the attention of 
psychiatrists and psychologists interested in 
the theoretical and clinical aspects of the 
nature of schizophrenia. 

Hersert S. Врие, M.D., 
University of Washington, 
Seattle, Wash. 


A Рѕүснілтвіѕт Speaks. Dr. C. Charles Bur- 
lingame. (Limited edition, privately print- 
ed for Mrs. C. Charles Burlingame by 
Connecticut Printers, Inc., 1959.) 


This collection of representative selections 
from the writings and addresses of Dr. Bur- 
lingame—Burley to all his friends—may be re 
garded as the psychiatric will and testament of 
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one of the most advanced thinkers, planners 
and doers of our time in the field of mental 
health and illness. It was undertaken by Mrs. 
Burlingame only after she had received numer- 
ous requests from medical historians and col- 
leagues for an authoritative statement of her 
husband's achievements and of the scientific 
views he held good. He traveled the world— 
he held two stars from the Airlines Hundred 
"Thousand Miles Club—and shared data and ex- 
perience with psychiatrists on five continents. 
He was decorated by the French and Polish 
governments and was an officer in the Legion 
d'Honneur. Perhaps his greatest organizational 
accomplishment was the detailed plans he drew 
up for the first great medical center in the 
country whereby as executive officer of the 
Joint Administrative Board for both Columbia 
University and Presbyterian Hospital he united 
these two great institutions in a centralized 
unit, the Columbia University Presbyterian 
Hospital Medical Center, a truly gigantic task 
brilliantly performed. 

Dr. John I. Nurnberger, chairman of the 
department of psychiatry, Indiana University 
Medical School, and for a number of years di- 
rector of residency training and of the labora- 
tory at the Institute of Living, pays, in his 
foreword, warm tribute to his former chief 
whose pattern he emulates in his own profes- 
sional career. Dr. Burlingame, he states; "was 
à confirmed organicist who believed, until his 
last day, that the secrets of the major psychia- 
tric disturbances . . . would be revealed 
through structural, biochemical and neuro- 
physiological channels," and while *he looked 
askance at psychoanalytically oriented pyscho- 
therapy . . . physicians competent in psycho- 
therapeutic techniques who worked on his st 
Were quietly and enthusiastically supported by 
him directly and indirectly through his highly 
skilled management of the family and the 
friends of patients.” And Dr. Nurnberger con- 
nues; “It is doubtful that any hospital of 
this type anywhere in the world could reflect 
à truly broad-spectrum eclectic program wi 


сута] skill апа representation іп all thera- 
peutic disciplines." : 
Of great interest and value is the bio- 


graphical sketch contributed by Arline 
Boucher Tehan. It is written with sym В 
insight and reveals the man in his enthusiasm, 
i tolerance, his kindliness, his md ыг 
patience, his enormous capacity for work: 
In 1931 he took over the venerable Hartford 
Retreat which he transformed into the Institute 
of Living and made it live up to its new name 
Here he introduced his famed "educational 
тару.” Offices were opened in New York 


and Boston and the interests of the Ins 
were served by its director being available 
week for consultation in those two cities. 

It may not be generally remembered 
Burlingame was the first industrial psychiatri: 
in the United States. This phase of his career 
began in 1916 when he organized this 
branch of industrial medicine for the m 
facturing firm of Cheney Brothers of Manc 
ter, Connecticut. 

One of his most notable contributions. 
medicine as a whole was his arrangement with 
the American Medical Association in 1949 
incorporating in the programs of the ann 
meetings of that body a special session de 
exclusively to psychiatry and neurology. Bi 


the attention of the general practitioner t 
essentials of these special fields, shorn of 
fusing terminology. The proceedings of t 
inaugural session, which took place only 
months before his death, were published p 
humously in a book titled Neurology and Ps 
chiatry in General Practice and dedicated 
Burlingame who had inspired it. These special 
programs have since been a regular feature of 
the transactions of the A.M.A. each year. 
Burlingame was a notable pioneer in mo 
psychiatry and his views as presented in t 
book ranged over all departments of the s 
ject and introduced numerous innovatioi 
worth following. His psychiatry was comp 
hensive and rooted in common sense. Educa- 
tion and re-education constituted the core of 
his therapy. For what is called “progressive _ 
education he had little use, “because it has — 
encouraged surface education, emotional irre; 
sponsibility, and exaggerated self-expression. — 
The essence of psychotherapy, whatever its — 
form, he defined as “personal tutoring in the _ 
art of living.” E 
Recognizing that the bounds of psychiatry 
have been so stretched by both insiders and 
outsiders that one might almost say, with 
tongue in cheek, nihil humani a psychiatria т 
alienum ; Burlingame suggested that “it might — 
be well to substitute the term psychological | 
medicine for psychiatry, in order to disidentify ( 
this branch of medical practice from the flot- - 
sam and jetsam on the psychiatric sea.” X 
Another important service to medical educa- ' 
tion rendered by Dr. Burlingame was the | 
founding of the Digest of Neurology and Psy-- 
chiatry, which abstracts month by month signi- - 
ficant contributions from the periodical litera- 
ture and from books. The Digest is sent free 
of charge to physicians and institutions. 


throughout the world. 3 
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A special feature of the Institute is the 
l splendidly equipped laboratory designed by 
T Dr. Burlingame and which bears his name, and 
where active research is carried on. 
Our gratitude to Ruth Parsons Burlingame 
for making this book available. 


C.B.F. 


Ѕісмомо Енкор AND THE Jewisu MYSTICAL 
TnaprroN. By David Bakan. (Princeton, 
N. J. : D. Van Nostrand Co., 1958, pp. xix- 
326. $5.50.) 


-. Toward the better understanding of the 
origins of psychoanalysis we have recently had 

several valuable  contributions—Jones' biog- 
E. of Freud, The Fliess letters, Binswang- 
L ers and Martin Freud's books. To these may 
now be added Dr. Bakan's book which, I am 
4 is destined to become а landmark in the 
of the historical origins of psychoanaly- 
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the most fascinating and fundamental books 
on the origins of psychoanalysis that has thus 
far appeared. 

If there is a criticism to be made it is that 


in his concentration upon the Jewish mystical 
tradition, though he has probed deeply, Dr. 
Bakan has not gone quite as far afield as he 
might have done in the Jewish tradition with 
reference to its influence upon Freud's think- 
ing. Insufficient attention is paid to the Talmud 
and the Gemorrah. Freud, as Dr. Bakan is 
well aware, in childhood had been exposed to 
the teaching of the Scriptures in Hebrew. This 
being so he could scarcely have avoided some 
knowledge of the existence of these works and 
what they dealt with. In any event, Jews are 
always telling stories from these works and 
quoting from them, as they do from the great 
commentators on them like Rashi or Rumbum, 
and others. Whether Freud heard these stories 
and the jokes derived from these sources in 
German or Yiddish is of no great moment. Wit 
and the Unconscious bears sufficient testimony 
to the fact that Freud didn't miss a word. 

As anyone who has ever heard the Talmud 
or the Gemorrah expounded by a learned 
Jewish commentator will know, Aristotelian or 
Millsian logic looks pretty pallid in compari- 
son. The Principle of Excluded Middle, for 
example, simply has no existence in this mode 
of thought, for things can be and indeed are 
both A and not-A at one and the same time, 
and overt acts and statements can actually 
mean their contraries or contradictories, and 
50 on. The subtlety of this kind of thinking 
can only be appreciated to the full by one 
who happens to be in the midst of it while 
he is at the same time studying logic and 
scientific method ! 

Every individual who is by culture a Jew 
is, to some extent, the heritor of this fine tradi- 
tion in which he is early conditioned, and any- 
опе at all familiar with that tradition who 
reads Freud can surely not have the least 
doubt that he was powerfully influenced by it. 
If there are any doubters, they should read 
Dr. Bakan’s admirable book—but even if agree- 
ment is complete, they should read his book, 
anyway, It is a highly rewarding experience. 

AsHLEY Monracu, PH.D., 
Princeton, N. J. 


ALCOHOL AND THE JEWS. By Charles R. Snyder. 
(New Haven: Yale Center of Alcoholic 
Studies, 1958, pp. 226. $5.00.) 

This book, subtitled “A Cultural Study of 
Drinking and Sobriety” and based on the au- 
thor's doctoral dissertion, is Monograph No. 1 
of the Yale Center of Alcohol Studies. f 

The purpose of these studies is to investigate 
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the problem of group differences in rates of 
drinking pathologies with the idea that known 
differences are not wholly explained by genetic 
and physiologic factors. The Jewish group 
was chosen as especially suitable for study 
because of its consistently low rate of drinking 
pathologies within a high incidence of drinking. 

The author reports what happens to each 
group who drink rather than taking the entire 
group including abstainers. He stressed the fact 
that the Jew is brought up in a culture and 
religion which expects and approves of his 
drinking in moderation. The Roman Catholic 
and a very few Protestant groups (Church of 
England) have much the same attitude. 

A great many tables with studies of the 
social and religious backgrounds of various 
groups of Jews, Catholics, and Protestants are 
given. The conclusions that seem to stand out 
are that there are fewer Jewish abstainers than 
there are Catholic and Protestant and that the 
more orthodox a person is in his religion, 
whether Jewish, Catholic, or Protestant, the 
less likely he is to drink excessively. 

Among those who do drink, the Orthodox 
Jews are found to have the lowest degree of 
drunkenness ; the Jewish Conservative group 
have a higher rate ; the Jewish Reform a still 
higher rate ; and the Jewish Secular the highest 
rate. Some evidence shows that among the 
Irish Catholics, intoxication varies inversely 
with participation in their religious activities. 
Among the Protestant groups, those who do 
drink have a higher percentage of drunkenness 
than do Jews and Catholics. 

In a study of college students, the percent- 
ages of drinkers in each group who have been 
drunk over 5 times are: Jewish affiliated 4%, 
Italian Catholics 10%, Irish Catholics 13$, 
Methodist (white) 16%, Baptist (white) 15%, 
and Mormon 21%. The author states, “Mor- 
mons and other ascetic Protestant groups di- 
Vorce the act of drinking entirely from the 
Contexts and symbolism which are primary 
Sources of social control (¢.g., family, church, 
and religious community).” This would seem 
to indicate that in a group like the Mormons, 
where not only drinking alcohol but drinking 
coffee and tea and smoking tobacco are strictly 
forbidden, the individual who drinks at all 
has evidently broken away from his religious 
group. This in itself will stir up emotional 
Problems and the individual therefore is more 
ikely to go on to excessive drinking once he 
Starts drinking, whereas in the Jew, whose 
rinking occurs under religious and family 
Sanctions from a very early age, no such feel- 


n are connected with the act of drinking 
itself, 


BOOK REVIEWS 


The conclusions in this book are interestir 
and seem to be fairly well documented, 
the material is poorly organized. The 
and other supporting data are mixed in 
the examination of the data on the group 
There are no chapter summaries nor are co 
clusions drawn about various sections of 
study. The results of the entire study 
rather poorly summarized in about half 
page at the end of the book, This is too bad 
since it may discourage some readers from 
wading through the entire book, which pre- 
sents quite significant and important material, 


In the Foreword of this posthumously pub 
lished book, Dr. Hans Hoff, present Head of 
the Department of Neurology and 
at the University of Vienna, where Dr, 
once worked in developing his method, 
“Manfred Sakel's introducta e insulin sh 
therapy for schizophrenia in was а т 
stone in the advancement of psychiatry.” Most 
psychiatrists today will agree with this state- 


ment. 


only to be discarded later as inadequate. 
The insulin coma method was unique in ap- — 
proach and rather startling in the favorable 
changes it was able to produce in certain 
selected schizophrenic patients. Following his 
graduation in medicine from the University - 
of Vienna in 1925 Dr. Sakel made his first - 
use of insulin to calm alcoholics and drug | 
addicts at the Lichterfelde Hospital in Berlin. ; 
Later (1933) the opportunity to experiment ] 
with schizophrenics was afforded him by Pro- .—- 
fessor Otto Poetzl of the Vienna Clinic, These .— 
early findings with the procedure were pre- _ 
sented in a lecture at the Academy of Science .— 
in Vienna which was published in Wiener _ 
Klinische Wochenschrift i 1933. This was _ 
published also in English in the American - 
Journal of Psychiatry in 1937 (Vol. 93, р. 829), — 
It is unnecessary here to trace the subsequent ^ 
history of the world wide application of the 
insulin therapy, its various modifications and 
results, or to emphasize, particularly, its stimu- 
lating effect in encouraging many workers to 
experiment with other chemical and physical - 
therapies. The details and the results of these | 
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__ This impressive book is difficult to review. 


book were poorly done, Dr. Samuel 
з оп а woman's preaching 
be appropriate : "Sir, a woman's preach- 

is like a dog's walking on his hind legs. It 
not done well ; but you are surprised to find 
.” Certainly one marvels to find 
book done at all. But since it is done well 
explanation of the method and contents 
is required. 

Dr. Roberts is obviously a dedicated and 
discriminating collector, a collector both of his 
own experience and that of thousands of other 
physicians. The subject of this collection is the 
stuff of medicine : cases,—challenging, compli- 
cated, misdiagnosed, obscure cases which he 
has encountered personally and which he has 
read about. His own experience appears to 
have been wide. His study of the literature 
of internal medicine, particularly of the last 
decade, has been extensive. 

The first part of the book consists of à 
detailed, factual presentation of difficulties in 
recognizing certain diseases. For the most part 
the diseases are grouped in orthodox fashion, 
for example—endocrinopathies, vascular dis- 
eases. In some sections a more imaginative and 
more useful approach is used; the topics are 
not diseases, but ways in which patients may 
present themselves, e.g. jaundice, ascites of 
obscure origin, unexplained fever. An attrac- 
tive atlas of diagnostic signs, mostly cutaneous, 
is a useful feature. In the final part the author 
has summarized a great deal of information 
about many diagnostic tests. The extensive, up- 
to-date bibliographies dealing with the diagno- 
sis of rare clinical entities provide unique and 
valuable guides to the medical literature. 

The psychiatrist will find a number of dis- 
cussions of problems in diagnosing mental ill- 
nesses. Attention is paid both to "functional 
psychiatric disorders as a cause of obscure, 
chronic, somatic symptoms and to “organic 
illness simulating functional disease.” The 
Munchausen syndrome is described. 

Like most text books of medicine the ap- 
proach to diagnosis in this book is chiefly in 
terms of diseases rather than the presenting 
problems of patients. In many cases one n 
to have the correct disease in mind before 
consulting the book. With a few exceptions, 
symptoms are not discussed per se but must be 
tracked down by means of the excellent index. 
One looks in vain for a few personal “difficult 
diagnoses” but this only illustrates the rarity 
of some rare conditions. 

Here is a comprehensive, factual book which 
should prove useful to many physicians. 

W. B. Spautpinc, M.D. 
Toronto, Can- 
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Jacob E. Finesinger died on June 19, 
1959. At the age of 57 his already significant 
Career was still in the process of develop- 
ment. He was one of the first generation 
of American professors of psychiatry who, 
while thoroughly familiar with the aca- 
demic disciplines, are also trained in and 
conversant with psychoanalysis. In his 

ch for truth and unifying principles, 
his approach was eclectic. He was fascinat- 
ed by the light that the great figures in 
Philosophy, the arts and the humanities 
upon the mysteries of human be- 
havior; he was also acutely conscious of 
the importance of scientific method in ar- 
riving at valid and reliable insights. One 
early source of inspiration was his most 
“admired teacher and a man of whom 
he spoke with feeling, H. S. Jennings, the 
" geneticist. His debt to the father of psycho- 
analysis was often acknowledged with the 
Wry comment about a colleague who 
seemed to have missed the point: “We 
can't all be Freud |" This comment reflect- 
ed his characteristic impatience with in- 
tellectual mediocrity. Completely undog- 
Matic, he maintained a questioning attitude, 
avoiding “closure” in discussions with col- 
leagues and students ; a favorite expression 
Was “lets talk about it,” and he loved to do 
just that. The breadth of his understanding, 

constant pursuit of knowledge, his ap- 
Preciation of the importance of investiga- 
tion, and his pleasure in teaching marked 
as a professor in the best sense of the 


tion of artistic and scientific interests was 
Teflected in a series of exhibits of abstract 
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impressionist painting which he arranged. 
The Psychiatric Institute in Baltimore d 
part of a study of the creative process. » 
Dr. Finesinger was educated at The 
Johns Hopkins University where he re- 
ceived his bachelor of arts degree in x 4 
a masters degree in zoology in 1925, and © 
his medical degree in 1929. After an intern: 
ship and residency in neurol at the 
Boston City Hospital, he gradual 
training in psychiatry at the Boston Psycho 
pathic Hospital. The early 1930's saw h 


in Pavlov's Russian lab- — 
oratory. His early stay in Vienna was very 
| to him and he often spoke of 


ic training in Boston. During eriod 
he also began his academic career at the 
Harvard Medical School and the Massachu- 
setts General Hospital where he 
on the faculty, in Stanley 


ing, encompassing physiological as well k 


erans Administration 
widely used л chial 
physicians as well as resident psychiatrists. 

It took much thought and some courage 


the Baltimore of his youth. 
was accomplished, 
to the University of Maryland as Professor 


and Head of the Department of Psychiatry 
in 1950. In late 1952 the doors of the Psy- 
chiatric Institute of the University were 
opened, and he became its first Director. 
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. Here, he began to translate into reality his 
- eoncept of a broad multidisciplinary ap- 
_ proach to the problems of human behavior, 
and he was successful in establishing an 
Institute in which, under one roof, the at- 
to understand mental life was pur- 
| элг Y terms ranging from those of the 
— meurochemist соп with synaptic 
| transmission, to those of the philosopher 
concerned with logic, morality and values. 
At the same time it was necessary to organ- 
_ ize the clinical services, a training program 
— for residents, and teaching for undergradu- 
_ ate medical students. It is perhaps in this 
last area, that of undergraduate teaching, 
- that Jake found his greatest professional 
‘satisfactions in Baltimore. A friend and 
— colleague of long-standing, who observed 
— him teaching the freshman and sophomore 
classes some months after his illness was 
- known, commented on the power of his 
- communication with the students. The per- 
- sonal impact of his intellectual and profes- 
_ sional message was conveyed, he said, 
-. "with all of the pungent, bittersweet flavor 
that was Jake.” Under the Finesinger in- 
fluence the medical curriculum at Maryland 
_ was broadened to grant psychiatry new 
- importance during all four of the under- 
- graduate years. True to form, he also in- 
- itiated a research program investigating the 
teaching and learning process. 
community responsibilities of the 
academic physician in this age are heavy. 
ake devoted much needed time and energy 
- to a host of advisory boards and committees 
ealing with social and psychiatric prob- 
in the Baltimore area. On the national 
1, in addition to membership in many 
essional societies, he served as consult- 
nt in psychiatry to the Veterans Admin- 
istration and to the U. S. Army, and was 
_а member of the Committee on Veterans 
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Medical Problems and that on psy 
the National Research Council. In his work 
with the army he was instrumental in or 
ganizing and directing a series of courses 
in psychotherapeutic medicine for military 
personnel. During the war he did research 
on aircraft pilot selection, served as execu- 
tive for the Port of Boston, as a consultant 
in neuropsychiatry for the U. S. Public 
Health Service, and as a member of the 
Medical Advisory Board of the Selective 
Service System. An honor which gave him 
particular pleasure was his appointment in 
January 1958 as Editor-in-Chief of The 
Journal of Nervous and Mental Diseases. 
One measure of a man is the manner in 
which he meets his final illness. Jake lived 
for thirteen months following an operation 
which revealed the inevitable prognosis. 
During this time and even during the final 
weeks of hospitalization, he revealed a per- 
sonal courage and consistent concern with 
the well-being of those around him which; 
eias his influence as a teacher to the 
ет | 
He is survived by his wife, the former 
Grace Lubin, who has shared his interests, 
and by his children to whom he transmitted 
a respect and an appreciation for the things 
which he, himself, considered important. 
His son, Joe L. Finesinger, is a medical stu- 
dent at Western Reserve and his daughter, 
Ruth, is married to Dr. Sheppard Kellam, 
one of his former students, who is now in 
his final phase of training in psychiatry and | 
engaged in research in neuropharmacology. | 
In addition he leaves two brothers, Dr. 
Abraham L. Finesinger and Dr. Solomon B. - 
Finesinger, and his. sister, Mrs. Irving 
Blank. 
Eugene B. Brody, M.D., 
Baltimore, Md. 


The high levels of stress expected in 
space flight require careful screening of 


ological techniques. Since emotional de- 
mands may be severe, special emphasis 
must be placed on psychiatric evaluation 
of each candidate for a space mission. 

The selection process begins with a de- 
tailed analysis of both the pilot’s duties 
and the conditions under which he will 
carry them out. As long as we have had no 
direct experience with space flight, some 
aspects of this analysis will necessarily be 
speculative. We must thus rely heavily on 
knowledge of behavior during stress situ- 
ations in the past. As a result, data from 
military operations, survival experiences 
and laboratory experiments have guided 
the choice of men for space missions now 
being planned. 

After the requirements of the mission 
and the qualifications of the individual best 
Suited to accomplish it have been decided, 
it is necessary to select measures for de- 
termining who has the most of each de- 
sirable characteristic and the least of each 
undesirable characteristic. This can be 
done by using interviews and projective 
tests to give an intensive picture of each 
individual. Objective tests supplement the 
Personality evaluation and measure intel- 
lectual functions, aptitudes and achieve- 
ments. After examination of the back- 
ground data, interview material and test 
Tesults, clinica] judgment is used to decide 
А ich men are psychologically best quali- 

ed for the assignment. 

_ As first-hand knowledge of space flight 
Mcreases, these procedures must be re- 
examined. When enough data have accum- 
"lated, predictions can be checked against 


Es : 
Su Read at the 115th annual meeting of The Ameri- 
2 Sychiatric Association, Philadelphia, Ра., Apr. 
5-27 1,1959, 
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potential pilots by psychological and physi- - 
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performance criteria. Methods which 

dicted accurately will be retained 

improved. Those with little value will 
discarded. New measures can 

on the basis of increasing Ae Ü 

correlations between psychological | 

ables and the quality of perform 

been determined, the accuracy of 

selection programs should be raised 

A clinical approach of this type was 
in selecting pilots for the first U. S. manned 
satellite experiment—Project Mercury. 
objective was to choose men for a two-y 
training program, followed by a. 
ballistic and orbital flights. Th 
duties will consist largely of read 
ments and recording observations. 
ever, he will retain certain decision-n 
functions, and will be required to ad 
changing conditions as circumstances may 
demand. М 

By combining data оп the nature of thi: 
mission with Аат оп pes du 
ing other str operations, the followi 
venral requirements were established : 

1. Candidates should have a high level 
general intelligence, with abilities to - 
interpret instruments, perceive mathe- 
matical relationships and maintain spa- _ 
tial orientation. 

2. There should be evidence of sufficient 
drive and creativity to insure positive 
contributions to the development of the — 
vehicle and other aspects of the project - 
as a whole. 

3. Relative freedom 
anxiety is desirable. Exaggerated and 
stereotyped defenses should be avoid- _ 


from conflict and — 


' 


ed. = 
4, Candidates should not be over-depend- — 
ent on others for the satisfaction of — 
their needs. At the same time, they 
must be able to accept dependence on 
others when required for the success 
of the mission. They must be able to - 
tolerate either close associations or ex- 
treme isolation. 
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5. The pilot should be able to function 
when out of familiar surroundings and 
when usual patterns of behavior are 
impossible. 

6. Candidates must show evidence of 
ability to respond predictably to fore- 
seeable situations, without losing the 
capacity to adapt flexibly to circum- 
stances which cannot be foreseen. 

7. Motivation should depend primarily on 
interest in the mission rather than on 
exaggerated needs for personal accom- 
plishment. Self-destructive wishes and 
attempts to compensate for identity 
problems or feelings of inadequacy are 


undesirable. 

—— 8. There should be no evidence of impul- 
siveness. The pilot must act when 
action is appropriate, but refrain from 
action when inactivity is appropriate. 

4 He must be able to tolerate stress 
4 situations passively, without requiring 
; motor activity to dissipate anxiety. 

The chances of finding men to meet 
_ these requirements were increased by the 
preselection process. Eligibility for the mis- 
© sion was restricted to test pilots who had 
a repeatedly demonstrated their ability to 
perform functions essential for the Mercury 
project. Records of men in this category 
were reviewed to find those best suited for 
the specific demands of the mission. A 
group of 69 were then invited to volunteer. 
The 55 who accepted were given a series 
of interviews and psychological tests. On 
the basis of these data 32 were chosen for 
the final phase of the selection program. 
"This phase was designed to evaluate each 
candidates medical and psychological 
- Status, as well as to determine his capacity 
- for tolerating stress conditions expected in 
- space flight. 

"The psychological evaluation included 30 
hours of psychiatric interviews, psycholog- 
ical tests and observations of Stress experi- 
_ ments. The information obtained was used 
. to rate candidates on а 10-point scale for 
each of 17 categories. Ratings were made 

on the basis of specific features of be- 
- havior-both as indicated by the past 

history and as observed during the inter- 
- views. Even though the general population 
| Was used as a reference group, the scales 
А аге normative only in an arbitrary sense, 


The 10 levels represent subjective decisions 
on which characteristics are ideal, which 
are average and which are undesirable. 
Although the reliability among raters is 
excellent, validation studies have not yet 
been done. 

The categories аге: 

1. Drive—An estimate of the total quan- 
tity of instinctual energy. 

2. Freedom from conflict and anxiety— 
A clinical evaluation of the number and 
severity of unresolved problem areas 
and of the extent to which they inter- 
fere with the candidate’s functioning. 

3. Effectiveness of defenses—How efficient 
are the ego defenses ? Are they flexible 
and adaptive or rigid and inappropri- 
ate? Will the mission deprive the 
candidate of elements necessary for the 
integrity of his defensive system ? 

4. Free energy—What is the quantity of 
neutral energy ? Are defenses so ex- 
pensive to maintain that nothing is left 
for creative activity ? How large is the 
“conflict-free sphere of the едо?” 

5. Identity-How well has the candidate 
established a concept of himself and his 
relationship to the rest of the world ? 

6. Object relationships—Does he have the 
capacity to form genuine object rela- 
tionships? Can he withdraw object 
cathexes when necessary ? To what ex- 
tent is he involved in his relationships 
with others? 

. Reality testing—Does the subject have 
a relatively undistorted view of his 
environment ? Have his life experiences 
been broad enough to allow a sophis- 
ticated appraisal of the world? Does 
his view of the mission represent fan- 
tasy or reality ? 

8. Dependency—How much must the can- 
didate rely on others ? How well does 
he accept dependency needs ? Is separ- 
ation anxiety likely to interfere with 
his conduct of the mission ? 

9. Adaptability—How well does he adapt 
to changing circumstances? What is 
the range of conditions under which 
he can function ? What are the adjust- 
ments he can make ? Can he compro- 
mise flexibly ? 

10. Freedom from impulsivity-How well 

can the candidate delay gratification of 


- 


] 


his needs ? Has his behavior in the past 

been consistent and predictable ? 

. Need for activity—What is the min- 
imum degree of motor activity re- 
quired? Can he tolerate enforced 
passivity ? 

. Somatization—Can the candidate be 
expected to develop physical symptoms 
while under stress ? How aware is he 
of his own body ? 
Quantity of motivation—How strongly 
does he want to participate in the mis- 
sion ? Are there conflicts between mo- 
tives-whether conscious or uncon- 
scious ? Will his motivation remain at 
a high level? 
Quality of motivation—Is the subject 
motivated by a desire for narcissistic 
gratification ? Does he show evidence 
of self-destructive wishes? Is he at- 
tempting to test adolescent fantasies 
of invulnerability ? 

Frustration tolerance—What will be the 

result of failure to reach established 

goals ? What behavior can be expected 
in the face of annoyances, delays or 
disappointments ? 

Social relationships-How well does 

the subject work with a group ? Does 

he have significant authority problems ? 

Will he contribute to the success of 

missions for which he is not chosen as 

pilot? How well do other candidates 
like him ? 

Overall rating—An estimate of the sub- 

ject’s suitability for the mission. 

is based upon interviews, test results 

and other information considered rele- 

vant, 

It can be seen that categories 1, 2, 4 
ànd 10 are largely economic constructs ; 3, 
5, 6 and 7 are ego functions; while the 
Test are specific characteristics considered 
Important for space flight. The categories 
Tepresent many different levels of abstrac- 
Чоп and are not independent dimensions. 
In the final analysis, they are less a means 
of quantifying data than of organizing their 
‘nterpretation. Not only do they provide a 
method to compare one subject with an- 
Other, but also tend to focus attention on 

* material most closely related to the 
mission requirements. 

An initial evaluation of each man was 
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made by two psychiatrists, through 

ate interviews during the 
screening period. One interview 
voted primarily to a review of the 
and current life adjustment, while 


T 
т 


ens 


other was relatively unstructured. Finally 


ra 


and a combined rating made. 
doubt and disagreement were 
subsequent investigation. 4 
The men accepted for the final se 
ing procedure were seen again 


weeks later, after an intensive eva 


of 


Each candidate was reinterviewed and 

following psychological tests were admin 

istered. [ 
Measures of motivation and pei 


. Sentence Completion Test 


Se eps tor 


. Who Am I ?—The subject is 


. Gordon Personal Profile-An objective 


. Edwards Personal Preference Schedule - 


. Shipley Personal Inventory—Choices - 


. Outer-Inner Preferences—A measure of - 


. Pensacola Z-Scale—A 


. Officer Effectiveness Inventory—A meas- 


tings were compared, information p 


their physical status had been compl 


Rorschach 
Thematic Apperception Test 
Draw-A-Person 


Minnesota Multiphasic Personali 
ventory te 
write 20 answers to the question, “Who 
Am I 2” This is interpreted projectively 
to give information on identity and per- 
ception of social roles. 


personality test yielding scores for. 
“Ascendancy,” “Responsibility, “Emo- 
tional Stability” and “Sociability. » 


—A forced-choice questionnaire measur- 
ing the strengths of Murray’s needs. — — 


are made from 20 pairs of self-deserip- 
tive statements concerning psych 
matic problems. 


interest in and dependence on social | 
oups. М 
Pe test of a 


n 


strength of “authoritarian” attitudes. 


ure of personality characteristics found { 
in successful Air Force Officers. 


. Peer Ratings—Each candidate was 


asked to indicate which of the other | 
members of the group who accom- | 
panied him through the program he - 
liked best, which one he would like to 

accompany him on a two-man mission - 


a gt Š 
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and which one he would assign to the 
mission if he could not go himself. 
_ Measures of intellectual functions and 
special aptitudes : 
J. Wechsler Adult Intelligence Scale 
2. Miller Analogies Test 
3. Raven Progressive Matrices—A test of 
— non-verbal concept formation. 
`4. Doppelt Mathematical Reasoning Test 
Ы — —A test of mathematical aptitudes. 
- 5. Engineering Analogies—A measure of 
A реч achievement and apti- 
tudes. 


6. Mechanical Comprehension—A measure 


— ef mechanical aptitudes and ability to 

— apply mechanical principles. 

7. Air Force Officer Qualification Test— 
The portions used are measures of ver- 
~ bal and quantitative aptitudes. 

8. Aviation Qualification Test (USN)— 
— A measure of academic achievement. 
9. Space Memory Test—A test of memory 

| for location of objects in space. 

10. Spatial Orientation—A measure of spa- 
= tial visualization and orientation. 
11. Gottschaldt Hidden Figures—A measure 
- of ability to locate a specified form im- 
_ bedded in a mass of irrelevant details. 
12. Guilford-Zimmerman Spatial Visualiza- 
- tion Test—A test of ability to visualize 
— movement in space. ` 
-. In addition to the interviews and tests, 
"important information was obtained from 
the reactions of each candidate to a series 
stress experiments simulating conditions 
ed during the mission. Neither the 
gn of these tests nor the physiological 
ables measured will be discussed. Psy- 
ological data were derived from direct 
rvation of behavior, post experimental 
terviews and administration before and 
each run of alternate forms of 6 tests 
perceptual and psychomotor functions. 
se procedures were : 
1. Pressure Suit Test—After dressing in a 
tightly-fitting garment designed to ap- 
ply pressure to the body during high 
= altitude flight, each candidate entered 
_ a chamber from which air was evacu- 
4 2 ое an altitude of 65.000 
__ feet. This produces severe physical dis- 
= comfort and confinement. iiy ад 
ES Isolation-Each man was confined to a 
. dark, soundproof room for 3 hours. 
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While this brief period is not stressful 
for most people, data are obtained on 
the style of adaptation to isolation. This 
procedure aids in identifying subjects 
who cannot tolerate enforced inactivity, 
enclosure in small spaces or absence 
of external stimuli. 

3. Complex Behavior Simulator—The can- 
didate was required to make different 


responses to each of 14 signals which , 


appeared in random order at increasing 
rates of speed. Since the test produces 
a maximum of confusion and frustra- 
tion, it measures ability to organize 
behavior and to maintain emotional 
equilibrium under stress. 

4. Acceleration—The ^ candidates were 
placed on the human centrifuge in vari- 
ous positions and subjected to different 
“g” loads. This procedure leads to anxi- 
ety, disorientation and blackout in sus- 
ceptible subjects. 

5. Noise and vibration—Candidates were 
vibrated at varying frequencies and 
amplitudes and subjected to high en- 
ergy sound. Efficiency is often impaired 
under these conditions. 

6. Heat—Each candidate spent 2 hours in 
a chamber maintained at 130°. Once 
again, this is an uncomfortable experi- 
ence during which efficiency may be 
impaired. 

After all tests were completed, an evalu- 
ation of each man was made by a con- 
ference of those who had gathered the 
psychological data. Final ratings were 
made in each category described previous- 
ly, special aptitudes were considered, and 
a ranking within the group was derived. 
By combining the psychiatric evaluations, 
results of the physical examinations an 
physiological data from the stress test pro- 
cedures, the group was subdivided under 
the headings, "Outstanding" “Recom- 
mended,” and “Not Recommended.” Final- 
ly, 7 men were chosen from the list 
according to the specific needs of the Mer- 
cury project. 


IMPRESSIONS OF CANDIDATES 
FOR SPACE FLIGHT 


Although the results of the selection pro- 
gram cant be assessed for several years, 
impressions derived from psychiatric evalu- 
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ations of these candidates are of interest. In 
answer to the question, “What kind of peo- 
ple volunteer to be fired into orbit?" one 
might expect strong intimations of psycho- 
pathology. The high incidence of emotional 
disorders in volunteers for laboratory ex- 
periments had much to do with the de- 
cision to consider only candidates with 
records of effective performance under diffi- 
cult circumstances in the past. It was hoped 
that avoiding an open call for volunteers 
would reduce the number of unstable can- 
didates. 
In spite of the preselection process, we 
were surprised by the low incidence of 
such disorders in the 55 candidates who 
were interviewed. For the 31 candidates 
who survived the initial screening and 
physical examination, repeat interviews and 
psychological tests confirmed the original 
impressions. There was no evidence for a 
diagnosis of psychosis, clinically significant 
Neurosis or personality disorder in any 
member of this group. 
Certain general comments can be made 
= concerning the 31 men who received the 
complete series of selection procedures. The 
Mean age was 33, with a range from 27 
to 38. All but one were married. Twenty 
were from the Midwest, Far West or 
Southwest. Only two had lived in large 
cities before entering college. Twenty-seven 
Were from intact families. Twenty were 
only or eldest children. (In this connection, 
it is perhaps worth noting that 4 of the 
T men chosen are named "junior".) Pro- 
nounced identifications with one parent 
Were about equally divided between fathers 
and mothers, although mothers with whom 
Such identifications were present were 
Strong, not infrequently masculine figures. 
Impressions from the interviews were 
that these were comfortable, mature, well- 
Integrated individuals. Ratings in all cate- 
Bories of the system used, consistently fell 
in the top third of the scale. Reality testing, 
Adaptability and drive were particularly 
igh. Little evidence was found of unre- 
Solved conflict sufficiently serious to inter- 
€re with functioning. Suggestions of overt 
anxiety were rare. Defenses were effective, 
tending to be obsessive-compulsive, but not 
0 an exaggerated degree. Most were di- 
tect, action-oriented individuals, who spent 


little time introspecting. - 

Although dependency needs were not 
over-strong, most showed the capacity to 
relate effectively to others. Interpersont 
activities were characterized by knowledge 
of techniques for dealing with many kinds” 
of people. They do not become over- 
involved with others, although relationships? 
with their families are warm and stable. 

Because of the possibility that extreme. 
interest in high performance aircraft m 
be related to feelings of inadequacy 
sexual or other areas, particular emphas 
was placed on a review of each candidate's 
adolescence. Little information could Бе 
uncovered to justify the conclusion that - 
unconscious problems of this kind were 
either more or less common than in other. 
occupational groups. { 

A high proportion of these теп appar- 
ently passed through adolescence in = 
fortable fashion. Most made excell 
school and social adjustments. Many h 
been class presidents or showed other evi- - 
dence of leadership. 

Most candidates entered military life 
during World War II. Some demonstrated 
an unusual interest in flying from an early 
age, but most had about the same attitudes 
toward airplanes as other American boys. _ 
Many volunteered for flight training be- -— 
cause it provided career advantages or 
appeared to be an interesting assignment. 

Candidates described their feelings about 
flying in a variety of terms : "something out 
of the ordinary,” “a challenge," “a chance _ 
to get above the hubbub,” “a sense of free- 0 
dom,” “an opportunity to take responsibil- 
ity.” A few look upon flying as a means of 
proving themselves or of building confi- 
dence. Others consider it a “way for good 
men to show what they can do.” 

Although half the candidates volunteered 
for training as test pilots, the others were 
selected because of achievements in other 
assignments. Most view test flying as a 
chance to participate in the development of 
new aircraft. It enables them to combine 
their experience as pilots and engineers. 
Their profession is aviation and they want 
to be in the forefront of its progress. 
Danger is admitted, but de-emphasized— 
most feel nothing will happen to them. But 
this seems to be less a wishful fantasy than 


, 


a conviction that accidents can be avoided 


‘by knowledge and caution. They believe 
_ that risks are minimized by thorough plan- 


Я 


ning and conservatism. Very few fit the 
popular concept of the daredevil test pilot. 
— Although attempts have been made to 
formulate the dynamics underlying the 
pursuit of this unusual occupation, gener- 
alizations are difficult to make. Motives 
_ vary widely. While it is clear that conscious 
reasons may be unrelated to unconscious 
— determinants, the variation in conscious 
attitudes illustrates the impossibility of a 
single explanation for a career which has 
different meanings for different individuals. 
One man, for example, stated that he enjoys 
flight testing because it allows him to do 
- things which are new and different. He en- 
joys flying the newest aircraft available— 
'ehicles that most pilots will not see for 
eral years. Another is an aeronautical 
ngineer who is primarily interested in air- 
aft design. He looks upon a flight test 
nuch as the researcher views a laboratory 
xperiment. 
Reasons for volunteering for Project 
ercury show a mixture of professionalism 
ind love of adventure. Candidates are uni- 
mly eager to be part of an undertaking 
_ of vast importance. On one hand, space 
flight is viewed as the next logical step in 
_ the progress of aviation. On the other, it 
represents a challenge. One man expressed 
he sentiments of the group by saying, 
There aren't many new frontiers. This is 
chance to be in on one of them." Other 
pressions included ; “a new dimension of 
flight,” “a further stage in the flight en- 
velope of the manned vehicle,” “a chance 
get your teeth into something big,” “the 
quel to the aviation age,” a “contribution 
human knowledge,” “an opportunity for 
con lishment,” “the program of the fu- 
e, ап interesting, exciting field” “a 
ance to be on the ground floor of the 
gest thing man has ever done.” 
At the same time, most candidates were 
ctical. They recognized that this project 
=: careers. To some it is a 
nce to e an interesting assignment. 
‘ost recognize the trend bis bae rA 
tional manned aircraft and look upon 
Mercury project as a means for getting 
the midst of future developments. One 
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said, “were the last of the horse cavalry. 
There arent going to be many more new 
fighters. This is the next big step in avi- 
ation. I want to be part of it.” Most are 
aware of the potential personal publicity 
and feel this would be pleasant—but “not 
an important reason for volunteering.” 

Although all candidates are eager to 
make the flight, it is not their only concern. 
Most want to participate in development 
of the vehicle and have an opportunity to 
advance their technical training. The or- 
bital ride is partly looked upon as a chance 
to test an item of hardware they have 
helped develop. Risks are appreciated, but 
accepted. Most insist they will go only 
when the odds favor their return. No one 
is going up to die. They are attracted by 
the constructive rather than the destructive 
aspects of the mission. 

Psychological tests of these 31 men in- 
dicate a high level of intellectual function- 
ing. For example, the mean full-scale 
W.A.LS. scores for the 7 who have been 
selected range from 130 to 141, with a 
mean of 135. The pattern is balanced, with 
consistently high scores on both verbal and 
performance subtests. 

Projective measures suggest the same 
healthy adaptations seen in the interviews. 
Responses to the Rorschach, for example, 
were well organized. Although not overly 
rigid, they did not suggest much imagina- 
tion and creativity. Aggressive impulses 
tended to be expressed in action rather 
than fantasy. 

Behavior during the isolation and com- 
plex behavior simulator tests (which might 
be considered input-underload and input- 
overload situations) showed evidence of 
great adaptability. No candidate termi- 
nated isolation prematurely and none 
viewed it as a difficult experience. As might 
be expected for this brief exposure, no per- 
ceptual changes were reported. Fifteen 
subjects “programmed” their thinking in 
isolation. In 5 of these men, the attempt 
to organize thoughts was considered evi- 
dence of an overly strong need for struc- 
turing. Sixteen permitted random thought, 
relaxed and enjoyed the experience. Most 
slept at least part of the time. 

When placed under opposite conditions, 
with too much to do instead of too little, 


the candidates were usually able to keep 
from falling hopelessly behind the machine. 
Only a few were troubled by the im- 
possibility of making all responses prompt- 
ly. The majority became content to do as 
well as possible, showing a gradually in- 
creasing level of skin resistance, even 
though working at a frantic pace. 

Reactions to physiological stressors cor- 
related positively with the psychiatric 
evaluations. Candidates who had been 
ranked highest on psychological variables 
tended to do best in acceleration, noise and 
vibration, heat, and pressure chamber runs. 
Their stress tolerance levels were among 
the highest of the hundreds of men sub- 
jected to these procedures in the past. 
Uncomplaining acceptance of the discom- 
forts and inconveniences of this phase of 
the program appeared to reflect not only 
their strong motivation, but also their gen- 
eral maturity and capacity to withstand 
frustration. 

In summary, it is suggested that the most 
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reasonable approach to selecting " 
doing something no one has done 
to choose those who have been suc 
in demanding missions in the past. To ‹ 
crease the probability of error, a bro 
sample of behavior must be obs 
Every effort should be made to make 
observations as relevant to the expect 
mands of the mission as possible. . 
By selecting only those candidates 
were able to adapt to whatever cond 
confronted them, we hope we have fou 
those who are best qualified for. 
flight. Our confidence is further str 
ened by the attitudes of the men who 
chosen. Most reflected the opinion o 
candidate who, when asked why he 
volunteered, explained: "In the fir 
years since the Wright Brothers, we le: 
to fly faster than sound and higher 
50,000 feet. In another 5 years we do 
that. Now we're ready to go out 100 
How could anyone turn down a ch 
be part of something like this ?” 


he rapidity with which new medications 
for the treatment of the mental ill are 
g made available requires some system 
ng these compounds which will 
t of an early conclusion as to their 
inical effectiveness and toxicity. Ideally, 
h a screening procedure would be suf- 
atly standardized to allow of a clinical 
parison of the effectiveness of com- 
thought to have similar actions. 
is a report of such a screening method 
| the result of its use in evaluating 5 
different phenothiazine derivatives.* 
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METHOD 


"To compare the relative effectiveness of 
liferent compounds, it is necessary to 

ndardize the patient group, methods of 
ating behavioral change, and the 
routine to be followed in administering 
the several drugs. To accomplish these 
ends, the following was carried out : 
'ertinent data on 2,200 patients were 
abulated on key-sort cards. This allows of 
a rapid selection of similar groups of pa- 
nts in accord with the desired criteria. 
the studies reported here, these criteria 
isted of duration of hospitalization, 
e, willingness to take oral medication, 
ind diagnosis. 

The patient group was composed of 
chronic patients hospitalized a minimum of 
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A GRAPHIC COMPARISON OF FIVE PHENOTHIAZINES 


JACKSON A. SMITH, M.D. DOROTHY CHRISTIAN, R.N., 
ELAINE MANSFIELD, R.N.,* anp ALFREDO FIGAREDO, М.р? 


one year. Diagnostically, all of those in- 
cluded were schizophrenic reactions with 
the exception of 3 who were classified as 
manic-depressive reactions. 

The forms for recording behavioral 
change were standardized and included a 
modified mental status, an observation 
checklist, an activity chart, and progress 
notes described previously. The data re- 
corded on these charts were in the form of 
observation or a verbatim recording of the 
patients’ statements and not based on the 
judgment or opinion of the recorder. In 
each drug study the same psychiatric nurse 
made all the observations. 

The routine followed in administering 
the products being evaluated was the same 
as that pursued in the ordinary medical 
treatment of the patient on the ward. No 
change in the personnel responsible for the 
patients’ care was made and the patients 
remained on the wards where they had 
been previously housed. 

Since the same or similar patients were 
treated with more than one compound an 
the criteria for determining behavioral 
change were standardized, the improve- 
ment and side effects noted are graphed. 

The following descriptions are included for 
each compound : 1. The name of the prepara- 
tion being tested. 9. The patient group. 3. 
Dosage. The dosage shown for each drug 
was increased uniformly at the indicated in- 
tervals, with these exceptions : (a) When side 
effects developed, the dosage was not in- 
creased, and if the side effects persisted the 
dose was reduced to the previous level or the 
drug was discontinued depending on the nature 
and severity of the side effect ; and (b) If half 
of the patients developed side effects, no 
further increase in dosage was attempted. 


SuMMARY 


Five phenothiazine derivatives have been 
studied using similar groups of patients 
and similar methods of evaluating and re- 
cording behavioral change. All of the pa- 
tients included in these reports had been 
hospitalized longer than one year and had 
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FACTORS INDICATING IMPROVEMENT 


Improvement, minimal (4-1) : Improvement, marked (4-2): 
Indication of a consistent though slight Definite and consistent increase in- 
se іп 2 ог more of the following : criteria listed for minimal improvement, - 
Participating in activities sulting in any or all of the following : 
lization 
in personal appearance Marked improvement in behavior an d 
riate affect and speech pearance. 
E ntion span, alertness 
'eeling better" (patient's statement) Delusions or hallucinations din 
idliness of less concern to the patient. 
eration 
mpt to communicate Spontaneous answers during interview | 
se i increased interest in surroundings. 


itinence 
Hostility 


FACTORS INDICATING SIDE EFFECTS 


openia 6. Increased agitation with depression | 
ial edema, skin rash somatic complaints f 
, loss of associated movements, 7. Marked hypotension, syncope 


cular rigidity y 
ooling, mask-like facies or dysphagia 9. Marked pallor 9 
ease іп motor activity sufficient to 
Here with participation in routine ac- 


RESULTS 
5 ti luated 
4918: e 15 [2-ioromatiy репова) propyl-l-piperazi 
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Side Effects: 
Improvement: 


SQ 4918 


Length of Hospitalization 
2 Average: 15.2 5 years or over 
4 4 years 
3 years 
2 years 
1 year 


NUMBER OF PATIENTS 
Improved, minimal ; 

Improved, marked : 

Side Effects : 


6 Schizophrenics, 12 male, 14 female 
Range : 25-58 20-29 


Side Effects: 
Improvement: 


(Week) 


= 97 Patients, 13 male, 14 female Length of Hospitali 
i 20.29 1 5 years or over 
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Side Effects ----- 
Improvement ———— 
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: 154 Byears or over 
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Side Effects: ------ 
Improvement: - 


(Week) 


ADAZINE 


E Schizophrenics, 12 male, 15 female Length of Hospitalization 
e Range: 31-67 29 0 Average: 18.6 5years or over 


NUMBER OF PATIENTS 
Improved, minimal : 
Im marked : 
Side Effects : 


Average ; 
Dosage : 


ER 
T" 


[November - 


Side Effects 
Improvement 


(Week) 


TRILAFON 


27 Patients, 11 male, 16 female Length of Hospitalization 
Age Range: 36-62 20-29 0 Average: 16.8 d years or over 
1 4 years 
3 years 
2 years 
1 year 
Diagnosis: Schizophrenics 
Manic-depressive, manic - 
Manic-depressive psychosis 
*hospitalized 26 years 


NUMBER OF PATIENTS 
Improved, marked : 


Side Efecte: 
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been refractory to previous treatment 
efforts. 

The results indicate that this group of 
chronic patients, all but 3 of whom were 
schizophrenic, were no more responsive 
to these compounds than to treatment pro- 
cedures earlier tried. The graphing of the 
data simplifies the comparison of com- 
pounds evaluated under similar conditions. 

Improvement occurred so infrequently in 
these screening procedures that a controlled 
or “double-blind” study did not appear 
necessary. 
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SUICIDE IN ADOLESCENTS ' 


BENJAMIN Н. BALSER, М.Р.,2 лхо JAMES F. MASTERSON, JR., M.D.* 


The problem of suicide in adolescents 
has received little study. With the excep- 
tion of Mason's report in 1954(10), on 
four cases of suicidal attempt in adoles- 
cents, no reports were found. There are a 
few reports on child suicide, but by far the 

— great majority of studies have been done 

- on adults. As a background for a general 

- study of suicide in adolescents, pertinent 
points in the literature on both child and 
adult suicide will be presented. 


| REVIEW OF LITERATURE 
> Adult 
-  Psychoanalytic—Suicide has been cus- 
— tomarily associated with the affective dis- 
© orders, and the dynamics as indicated by 
| Freud(4) and Abraham(5) in depression, 
| that is, dependent ambivalence, guilt, oral 
incorporation, turning of the hostility 
against the self. However, Zilboorg stressed 
_ the point that no clinical entity is immune 
to suicidal drive(21), and that it is not 
| possible to demonstrate the dynamics of 
- depression as the only determining factor. 
He suggests the possibility that there is 
more predisposition to suicide where there 
Lis a history of death of a person close to 
- the child during the phallic or pubertal 
period, especially if these events occur with 
a background of strong, constant stimula- 
- tion of the child's attachment to one of the 
parents. He also suggests that suicide at 
- puberty is a primitive, impulsive result of 
frustrated genital wishes rather than oral 
"aggressive or spite wishes. Menninger de- 
scribes the 3 elements to the suicidal drive 
(1), that is, the desire to kill, be killed, 
and to die. He also mentions the concept of 


partial suicide. 


1 Read at the 115th annual meeting of The Ameri- 
can ee Association, Philadelphia, Pa., Apr. 21. 
к. 2 From the Department of Psychiatry, College of 
л апі Surgeons, Columbia University, and 

gue: Hospital, New York, N. Y. 
E ооа Psychiatry, Cornell Uni- 
) ica ege the New York Hospi 
(Payne Whitney Psychiatric Clinic), ibo c 


Clinical.Studies have been done on both 
completed suicide and suicidal attempts. 
Jamieson in a study of 100 hospital cases 
of completed suicides found that 65$ had 
been diagnosed as affective disorders and 
15$ schizophrenic and paranoid disorders 
(6). This would support the conclusion 
that in these adults who are emotionally 
disturbed and commit suicide the affective 
disorders play a predominant part. Sixty- 
seven percent of the patients had one or 
more previous suicidal attempts and 61$ 
had a history of psychosis or suicide in the 
family. Several studies on suicidal attempts 
support the importance of the loss of a 
parent early in life. Palmer(12) and Reit- 
man(13) each studied 25 cases of suicidal 
attempts and found that 682 had lost one 
or both parents before 14. Stengel(17) in 
1942, in a follow-up study of 138 patients 
with suicidal attempts found only one 
death by suicide and concluded that suicide 
and suicidal attempts are separate groups, 
but that they overlap. 

Weiss reports that suicide is more com- 
mon in older age groups(19), single, di- 
vorced or widowed males, while suicidal 
attempts are more common in younger 
age groups, and in married women. In 
reviewing the statistics on suicide versus 
suicidal attempt, he concluded that many 
suicidal attempts are like Russian roulette 
with the lethal probability varying from 
certain survival to certain death, with an 
external force compelled to make the de- 
cision, Rubinstein, et al(14), in 1958, re- 
ported a study of 44 suicidal attempts seen 
in emergency, from the point of view o 
motivation, interpersonal communicative 
functions, and social effects. They conclud- 
ed that in 36 of the cases, the patient was 
involved in struggles with persons impor- 
tant to him and that the suicidal attempt 
was self preservative, directed at mobiliz- 
ing support and effective changes; that а 
continuum exists between this motivation 
and the directing of aggressive and destruc- 
tive impulses toward the self and others. 
The 8 patients without desired social effects 


Suicide in children is rare, usually im- 
Pulsive, and not particularly associated 
with depression and suicidal preoccupation. 
In statistical studies, no deaths are reported 
"in children under 5, and the number of 
deaths in the United States in the 5-14 age 
Group between 1930-1945 ranged between 
39-59 per year(21). It would be very in- 
teresting to know how many of these 
‘deaths occurred between 12 and 14. The 
boy-girl ratio is 6:1. Despert reviewed 
400 consecutive cases (ages 2-16) for de- 
pressive mood and/or suicidal preoccupa- 
tion or suicidal attempt(3). She found 26, 
of whom only 5 had manifested intense 
Suicidal preoccupations and gone through 
aborted suicidal attempts. The remaining 
21 showed depressive mood without suicid- 
al preoccupation or intent. She mentions 
that since child suicides are impulsive, 
they usually escape the attention of the 
psychiatrist. She concludes that depression 
and suicide are rare in children and do not 
ve the close association assumed to exist 
in adults. 
Schecter(15) gives a theoretical basis 
to Desperts(3) findings by stating that 
since the child is so dependent on the love 
Object for gratification, and since the proc- 
ess of identification is not complete, the 
turning of hostility against the self is too 
frightening, thus, children rarely commit 
Suicide, but express self-destructive feelings 
in other ways, ie. suicidal equivalents, 
sion, accidental injuries, antisocial 
| Keeler in a study of 11 children's reac- 
tions to the death of a parent was able to 
demonstrate several findings(7). Depres- 
Sion, present in all 11, was highly corre- 
ted with presence of strong feelings 
toward the parent. Fantasies of reunion 
With the dead parent were present in 8, 
and identification with the dead parent 
1 7. Suicidal preoccupation and attempts 
6 seemed to represent identification with 
deceased parent, a wish to be reunited, 
An attempt to escape an unbearable situa- 
tion, and expression of aggression toward 
themselyes, 


Schilder and Wechsler observed that the 
child thinks about death as a kind of 
deprivation which is unbearable but seldom | 
permanent(16). The child expects th 
destroyed object to return. Bender and 
Schilder concluded in another study(1), — 
the child reacts to an unbearable situation. 

with an attempt to escape. Mostly these 
unbearable situations consist of the depri- 
vation of love which provokes aggressive- - 
ness against those who deny love. Under 
the influence of guilt these tendencies are - 
turned against the self. The suicidal at- | 
tempt constitutes a punishment against the 
environment, and an attempt to get a 
greater amount of love. $ 


SUICIDE IN ADOLESCENTS 


Mason reported 4 adolescent dia 
who used their illness as a ism for 
suicidal attempts(10) ; discussed the con- - 
cept of partial suicide and questioned the 
relationship of incestuous preoccupations” 
to suicide in adolescents. Bakwin(1) re- 
ports that suicide is the 5th cause of death 


Piker(9). 
It has not been previously stressed that 
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1951 1952 
51 39 
270 295 
670 586 
14,918 14,647 
15,909 15,567 


suicidal attempts in adolescents represent 
h a large percentage of the total at- 
apts, namely, 12%. There is a marked 
crease in attempts in the 15-19 group over 
10-14 group. This increase is many 
5 greater than that which occurs in 
mpleted suicides. The increase occurs 
tly in females who represent over 90% 
the total The female-male ratio was 
1, the highest for any age group. The 
of the female attempts was third 
ghest, ranking only behind 20-24 and 
29, while the male total was the lowest 
any age group until the age of 65. 
It would seem that the study of com- 
ed suicide alone gives a misleading 
e of the total problem and that sui- 
attempts, particularly in adolescent 
ales are much more prevalent than they 
e thought to be. 

he material reviewed raises many ques- 
s. What causes the female ratio for 
idal attempts to be so much higher 


uns children(3). 
between suicide 
rages disorder in adolescents ? 


FEL Fic. 
NUMBER or COMPLETED SUICIDES PER YEAR BY AGE Group іх Омітер States (22) 


Year 
1953 1954 1955 
58 37 37 
298 261 285 
611 604 569 
14,980 15,654 15,864 
15,947 16,556 16,755 


Fic. 2 


NUMBER or SUICIDAL Attempts BY Асе GROUP 


Landrum(8) Piker(9) 
5 (male= 1 female= 4) 15 (male — 4 female — 11) 
122 (male— 11 female = 111) 223 (male — 24 female — 199) 
239 409 
634 1,170 
1,000 1,817 


Mason raised the question of the relation- 
ship of incestuous preoccupations to suicide 
(10). Could it be more present or more 
frustrated in females than in males? Zil- 
boorg, Reitman, Palmer, Keller raise the 
question of the effect of death of a parent 
during childhood on later suicidal drive. 
Stengel, Weiss, Rubinstein postulate that 
successful suicide and suicidal attempts 
represent two different groups. 


MATERIAL STUDIED 


The goal of the present study was to 
investigate the total problem of the suicidal 
drive in adolescents. For this purpose 100 
patients from the Payne Whitney Clinic 
Outpatient Department, 100 patients from 
private practice, and about 300 adolescent 
patients hospitalized at Payne Whitney 
Clinics were reviewed. The age range was 
13-19 inclusive. Suicidal attempts were 
made by 3 in the private practice group, 
by 2 in the outpatient group and by 32 in 
the inpatient group, for a total of 37, of 
which 23 were diagnosed as schizophrenic ; 
4 of the 5 outpatients and 19/32 inpatients. 
This was such a striking finding that it 
was decided to concentrate this report ОП 
the relationship between schizophrenia 
and suicidal attempt in adolescents. 

The psychopathology of the schizophren- 
ic patients was primarily of the catatonic 
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and paranoid types. There was a clear 


delineation into acute and chronic types, 


and examples of both are given below : 


Acute Schizophrenic Reaction.—H. H., a fe- 
male, 18 years old, was admitted to the 
hospital 2 weeks after attempting suicide by 
jumping from a train. She was traveling home 
from college with a nurse because of depres- 
sion and inability to concentrate and do work, 
despite adequate intelligence. 

Diagnosis was schizophrenia, catatonic type. 
Patient was delusional, had auditory halluci- 
nations, and spoke with inappropriate affect. 
She was preoccupied, mute, with muscular 
rigidity. She would not eat and was fed by 
tube for 8 weeks in the hospital. She was 
physically unkempt and had occasional urinary 
incontinence. 

A month after hospitalization, patient was 
given subcoma insulin treatment. She still 
remained mute but became less resistant to 
treatment, although she made several attempts 
to escape through windows. Muscular rigidity, 
negativism, and feeding difficulties continued. 
Patient finally was transferred for chronic 
hospitalization. 


Patient was a delicate child and a constant - 


feeding problem, with many colds and allergic 
complaints. She studied unusually hard to 
achieve her good marks, competing with a 
most successful older brother and father. Pa- 
tient was sensitive, stubborn, with body over- 
concern, There was a history of occasional de- 
pressed and tense periods with insomnia. 
Menses started at 13, were normal until onset 
of present illness, then stopped. Patient en- 
tered the college of her choice, but disliked 
er roommate and couldn't concentrate. She 
was referred to a psychiatrist who recommend- 
ed that she be sent home. 

Her father was a physician, domineering, 
and over-solicitous, who handled all the pa- 
Чеп physical problems, although he was 
strongly unsympathetic toward her mental ill- 
ness, Patient felt this as rejection and showed 
Passive resistance and some negativism toward 

Mother was a diabetic, shallow and 
unintelligent, who always preferred the brother 
to the patient, 

Chronic Schizophrenic Reaction.—T. S. 
male, 17 years old, was admitted to hospital 
vowing a suicide attempt by ingestion of 110 

ing tablets. Diagnosis was schizophrenic 
jection. Patient discussed this suicide attempt 
П а very flattened, unemotional way, was 
Кобей, suspicious, delusional, and objected 
group living. He felt he must die and 
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everyone else must die too. He had v E. 
3 suicide notes in the previous year. t 
Patient was first seen at 13 in p 
psychiatric practice as an ambulatory pa 
He was nervous, depressed, and had 
suicidal threats. He complained of insomn 
and poor appetite. Despite a high I.Q. he 
having academic difficulty and his school 
justment was bad, with no close friends. ^s 
His parents were divorced when patient was 
9 and both remarried; his mother having 2 
more children with her second husband. 
tient respected his father with whom he li 
after the divorce, but hated his very 
stepmother. His brother and sister were me 
tally ill. Paternal grandmother was hospiti 
ized for depression and mental illness. 
maternal uncle was alcoholic and suici 
Patient was very fond of his mother 
whom he could communicate and secure 
tion. He preferred living with her. 
was very jealous of his two siblings, 
older brother, a schizophrenic with a 
history of hospitalization, and a younger 
Patient was enuretic until 9, a thumbsucke 
who had night terrors. He was thin and a po 
eater as a child. He stated that after the di- 
vorce he felt like a football being kicked 
tween his father's home in one city, and hi 
mothers home in another. There was on yi 
brief mention of two girl friends in patient's 
life by his parents, and patient did not seem 
unduly upset by any incident concerning 
them ; yet one of his suicide notes was to his | 
latest girl. He was found accidentally after he 
had taken the massive dose of sleeping pills. — 


DISCUSSION A 
In clinical evaluation of suicidal poten- _ 
tial the role of depression has always been ' 
considered to be paramount. A few studies — 
in children indicate that this is not true | 
with children, and our study would sug- ' 
gest that it is not true with adolescents. - 
One might say that since the majority of 
our patients were from a hospital popula- - 
tion one would expect the schizophrenics | 
to predominate. Though this is true, 4 о 
the 5 outpatients were also diagnosed as 
schizophrenic. Clearly, more work is 
needed to establish whether or not these _ 
suggestive findings can be corroborated. 
However, the predominance of schizo- - 
phrenic psychopathology in adolescent pa- — 
tients attempting suicide warrants empha- - 
sis and investigation. Psychiatrists and : 
other physicians, as well as school masters | 
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and teachers, customarily look for depres- 
- sive features as the primary type of pathol- 
_ ogy about which they might worry in terms 
of suicidal ideas or attempts. It would seem 
f that it is the schizophrenic adolescent who 
warrants more attention. In our group of 
| patients we noted that the clinical paranoid 
Land catatonic types were the characteristic 
— ones that showed such tendencies. In only 
"one female were there any hebephrenic 
features and none of the patients was of 
the simple schizophrenic reaction type. 
Specific pathology included dissociation, 
hallucinations, delusional ideas, with- 
drawal, suspiciousness, and lack of com- 
municability. In many of the patients there 
‘were also depressive trends, but these 
were not necessarily present or when pres- 
ent, obvious. Whether or not there was at- 
tempt at communication with other indi- 
viduals such as parents or extra-familial 
loved objects could not be specifically as- 
_ certained in each situation. Certainly it 
_ was present in some instances. 
The picture of the adolescent patient 
- who will attempt suicide may be recon- 
structed in approximately the following 
- way: He or she is an individual who is 
_ delusional in varying degrees, withdrawn, 
spending a considerable amount of time in 
fantasy activity, with little if any somatic 
complaints, but constructing a picture of 
_ supposed wrongs done to him by associates, 
- parents, or siblings. This individual may 
show very little by way of overt anxiety 
and might or might not have complaints 
of feelings of depression. Sleep and appe- 
tite may be totally undisturbed. This pic- 
ture contrasts quite sharply with the de- 
‘pressive reaction inarily seen in the 
adult who makes a suicidal attempt. 


CONCLUSIONS 


" 1. The prevalence of suici ! 
in adolescents has been дө 
ресу of completed suicides in that 


2. In adults the relationship betw 
affective disorders and suicide ke In 


. 
E 


tablished. In adolescents it would seem 
this relationship exists between sel 
phrenic reaction and suicidal attempt 


rather than affective disorder and suicidal 
attempts. ‘ 
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THE CONCEPT OF PSYCHIC DETERMINISM 


RONALD W. ANGEL, М.р.! 


Psychic determinism is generally con- 
sidered to be a basic tenet of psychoanaly- 
sis. Thus, according to Ferenczi(3), “Psy- 
choanalysis . . . stands upon the firm 
foundation of the strict determination of 
psychic happenings.” What is the meaning 
of psychic determinism? Is it a scientific 
principle, or merely a useful catch-word ? 
The purpose of this paper is to define and 
evaluate this important concept. 

Although the concept is often treated as 
self-explanatory, some authors take pains 
to clarify its meaning. Hence one may 
formulate definitions based upon actual 
usage. In order to do so, this paper will 
present a number of excerpts from the 
literature of psychoanalysis and the phi- 
losophy of science. 


PSYCHIC DETERMINISM 
AS A FORM OF CAUSALITY 


According to one usage, psychic deter- 
minism may be defined as the proposition 
that all psychic events are causally deter- 
mined. The notion of causality is repre- 
sented as a fundamental axiom or postulate 
of science, with the implication that those 
who doubt it cannot possibly share in the 
Scientific outlook on the world, This view 
of determinism is expressed in the following 
passage from Freud. Here he is discussing 

е person who does not understand the 
heed to explain trivial errors and slips of 
Speech : 


What does the man mean by this? Does he 
Mean to maintain that there are апу occur- 
tences so small that they fail to come within 
the causal sequence of things, that they might 
Well be other than they are? Anyone thus 
reaking away from the determination of 
natural phenomena, at any single point, has 
х own over the whole scientific outlook on 
he world (Weltanschauung) (5). 


This passage leaves little doubt that 
Freud looked upon psychic determinism as 
à logical consequence of the causality 
Principle, which he considered as indis- 
Pensable. His viewpoint is stated even more 
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forcibly in the following quotation fre 
Schilder : 
Freud believed in the absolute determinism | 
psychic experiences and was not inclined ti 
believe that there is any freedom in the streat 
of consciousness. . . . He believed in the causi 
connection of psychic processes. . . . The рз) 
chic experience A may be the cause of th 
experience B. Psychoanalysis believes tha 
whenever there is an inner, psychic connectic 
between two experiences, there is also a causa 
connection. . . . There is no difference betweer 
so-called psychic causality and physical cau: 
ality (11). ү 
А арт hie АШ 
uivocally that ers de 
нй а to be an application of th 
causality principle : E 
We have long been familiar with the though! 
that thao io ко change i dio phe orld, 
no event without sufficient cause ; on the basis” 
of psychoanalytic ience we have to sup- 
pose just as strict determination of every 
mental activity, however arbitrary it may ај 
pear(4). x 
In this passage, Ferenczi justifies deter- 
minism “on the basis of psychoanalytic 
experience,” as an empirical finding. Freud, _ 
on the other hand, looked upon determinism | 
as valid independently of experience апд 
observation, a necessary part of the scien- - 
tific outlook. This difference of opinion will — 
be discussed later in the paper. 
The principle of causality has a long and ~ 
respectable history which may be traced as 
far back as ancient Greece. For centuries - 
it was considered as a fundamental axiom 
of science, but recently it has fallen into ` 
disrepute(10). In the advanced physical. 
sciences, statements about “cause and ef- 
fect” are no longer found. They have been - 
replaced by equations in which there is - 
nothing that could be called “cause” and . 
nothing that could be called “effect.” In — 
everyday parlance one still says that gravity 
causes the stone to fall, but such crude | 
formulations have no place in advanced _ 
physical theory. It is not within the scope - 
of this paper to evaluate the causality 1 
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principle and its role in modern science. It 
1 suffice to mention the opinion of Rus- 


law of causality, I believe, like much that 
es muster among philosophers, is a relic 
bygone age, surviving, like the monarchy, 
because it is erroneously supposed to do 
no harm(10). 


Psychoanalysts are, of course, aware that 
physical science has changed radically 
e the time of Freud. Some have been 
concerned about the fact that causality is 
) longer recognized as an axiom in physics. 
dilemma has been discussed by Rado : 


‘of a 


c all our scientific reasoning has become 
intimately intertwined with the idea of 
det that a science lacking this con- 
cept is altogether unthinkable. Yet there exists 
rge number of facts which prove with 
table certainty that this conviction is 
founded and that scientific research can 
anquilly proceed, albeit the bed-rock of 
usality has been forsaken(8). 


psychic determinism is the “firm 
dation” of psychoanalysis, and if this 
ed-rock” has been forsaken, then what 
the fate of psychoanalysis? Must the 

ysts revise their basic assumptions in 
der to conform to changes in physics and 
1e philosophy of science ? Schilder would 
nswer in the affirmative : 


termini: 


We do not have the right to retain a concept 
"Which corresponds to principles of physics 
which are no longer valid and to still model 
our psychological theories according to these 
concepts (11). 


_ Others would feel that there is no reason 
why the concepts of psychology must be 
stricted to those of physics. Thus Rado 
advocates that psychoanalysis should cling 
to the deterministic point of view : 
Psychoanalysis has but recently begun to ex- 
t the immeasurable advantages that the 
eterministic viewpoint affords it and it will 
have to work hard to exhaust the possibilities 
of that principle. . . . We cannot see when and 
what point in our work the statistical view, 
one as yet unknown, will oust determinism 
fi the domain of psychoanalysis, But I 
should not be surprised were psychoanalysis 
0 succeed in attaining a complete understand- 
ing of our mental life with its deterministic 
er of viewing things(8). 
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Rickman is another of the psychoanalysts 
who have recognized that causality is no 
longer an axiom but merely a dogma. Like 
Rado, however, he advocates that the an- 
alysts should retain it as a heuristic princi- 
ple(9). In support of this opinion, one 
should observe that the notion of cause 
and effect is still widely employed in medi- 
cine. Standard textbooks continue to dis- 
cuss the “etiology” of diseases, and re- 
searchers are still looking for the "causes" 
of various ailments. 

The analysts are, of course, in the best 
position to know which concepts are most 
useful in their own research. If they are 
not prepared to abandon psychic deter- 
minism, then it would seem desirable to 
redefine that concept in terms that do not 
involve a rejected principle of physics. It 
is, in fact, possible to frame an acceptable 
definition without reference to causality. 


DETERMINISM AND THE FUNCTION CONCEPT 


In advanced sciences, causal explanations 
have been replaced by formulas involving 
the concept of a function. As a matter of 
theoretical interest, it would seem worth- 
while to redefine psychic determinism by 
means of the newer concept, if only to 
demonstrate that psychoanalysis need not 
depend upon the causality principle. To a 
person encountering the new definition for 
the first time, it would no doubt seem 
artificial and too general to be of any great 
use. In this connection Russell has made 
the comment : 


No doubt the reason why the old "law of 
causality” has so long continued to pervade 
the books of philosophers is simply that the 
idea of a function is unfamiliar to most of 
them, and they therefore seek an unduly 
simplified statement (10). 


A function of a variable x is defined as 
a second variable y so related to x that 
whenever a value is assigned to x, а Col 
responding value of y is uniquely deter: 
mined(12). This relationship is express 
in the familiar notation : 

y=f(x). f 
The correspondence between values of X 
and y need not be made by means of what 
is usually called a mathematical expression, 
but may be determined in any way what- 
ever, provided that whenever a value !5 


. assigned to x a corresponding value of y is 
uniquely determined(7 ). 

Using the concept of a function, Russell 
has defined a deterministic system as fol- 
lows(10) : 


A system is said to be "deterministic" when, 
given certain data е, e», . . . , е, at times 
ty, Б... ty respectively, concerning this 
system, if E, is the state of the system at any 
time t, there is a functional relation of the 
form 


Е, (е, ty, 65; 15; - « 1s ё 6 0): 


Let E, be the state of the psyche at any 
time t, and let ei, es... , €n be data con- 
cerning the psyche at times ti, t2, ..., tn 
respectively. Then psychic determinism 
may be defined as the proposition that 
every psyche is a deterministic system, as 
that term is used by Russell. 

The generality of this definition depends 
upon the freedom that it leaves in the 
choice of the functional correspondence. 
The task of psychology would be to dis- 
cover the nature of this correspondence, the 
functional relation or "law" by which E, 
is determined. 

This definition of psychic determinism is 
More general than anything proposed by 
the analysts. It is, in fact, so general that it 
almost forces us to take a deterministic 
‘Point of view. As Russell has pointed- out, 
if formulas of unlimited complexity are 
allowed, then any system, whose state at 
4 given moment is a function of certain 
Measurable quantities, must be a deter- 
Ministic system, must be subject to laws. 
A definition in such broad terms does not 
agree very well with the usual conception 
of determinism. It implies merely that the 
Psyche conforms to laws, which may or 
Шау not be too complex for us to discover. 

n order to make the definition usable, one 
must add the provision that the laws in- 
Volved are limited in complexity, capable 
of being apprehended and written down. 
‚ Speaking broadly, all scientific research 
'5 predicated upon confidence that the 
ind of experience conforms to discover- 
able laws, A recent Nobel prize physicist 

45 stated, “One learns to hope that nature 
Possesses an order that one may aspire to 
t ™prehend” (13). In the physical sciences, 
: is hope has been richly fulfilled ; quite 
"ple laws have hitherto been found to 


a similar confidence? This question ca 
not be answered a priori, and it would 
fallacious to argue inductively from 


state of psychology. 


PSYCHIC DETERMINISM 
AS AN EMPIRICAL HYPOTHESIS 


As mentioned above, psychic deter 
ism has sometimes been presented as 
a priori necessity and sometimes as a dis- 
covery based upon experience. In a passage 
already quoted, Freud spoke of determinism 
as an integral part of the scientific ou 
on the world. Elsewhere in his writing, 
seems to consider it as an empirical h 
thesis. He had found that certain ne 
symptoms, faulty actions and dreams 
be understood if viewed in the ligh! 
psychoanalytic theories. Although 
theories applied in particular cases, Fr 
was unwilling to dogmatize about 
more general application : 


Does the solution given for faulty and cha 
actions apply in general or only in parti 
cases, and if only in the latter, what are Ње ~ 
conditions under which it may also be em- 
ployed in the explanation of other phenomena? . 
In answer to this question my experiences - 
leave me in the lurch. I can only urge against — 
considering the demonstrated connections as. 
rare(6). v 
Freud was quite willing to consider the 
possibility that other factors, possibly of a 
physiological nature could explain the same _ 
type of phenomena that are dealt with in 
psychoanalysis. This open-mindedness is 
shown in the following statement : 


If in the demonstrations of faulty and sympto- 

matic actions, we separate the unconscious | 
motive from its coactive physiological and psy- — 
chophysiological relations, the question re- - 
mains whether there are still other factors - 
within normal limits which, like the uncon: 
scious motive, or à substitute for it, can pro- 

duce faulty and symptomatic actions on the 
path of these relations (6). 1 


Recent developments in neurophysiology х 
have suggested that there may be “still - 
other factors” of a physical nature which — 
provide the mechanism for random mental ү 
activity. While it is not within the scope | 
of this paper to present these mechanisms _ 
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in detail, one of them will be discussed 
briefly. 


A PHYSIOLOGICAL BASIS 
FOR RANDOM EVENTS IN THE BRAIN 


Eccles(2) has stated that there are ves- 
icles on the axon side of the synapse which 
apparently contain a “transmitter sub- 
tance.” These vesicles are so tiny that, in 
accordance with the Heisenberg uncertain- 
ty principle, their location is uncertain dur- 

~ ing any one mi . Changes in the 
` location of these vesicles could have an 
appreciable influence on the excitatory 
3 cy of the synaptic knob. If the re- 
cipient neuron is poised at a critical level of 
excitability, then this “influence” could raise 
Я ‘or lower the probability of trans-synaptic 
firing. A discharged impulse would in turn 
— have an excitatory influence upon hundreds 
of thousands of other neurons within 20 
milliseconds. Thus, at any instant, the “crit- 
—— ically poised" neurons would serve as effec- 
| tive detectors and amplifiers of random 
S events at the synapse. Here is a possible 
| mechanism whereby random alterations 
_ may occur in the patterns of cortical ex- 
T citation(1). 
——  ]F one accepts the view that mental phen- 
- omena are correlated with the patterns of 
-— cerebral activity, then the existence of ran- 
_ dom factors in neuronal excitation could 
| һауе profound implications for psycholo- 
| гу. Does the flexibility and unpredictability 
- of human thinking depend, to some extent, 
upon chance occurrences in the brain? 
Does the brain contain a “Maxwell’s 
_ demon” whereby random, kaleidoscopic 
— patterns are sorted out and used in the 
| service of biological needs? Is there a 
normal equilibrium between random and 
non-random activity, which is disturbed in 
- psychiatric patients? These are a few of 
А, the questions that arise when one con- 
k siders the possibility that cerebral activity 
. is partially randomized. 
If psychic determinism is viewed not as 
_ ап axiom but as a hypothesis based upon 
- experience, then it must be subject to 
_ change in the light of new discoveries. As 
Rado has foreseen, a statistical point of 
view may some day replace determinism 
in the realm of psychology. 
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SUMMARY 

Psychic determinism is a basic tenet of 
psychoanalysis. It is commonly defined as 
an application of the causality principle to 
psychic occurrences. Causality, however, is 
no longer accepted as a basic postulate in 
the advanced physical sciences. This di- 
lemma is recognized by the psychoanalysts, 
who nevertheless would prefer to retain a 
deterministic point of view. 

Psychic determinism may be defined 
without reference to causality, by using the 
mathematical concept of a function. Wheth- 
er or not the psyche is a deterministic 
system, in the mathematical sense, cannot 
be decided in the present state of our 
knowledge. 

Regardless of the definition chosen, psy- 
chic determinism is best regarded as a 
working hypothesis, which cannot be es- 
tablished on a priori grounds. 
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For almost three decades, pediatrics, 
‘child psychiatry and child welfare have 
"been influenced deeply by the discoveries 
of damage in child development through 
traumatic separation. As a consequence of 
discoveries such as those of Bakwin(3), 
Spitz( 4, 5) and Bowlby(6), there has been 
"à considerable reaction against procedures 
in medical or social service which separate 
‘children from parents or their surrogates. 
Doctrines in child welfare have tended to. 
abolish institutional care of infants. During 
the past few years, the number of children 
in foster care has decreased from 27,000 to 
7,000 in Philadelphia, while the number 
held together in families by A.D.C. grants 
has been increased to 44,000 in Philadel- 
phia. Further confirmation of this belief 
in damage to child development through 
traumatic separation was found in the sit- 
uation of most state institutions for men- 
“tally defective and emotionally disturbed 
“children. With inadequate staff and fa- 
Cilities, poor intake and admission policies, 
an increased number of children were 
"dumped" on them for care, creating а 
Static population of children who could 
not be returned to the community. 
Most hospitals for children have been 
less affected by doctrines but in most 
“instances have relaxed former restrictions 
Оп visiting and have emphasized adequate 
preparation of children for anesthesia and 
Operations. When the child is an outpatient 
ina general or a children's hospital, it is 
Seldom that emotional disturbance is con- 
sidered as potentially benefiting from in- 
patient study, and until recently there has 
n general reluctance to hospitalize 
dren except as a last resort. 4 
It may be supposed that the combination 
of doctrines against separation and current 
experience in mental and general hospitals, 
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THE USE OF SEPARATION AS A DIAGNOSTIC MEASURE 
IN THE PARENT-CHILD EMOTIONAL CRISIS > * 


JOHN A. ROSE, M.D., Ax» MEYER SONIS, М.р.? 


have tended to militate against the develop- 
ment of any constructive doctrine of thera- 
peutic hospitalization or separation as a 
tool for the study of highly disturbed 
family interaction. 

In brief, then, theory and practice seem” 
to have led to a viewpoint that equated” 
separation of child and parent with trau- 
matic consequences. Separation for psy- 
chological reasons was the end of the. 
road, and hospitalization was the final. 
stage of poor is. The need to main- 
tain the child in his home, to keep families 
intact, to keep a marriage together, appar- 
ently acted to obscure the facts 1 
to an opposite course of action. The 
sible causes of the trend appear to be les: 
important than the negative value | 


to separation. This à 
such considerations as partial relief to the 


vicious cycle of parent-child destructive- — 
ness ; the positive value of hospitalization; — 
allowing child and parent to be away from — 
order to reorganize them- — 
y for future family 
living( 7, 8) ; and to give opportunity for a 
family to 
port each 
to do this. 
The intent of this paper is to examine 
this doctrine of separation in the light of - 
our experience and to propose further ex- _ 
ploration of the value of timely and struc- 
tured separation of child and parent in an 
emotional crisis. From our experience over 
a 10 year period, we discovered the opera- 
tion of a doctrinal paradox. On the one 
hand, we were supporting and teaching the 
value of maintaining child and parent un- 
separated. We proposed lessening restric- 
tions on parent visiting in Children's Hos- 
pital of Philadelphia, and pressed for 
greater liaison among the parents-child- 
hospital-physician group. We subsidized a 
casework program in the hospital, in order 
to aid (among other things) the parent in 
remaining related to the child in the hospi- 
tal and to assume increased responsibility 
for preparation of the child for medical 
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surgical procedures. We indoctrinated 
iatric residents to the end of preventing 
damage to child development through trau- 
matic separation. At the same time in our 
community child guidance clinic, we at- 
A tempted to treat severely disturbed chil- 
dren and their parents in the home. In our 
ittempts to treat the severely disturbed 
d in foster placement, we avoided hos- 
talization. We failed to consider, in con- 
tations with child care agencies, the 
possibility that the disturbance was greater 
an the agency should attempt to manage. 

Ve shared with the school a belief that 
the school should provide for all levels of 
turbance. In brief, this was a trend in 
direction of avoiding separation of 
d and parent. 

n the other hand, we found ourselves 
olved in a series of experiences which 
icated a shift in the direction of prac- 
ice. In individual cases there seemed to 
value in temporary separation between 
child and parent involved in an emo- 
nal crisis. It is our belief that brief 
iew of these experiences may be of 
value in the further exploration of the 
tion that separation of child and parent 
not be a traumatic or destructive 
experience in child development. 

The pediatric care situation in Children's 
Hospital of Philadelphia has been am in- 
esting laboratory in which to evaluate 

paradox of doctrine and practice which 
s been suggested. Over the years, parents 
were involved to a greater extent in the 
total management of the hospitalized child. 
parents ceased to be seen as foreign 
bodies, whose only intent was to delay 
nurses’ procedures, cause infection, badger 

ysicians, and destroy the value of the 
ousekeeping staff, the management of the 
child in the hospital became easier. The 
child with rheumatic fever became more 
tractable in following the regimen of rest, 
ce he became assured through experience 
d help that his parents had not aban- 
doned him ; the child on a deprivation diet, 
for medical studies, was able to tolerate 
nis anxiety to a great extent with paren- 

help and involvement; the child re- 
ng anesthesia responded to smaller 
ses of the anesthetic and arrived more 

Шу at a relaxed stage when adequate 
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support from parents was facilitated. In 
brief, a child was better able to manage 
his fears of abandonment, mutilation or 
injury through greater parent involvement 
and participation in the process of hos- 
pital care. However, there were exceptional 
situations in which continued visits of par- 
ents did not bring about a more tractable 
or better adjusted child. In the past the 
parents were told, in essence, that they 
were bad for the child and should not visit. 
In these situations, temporary relief was 
obtained, in that the child became more 
tractable, but in some situations the hos- 
pital ended up with apathetic, listless and 
withdrawn children, an abandoned child, 
or a child who showed greater long range 
disturbances. We discovered that struc- 
tured, non-punitive, and participating sep- 
aration of child and parent and separate 
assistance to each would permit the emer- 
gence of constructive experience for both 
parent and child. 

The case of Gary B. parallels other sit- 
uations of similar nature though in children 
with other illnesses, and seems sufficiently 
typical to illustrate the generic situation 
and its constructive possibilities. 


Case 1 : Gary, a 27-month-old white boy was 
hospitalized for about 4 weeks, following the 
initial presumptive diagnosis of early ulcera- 
tive colitis. The pediatrician prolonged hos- 
pitalization to explore both the physical and 
emotional aspects of the presenting problem 
in Gary and his family. 

Arrangements had been made for Mrs. В. 
to sleep in the hospital with Gary. As a re- 
sult, Mrs. B. seldom left Gary and Gary al- 
most never left his mother. Mrs. B. was cooper- 
ative ‘in allowing all necessary medical an 
nursing procedures to go on, but dominat 
the perception of the child and his condition 
by her many fears and pressures. The chil 
seemed to perceive all values in the same way 
as his mother. The continued presence of Mrs. 
B. made independent evaluation of Сагу $ 
status with respect to play, sleep, peer rela- 
tionships, adult relationship, eating, toileting 
impossible. The frustration to all personne^ 
from pediatric residents to housekeepers, WS 
so great that they were ready to punish Mrs. 
B. The theoretical and practical issue was 
whether this tight union of Gary and his 
mother was an authentic defense against the 
anxiety of the illness and hospitalization, 01 
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whether it was representative of an enduring 
pattern which was one of chronic infantiliza- 
tion, essentially depriving the child of ego 
nurturing. Were we dealing with constructive 
support to the child or a pathological re- 
gressed symbiosis ? 

It was decided to confront the parents with 
the diagnostic necessity of, and a plan for, 
temporary structured separation. Anticipating 
the parental reaction to separation, we dis- 
cussed with them their views with respect 
to emotional factors as a part of Gary’s illness. 
Both parents had been quite defensive about 
any such consideration previously, with the 
mother’s attitude stronger than the father's. 
The father and mother, age 37 and 32 respec- 
tively, prior to this event had given histories 
of “normal and usual” childhood and adult 
experiences : completely “normal and usual" 
experiences in their 11 years of marriage ; 
completely “normal” development of Gary. 
Normal despite a history of: sterility that 
existed in the first 5 to 6 years of marriage, 
followed by conception of a girl (age 6) ; and 
infertility for 2 years following this, ending in 
conception of Gary. They had resided with 
Mrs. B.’s mother for all 11 years of marriage 
and in the same house in which Mrs. B. was 
reared as a child. At age 27 months Gary 
was on a diet of baby food, held in his mother's 
lap for bottle feeding, did not talk very freely, 
ad was extremely shy of strangers and chil- 

en. 

As Mrs. B. explored the possibility of sep- 
aration, she reiterated her fears that Gary 
might climb out of the crib and get hurt, 
get into things that he shouldn't, go to the 
bathroom and tamper with things; he might 
feel lonely and angry and resent the attentions 
of the professional staff. With support and 
realistic reassurance, Mrs. B. was able to pre- 
pare Gary for this separation. 


A separation was achieved in this struc- 
tured way and it was possible to evaluate 
Gary more realistically. His reaction to 
Separation was minimal. He cried when his 
mother left him at the elevator and was 
mildly depressed for a few minutes. He 
expressed anger when his physician started 
to leave him, he clung and kicked at a nurse 
but quieted down and played subsequently. 

е was now ready for diversification of 
foods and more systematic self feeding. 
Psychological tests could be done, and he 
achieved an LQ. of 118. Medical proce- 

ures could be accomplished in a shorter 
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infantile self image and her sense of 


time and with less upheaval than before. 


Through introduction to play groups О 
peers and through adult relationships it 
was possible to evaluate his capacity fo 
object relationship beyond his mother. The 
separation demonstrated a developmental 
spurt rather than regression. E 

For the mother, the separation resulte 
in self-confrontation with the relevance of 
her fears. She began to perceive her own. 


ability to perform as her husband wish 
She was prepared for seeing the develop- 
mental spurt in the child when she beg 
to visit again. Thus she was able to g 
that her own defenses against mature. 
pectation of herself, projected upon 
child, resulted in infantilization of 
child. А 
This type of crisis situation(2) is 1 

coming more common. We are now s 
an increasing number of severe ps 
somatic conditions in very young childr 
The pediatrician confronted with a wors 
ing ulcerative colitis in a young child m 
find that the doctrine against separat 
plays into fixed defenses of parents. Ui 
such conditions, it frequently happens 
the parental neurosis is made worse by: 
sentment on the part of physicians a 
hospital personnel toward the mother's im- 
plication in the crippled developmental 
capacity of the child. In general, we spec- | 
ulate that the threat of hostility directe 
at the mother increases her need to per- 
ceive the child as helpless and oppressed 
while increasing her defenses against psy- 
chogeneity of disease in the child since this | 
is equivalent to an accusation of inade- | 
quacy. The maternal hostility increases 
ward aggressive manifestations in the child, 
thus increasing the intensity of the psycho- 
somatic symptom. The structured separa- 
tion breaks into the total circular interac- 
tion allowing non-defensive assessment of 
the situation and the breakdown of system- | 
atic projection of maternal defenses upon 
the child. It should be emphasized that 
punitive separation would be likely to be 
traumatic on both sides. Thus, in hospi 
practice, as a usual condition, close r 
tionship in visiting is mutually supporti 
to the child's capacity to bear stress and: 
to the parental ego adequacy. Exceptions 
3 


— 


pporti 
T is characteristic today to find that the devel- 
C opmental crises of young children and 
| parent-child interaction involve the pedia- 
trician and pediatric facilities in such a way 
| that failure to comprehend the proportions 
L ‘of the crisis and to use separation as a form 
L Of preventive intervention will probably 
result in a worsening situation. It is this 
Situation which fulfills the elements of a 


_ Case 2: When Larry was 5%, the case 
was referred following a major fire set by the 
3 child in the living room of his house. In an 
“Initial interview the mother described the child 
as having been irritable and bad tempered 
T since birth and gave a history of breaking him 
of temper tantrums by whipping. She also 

broke him of head- anging punitively. The 
“mother described hers 


the. й was f 1 
this time.) She described ME чыз 


for the younger 


ES e numerous excuses 
se calle uing in response to follow-up 


Over the next 5 years the moth 
appointments on an enaa soe 

did not continue with her intention until 

last, at which time the child was 11%. By 


his case had involved the school through 
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learning and truancy problems; a protective 
agency had had several contacts because of 

complaints and several other psychia- 
tric facilities had been through a similar ex- 
perience as that of our clinic. Larry was now 
described as seclusive and untouchable, 
enuretic, taken to alternately looking after 
his siblings and then withdrawing, often a 
truant. 

In the course of therapy he was withdrawn 
as long as his mother was adequate and sup- 
portive. At the point where she would become 
ill, he would minister at first to all her needs 
and take care of the other children. Following 
several days of this, he would suddenly show 
disruptive behavior in school and run away 
from home. Essentially, there was no acces- 
sibility to treatment until the mother showed 
herself unable to carry parental responsibility. 
At this point the child would flee the home. 
The case terminated when he precipitated 
institutionalization by running away for a 
protracted period and showing massive dis- 
turbance when apprehended. 


The record in this case was distinguished 
in that at no time was the mother offered 
the possibility of separation from the child. 

In this case as in many similar ones, the 
presenting symptoms brought to the psy- 
chiatric clinic for children do not represent 
an average neurotic interaction in whic 
the application for service is an emotionally 
responsible and relatively mature move on 
the part of the parents. It is rather that the 
acting out behavior of the child is hostile 
and destructive and so induces awareness 
in the parents of their own hostile, destruc- 
tive impulses. Application for service rep- 
resents flight from the situation and defense 
against the strong negative impulses. 

The original common elements of the 
cases are almost standard. Both father and 
mother have histories of emotional depriva- 
tion. Marriage seems adequately fulfilling 
until the birth of a child. The pregnancy 
and early child care experience increase the 
mother’s anticipations of excessive output 
and little reward. She is inconsistent in her 
mothering and increases the demand for 
care from her husband. He takes emotional 
flight from her demands and rage reactions. 
She now perceives the child as the object 
from which stems her sense of being treat- 
ed unfairly and reacts with increasing rage 
to the demands of the child, with intermit- 
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tent periods of guilty over-compensation 
in giving to him. The mother and child 
then alternate between closeness and in- 
fantile giving to one another and sudden 
‘rage reactions to frustrated expectancy. 
Physical violence on the part of the mother 
in early punishment predicts overt destruc- 
tiveness in the acting out of the child. 

Such cases tend to seek clinic help after 
a particularly frightening act of the child. 

| The repressed wish in the mother is to 
receive rather than give, to flee the care of 
the child and avoid guilt, and to flee her 
own impulses of retaliation toward the 
child. The tendency on the part of profes- 
sional personnel to promote family unity 
is experienced by the mother as a further 
aggravation and demand. Primarily she 
seems to need immediate relief of guilt in 
order not to continue her flight. It appears 
to us that the doctrine against separation 
has acted to prevent the possibility of inter- 
vention in the case. 

One of the more important therapeutic 
trends has been that of better understand- 
ing of counter transference phenomena 
and the impact of such factors on the out- 
come of almost any operation with patients. 
In this sense, it seems likely that the doc- 
trines against separation have added to the 
counter transference factor operating 
against separating child and parent. The 
case of Jackie W. illustrates these points. 


Case 3: This 12-year-old boy had been 
the object of numerous psychiatric studies 
and attempts at treatment in the preceding 4 
years, The history resembled that of Larry J. 
There had been recurrent crises of fire setting, 


runaway behavior, school problems, overt 
theft, which came to a head in family violence. 
Mother and father were disturbed and had 
histories of emotional deprivation. The mother 
dominated the family. 
Psychiatric inpatient care had been recom- 
mended several years before but had not been 
accomplished. Unfortunately the dearth of 
adequate facilities seemed not to allow the 
Placement, though there were undoubtedly 
Teinforcing factors. 
We decided to attempt outpatient treatment 
With an arranged understanding that inpatient 
treatment and separation should be considered 
| immediately if difficulties arose. In treatment 
* boy became resistant while at the same 


time the mother became more openly author- 


itative in her expectations toward the pati 
and toward her husband. The therapist 
pressed the idea to the caseworker 

the parents that a crisis might be in the m 
again. This idea was not well received but t] 
patient took matters into his own hands. 
precipitated a severe crisis at school and # 
school administration moved quickly to place) 
the boy in a residential school. When th 
therapist supported the school in this тоуе 
the caseworker was dismayed and surprised. 
She claimed no basis for expecting this, de- 
spite previous dictation in the clinic record 
indicating that separation should be con= 
sidered in the event of another crisis. 


In the separated situation, 3 clear diag- 
nostic factors emerged which had been- 
previously concealed. The boy, with whom 
treatment was continued, became highly 
verbal and revealed a secret sense of spe- 
cial responsibility for his mother's welfare. 
Away from her he forgot his rage at her 
rejection of his and remem- 
bered that she was easily lost, and worried: 
about her. / 

Essentially there was revealed in both 
mother and child a tender and highly зех- Р 
ualized fantasy construction of the other | 
which opened the door to understanding of — 
the tremendous anger acted out when the — 
fantasy proved inconsistent with reality. — 
During the first week of separation the 
mother wrote 12 letters to the boy remind- 
ing him they could be together by praying 
at the same time every night. 

The other concealed factors in this fam- 
ily interaction came to light when the 
father, receiving from his adolescent 
daughter the understanding of his needs 
rejected by his wife, acted out incestuously 
with the child. 4 

This case served to considerably strength- — 
en our conviction that separation should be - 
more often selectively considered as a mat- 
ter of choice rather than waiting for the 
case to force the issue as a matter of ulti- - 
mate bad prognosis. It was clear that prog- 
nosis was bettered through separation and 
equally clear that counter transference at- 
titudes reinforced by the doctrine against ^ 
separation was a real factor in Ње manage- ~ 
ment of cases of this type. i 

Our findings were interesting enough - 
to apply in a different type of situation, ~ 
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ich still had the child as an object upon 
vhom disturbance could be projected and 
placed. In this situation, we were at- 
tempting to study gastrointestinal symp- 
toms in infants under 6 months of age, as 
reflections of disturbed mother-infant inter- 
action. The problem posed was one of 
attempting to determine the primary cause : 
were symptoms primary or secondary to 
mother’s disturbance? was the infant’s 
ictivity autogenic or reactive? A project 
was evolved and continued for 5 years, in 
ch an open-ended hospitalization of the 
ant was attempted, with possibilities of 
both physical and emotional factors as 
ologic ; continued observation and study 
in a neutral environment ; structured 48- 
hour separation of infant and mother in the 
first 2 days of hospitalization ; interviewing 
mother on each of the days of separa- 
, and tape recording each interview. 
only was this structured separation 
in determination of the clinical rest- 
state of the infant, but it also acted as 
à vivid stimulus in tapping the entire area 
of maternal disturbance. 
The following two cases are illustrative 
of some of the findings of this project : 


Case 4: Doris A., a 3-months-old Negro 
ale was the third child of a 24-year-old 
her and a 61-year-old father. Pregnancy 
complicated by vomiting; labor and de- 
very were uneventful, with no neonatal 
difficulties. Doris was breast-fed and began 
vomiting at 1 week of age continuing until 

present. Supplemental feedings were 
led, formulas were changed, sedatives and 
spasmodics given, but to no avail. Vomit- 
continued on milk, water or solids. In 


as with many of the babies in the proj 
niting ceased within a day or i vidis 
maintained on the same formula as prior to 
hospitalization, irritability diminished, and all 
studies including C.B.C., urinalysis, g.i. series 
stool examination, were within normal limits. 
During the interviewing of Mrs. A., a picture 
erged of a woman who was literally pouring 
elf into the infant; unconsciously Doris 
become the means of proving to the 
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than her own mother ; with much of this re- 
lated to her own deprived childhood, need 
for dependence, and therefore an early mar- 
riage to an older man who required more than 
he could give, and a history of psychotic 
breakdown in the 2 previous pregnancies. 

Case 5: Charles K. was a 4-month-old 
white boy, the only child of a 19-year-old 
woman. His father had been killed in an 
automobile accident when Mrs. K. was 8 
months pregnant. Pregnancy was complicated 
by repeated attacks of cholecystitis and de- 
pression. Labor and birth were uneventful, 
with no neonatal difficulties. Ever since Charles 
was one week of age, vomiting has been a 
problem. Frequent formula changes and a 
previous hospitalization in another institution 
did not alter the picture. Hospitalization with 
structured separation was arranged. All studies 
were negative, the baby did well, and vomiting 
was quite slight. During the initial separation 
interview, Mrs. K. reported a dream of the 
previous night in which she felt that she had 
to give Charles away or he would starve to 
death. A picture emerged, in the interviewing, 
which very much confirmed her dream. Un- 
consciously she was literally feeding on the 
infant herself; by projection and displace- 
ment he had become her replaced husband; 
he carried many of his father's features and 
personality; he became her sole means of 
comfort as Mrs. K. would hold long discourse 
with him about her loneliness and pain. 


CONCLUSIONS 

As a result of these experiences, we are 
convinced that a valuable diagnostic tool 
has been overlooked in child psychiatry. 
We decided to set up an acute inpatient 
service for pre-adolescent, emotionally dis- 
turbed children, based on the notion that 
a short period of carefully structured sep- 
aration at the time of a crisis may be 4 
valuable diagnostic tool in permitting а 
more intensive and extensive evaluation of 
intrinsic problems in child and family. 
It should be emphasized that this notion 
does not negate the general principles O 
support for children to live in warm family 
relationships rather than apart from them. 
However, this notion does allow for excep- 
tions to the rule ; all children are not best 
off in their own families; structured and 
realistic separations are not inevitably trau- 
matic and the door is open to the tempo. 
rary separation of children with hospita 
placement as a relieving and elective diag- 
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nostic tool rather than inevitably as a last 


resort. 
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ы cen to 
t 
И Че treatment of the mentally L 
] the beginning, it appears that 

Association had little, if anything, in the 


In order to carry out its objectives, the 
Association has always depended largely 
upon its members working in committees 
and as individuals on specific assignments. 
At first, the members were very few in 
number and organizational problems were 
comparatively simple. Starting with the 
original 13 Medical Superintendents, 
growth during the ensuing 4 or 5 decades 
was slow. By 1892, however, its size had 
increased to about 250 members. At this 
time, the membership designation “Medical 
Superintendents” was changed on the As- 
sociation Roster to “Members” and As- 
sistant Physicians in mental hospitals were 
for the first time eligible to be called 
“Associate Members”(1). A second im- 
portant change in this respect occurred in 
1921, when physicians other than those 
practicing in institutions for the insane 
became eligible for membership(2). At 
the same time, the category of “Fellow” 
was established, and those previously called 
“Associate Members” became “Members.” 
To be sure, these changes reflected the 
tempo of the times, especially the fact 
that, following World War I, increasing 
numbers of psychiatrists began to practice 
their specialty outside the confines of a 
mental hospital. This embracement by the 
Association, of all psychiatrists, no matter 
what their individual interest—be it adult 
or child psychiatry, psychoanalysis, forensic 
psychiatry, or any other acceptable form— 
had profound effects. In 1921, when the 
Association adopted its present name, there 
were about 1,000 members. In 1934, the 
year after the category of “Associate Mem- 
ber” was re-established, there were 1,604; 
and by 1944 this had increased to 3,387. 
Following World War II, the growth 
curve of the Association rose steeply (see 
graph) and as of May 1958 there was à 
total of 10,536 members of all classes. 
Indeed, it is this very growth and the 
resulting complexity of demand and respon- 
sibility thrust upon the Association that 
has made the District Branch and the 


Assembly of District Branches not only à 
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From 1844 to 1891, all committees re- 

orted directly to the Medical Superintend- The "Sections" 

Is gathered. at the annual meeting. 
Since 1892, the Association has been 
‘governed by an elected Council, which 
receives all committee reports and makes 
recommendations to the membership at 
the annual meeting. That this system has 
evailed for so long a time is a tribute to 
he wisdom and devotion of the many 
distinguished Fellows of the Association 
who have labored through the years to 
сапу on the work of the Council; theirs 
been a labor of love often carried on 


their chief reward being simply the satis- 
faction of their accomplishments; and 
"perhaps, the applause of their fellow mem- 


began to be heard with increasing force. 
The Assembly of District Branches as 
now constituted has been the outgrowth of 
Various arrangements that have been tried. 
In 1927, as a result of the 

Address given two years earlier by William 
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be more active ; 3. And to stimulate interest 
in psychiatry(3). It seems fair to say that 
these benefits were felt, and that they con- 
tinue to be felt through the “Affiliated 
Societies” under which designation these 
organizations have continued to function 
since 1936. At that time as already noted, 
the “Sections” previously authorized were 
abolished, the designation of the “District 
Societies” changed to “Affiliated Societies,” 
ry created to be called 


this to say at the annual meeting held in 
Louis when the changed designations 
submitted to the membership for 
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, if I may еті иг por аналь: 4 
tion of what has previously 
called a district society to that of an 
ted society, such societies being made up 
‘ other than members of this Association. 

‘Under the present Constitution, these are dis- 
_ trict societies that are composed (not only) of 
_ persons who are members of this Association 


: 


_ societies. The provision is made by this amend- 
‘ment to have, therefore, affiliated societies. 


_ to organize into local or district societi - 
"vision can be made and they will be called 

district societies, but they shall be limited al- 
; A members and fellows of the Associ- 


"Thus, the formation of “District Branches” 
_ as we now know them “В n 


— questioned with respect to 
p the challenge of the times and pro- 
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vide the leadership expected by its mem- 
bers. There was a suspicion on the part of 
some that the Association was being con- 
trolled by a small autocratic group, to 
whom the wishes of the membership were 
not known ; or if known, were largely be- 
ing ignored. An Association report concern 
ing this period states : 


In December 1944, at a meeting of the Coun- 
cil of the American Psychiatric Association in 
New York, vigorous protest was made by 
various members of the Association regarding 
the failure of the Association to assume leader- 
ship in the field of psychiatry, to support the 
psychiatric work in the Army and Navy, to 
assist members in the improvement of their 
state hospitals, to further psychiatric educa- 
ion, and many other things(6). 


A committee, under the Chairmanship 
of Doctor Karl A. Menninger, was appoint- 
ed by President Karl M. Bowman and à 
most exhaustive study of the problems in- 
volved was carried on over a period of 
several years. The result was a compre- 
hensive plan submitted in 1948, which 
would have abolished Council and set up à 
House of Delegates, with the executive 
function to be vested in a Board of Trustees. 

This proposal stirred up enormous con- 
troversy and for a time a separatist move- 
ment seemed to threaten the unity of the 
Association. As stated by Doctor Harry 
C. Solomon in his Presidential Address of 
May 1958 : 


Those who were most concerned with and 
active in the Association’s affairs tended to split 
into two factions. One group, many of whom 
were associated with the Group for the Ad- 
vancement of Psychiatry, formed shortly after 
the War, were strongly in favor of the reorgan- 
ization plan feeling that it would bring new life 
and leadership to psychiatry. Another group. 
many of whom were associated with the Com- 
mittee for the Preservation of Medical Stand- 
ards in Psychiatry, was more or less una ter- 
ably opposed, fearing that it would destroy 
cherished values, policies and procedures (7). 


Under the circumstances at that time, DO 
action on the plan was possible and omy 
minimal changes in the Constitution an 
by-Laws were made in 1950. By 1952, how- 
ever, tempers had cooled and it was then 
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sible again to amend Article V of the 
„Laws and thereby to create Ше Assem- 
[ of District Branches and for the first 
1 time to give some real purpose to District 
M Branch formation. 

Until the Assembly came into being, 
the Affiliated Society held sway on the 
local scene, and for many years to the 
complete exclusion of the District Branch. 
This is not at all surprising, since the 
Affiliated Society had almost complete 
autonomy over its own organizational 
affairs; the District Branch on the other 
hand would be required to limit its mem- 
bership to those physicians who belonged 
to the American Psychiatric Association. lt 
was not until 1949, and then no doubt 
stimulated by the report of the Committee 
on Reorganization, and in anticipation of 
organizational change, that the first two 
District Branches were formed and recog- 
nized—the Pennsylvania District Branch 
(including the State of Delaware) and the 
Mid Continent District Branch (including 
the States of Kansas and Missouri). The 
authorization of the Assembly, however, 
provided the key that had been missing. 
Immediately, interest in the formation of 
District Branches took a sudden surge for- 
ward. Thus, at the time of the first meeting 
of the Assembly in Los Angeles in May ot 
1953, there were some 16 District Branches 
in being and all sent a representative to 
participate in this historic event. 

There has been rapid growth since that 
time and some 49 District Branches are 
now in existence within whose territorial 
limits over 95% of all APA members live 
and work. Each District Branch elects à 
Representative to the Assembly, whose vot- 
ing strength is in proportion to the num 
of members he represents (one vote for 
. each 20 members; fractions of 20 not 
counted). The elected Officers of the As- 
sembly consist of a Speaker, Speaker-Elect 
(now called Deputy Speaker), a Past 
Speaker, a Recorder (or secretary) ; and 5 
members of a Policy Committee, selected 
from Five Areas by caucus at the ann 
Meeting on a staggered basis to serve terms 
of 2 years. The place of the Assembly in 
the Association now seems secure, an its 
importance in the determination of policy 
ecomes stronger each year. Indeed, Coun- 
cil has come to depend on the Assembly 


for advice in ever increasing degree b 
taking action on any matters of m 
policy. 

During the coming year, further amend- 
ments to our Constitution and by-Laws will’ 
be submitted for approval of the members 
ship. These would consolidate the 
made thus far and authorize "appro 
District Branches to act in the name of 
Association with respect to new memb 
ship applications from within their terri- 
torial limits (provision is made for "me 
bership-at-large” in certain situati 


of the District Branch Movement, th 
seems to be no doubt that in time t 


its purpose as 


bodies of the APA and to represent the govern 
ing bodies of the APA in their relationship to 


the District Branches. 
of the District Branch is 1 


< 


Тһе ригроѕе 
stated as follows : 


to represent th 
the American Psychiatric Association through - 


its delegates to ? 
Mirko Thé District Branch will foster the 


0 of psychiatry, represent psychiatry in — 
Барына local area and assist the Amer- ^ 4 
ican Psychiatric Association in promoting its 

aims and objectives (8). | 


It is my belief that the Assembly is now - 
fulfilling its objectives in a very satisfactory : 
manner. We do have under continuing 
study certain features, however, such as - 
the possibility of improving our method 

of distributing voting power among the 
District Branch Representatives (for in- 

stance, should District Branches that have ^ 


" 


ore than 200 members be allowed more 
an one representative Р). 

With respect to the District Branches, 
there is likewise cause for much satisfac- 
tion. The local member is taking an ever 
ücreasing interest in the affairs of the 
Association. There is much improved liaison 
etween committees working on the local 
‘scene and committees performing a similar 
ction for the Association; and most 
nportantly, the local member can at last, 
hrough his representative to the Assembly, 
e his voice heard and his opinion felt 
ur highest Councils. Nevertheless, there 
is still much room for improvement. 

The representation of psychiatry in a 

y satisfactory and simultaneous way 
both the state and local levels is one of 
important areas now in need of study 
nd action. Considerable thought has been 

en to this matter, and two possible solu- 
ons have been offered. 
One of these is already in operation in 
he State of New York. There, the 10 Dis- 

ct Branches now in that state have 
rmed a "Committee of Delegates" com- 
ed of the Representatives and Alternate 
presentatives to the Assembly from the 

‘various District Branches. They get to- 
_ gether at least 4 times a year and act for 

profession at the state level. Apparently 
hey are at present quite satisfied with the 

angement, although it has been in opera- 
ion only a year or so. However, New York 
; unique in that it has over 1/5th of all 
РА members presently living and practic- 
ng within its political boundaries and for 
s reason has been given the status of 
еа” in the organization of the Assembly. 
[ost other states have but one, Indiana 
Missouri have 2, and California has 3 
trict Branches. On the other hand, the 
rthern New England District Branch 

mpasses 4 states, the Intermountain 
trict Branch has 7, and the North Pacific 
strict Branch includes 3 states and one 
madian province. 
‘he other suggestion regarding an ar- 
gement whereby both local and state- 

e responsibilities may be met, is one 
which I have been responsible, It 
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of Wisconsin) to make this feasible. This 
might bear some similarity to the way the 
American Medical Association is subdivided 
into State Medical Societies. The District 
Branch in turn could be subdivided into 
local units which might be called “Chap- 
ters,” much as the State Medical Society 
is subdivided into County Units. Members 
of the “Chapter” would also be members 
of the District Branch, and of course, of 
the Association. Each "Chapter" would 
elect its own officers, arrange its own pro- 
grams, provide for its own expenses and 
send representatives to a “Council” or 
“House of Representatives” of the District 
Branch. Its members would be eligible for 
election to office in the District Branch. The 
local “Chapters” would possibly have 
meetings at monthly intervals, whereas the 
District Branch might have one or two 
meetings per year to put on scientific pro- 
grams, to act on matters considered by the 
District Branch Council between meetings, 
to elect officers, and to consider instructions 
to be given the Representative to the As- 
sembly? In this way, both local as well as 
state-wide and Association needs could be 
met. It seems to me that such an arrange- 
ment also has the advantage of giving 
the local member more to stimulate his 
interest—if he is so motivated, he can 
aspire to office on the local, the state, or 
the Association level. The increased op- 
portunity for experience in organizational 
work could have great value, not only 
to the individual member that wants to 
enlarge his horizons but to the Association 
as well, where new talent is always needed 
and welcome. 

We should act reasonably soon, in my 
judgment, to resolve this problem of state- 
wide and local representation and organiza- 
tion.* Of the 49 District Branches, some 29 


3 As noted earlier in this paper, study is now 
being given to the possibility of allowing more than 
one representative from а given District Branch 
under certain conditions. If the “Chapter” arrange- 
ment is adopted and if multiple representation in the 
Assembly eventually is permitted, the writer would 
favor having each Representative to the Assembly 
selected in part on the basis of geography. In this 
way he could be responsible personally to the mem- 
bership in his territory as well as to the District 
Branch as a whole, 


4At the 1959 Annual Meeting in Philadelphia, 
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are now organized along the political 
boundaries ot a single state, province or 
territory. In several of these—and in time 
no doubt in most—there will be a desire 
on the part of local groups to set up their 
own societies and thus "splinter" the exist- 
ing District Branches into ever smaller 
units. Wisconsin is one example of where 
1 have heard about discussion of such a 
movement, The inevitable result of such 
"splintering," if allowed to proceed too far, 
would be an Assembly too large for effec- 
tive action; and at the state level there 
would be increased difficulties with respect 
to coordination of effort, if mot outright 
hostility and disunity between the splin- 
tered District Branches. When and if this 
situation came to pass, the entire structure 
_ of the Assembly and its component units 
probably would have to be rebuilt, possibly 
along the lines now suggested. Prudence 
would seem to dictate that we take ap- 
propriate action while there is yet time. 
Now let us turn to another problem—our 
relationship as organized psychiatrists to 
our honored and respected colleagues such 
as the neurologists, neurosurgeons, intern- 
ists, pediatricians—those who have been 
eligible for membership in our Affiliated 
Societies, but who do mot fulfill the re- 
quirements for membership in the Associa- 
tion. It has long been one of the strengths 
of the Affiliated Society that because of its 
multi-disciplinary nature, a working rela- 
tionship has been established that is 
extremely valuable. Through this relation- 
ship, the non-psychiatric members add 
materially to their understanding of psy- 
chiatry, the psychiatrist is kept abreast of 
developments in related fields, and oppor- 
tunity for collaboration on the professional 
level is much enhanced. There also results 
from this understanding and fellowship an 
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APA Council adopted a resolution. endorsing the 
encouragement of District Branch organization along 
State, Provincial or Territorial lines, and the dis- 
Couragement of “splintering” of District Branches 
Now covering an entire State, Province, or Territory. 
The Assembly was requested to consider further the 
Concept of “Chapters” within District Branches and 
lo present at a later date specific proposals or recom- 
mendations along this line. The subject was again 
iscussed in the Assembly, the idea endorsed in 
Principle, and referred for further study by the 
Separate District Branches and by the Policy Com- 
Mittee of the Assembly. 
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atmosphere in which the support of ou 
medical colleagues comes naturally wh 
we are faced with public issues ; an exe 
ple of this is the legislative efforts of 
clinical psychologists at the present tim 
From the first it has been hoped that | 
closest kind of working relationship couk 
be developed between the District Branch 
and the Affiliated Society. It is felt thal 
both organizations have an important role 
to play on the local scene, overlapping 
many areas perhaps, but each unique іп! 
own way. The District Branch being ai 
organic part of the APA, provides the local 
member an opportunity to participat 
the business of the Association. 
debate and discussion, opinions are form 
which can be transmitted through 
Representative to the Assembly. The 
ated Society on the other hand provid 
needed relationship at the local level f 
liaison and organic union with our non 
APA medical brethren. 
Many District Branches arose in the 
place from the membership of the Affili 
Societies. Indeed, the District Branch 
often superimposed on the older organ 
tion. At the present time, there are 
cases in which both organizations ha 
been continued having the same offi 
holding joint or alternating meetings, and 
with the closest possible relationship. Local: 
circumstances vary from place to place, 
however, and here and there the older 
Affiliated Society has been replaced by 
District Branch. In some such cases, 
non-APA members have been retained 
Affiliates who are welcome to come 
meetings, but who have no vote and 
cannot hold office. During a period 
transition, perhaps a satisfactory solution 
might consist of maintaining both o 
izations as separate and distinct units tha 
could have meetings on alternating da 
(the scientific and social portions of which - 
are open to members of both), plan their 
programs together, and share in common 
costs, such as for Speakers, rentals, etc. 
In this way, there would be no awkward- | 
ness of a non-APA member happened to 
be nominated for office in the Affiliated 
Society, and the dues needed might not be 
much greater than would be required for 
one Society that did all these things on its” 
own. Another solution might consist of 
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eralizing the regulations for membership 
in the Association itself, so that, for in- 
ance, Board Certification in a related 
medical specialty would qualify a physi- 
cian for Associate Membership. 

— In any event, it must be recognized that 
psychiatrists, like all medical doctors, are 
"busy people and the idea of having two 
local professional societies with approxi- 
ately the same membership (75% of the 
filiated Society Members must be psy- 
-chiatrists) and much the same interests, 
h olding simultaneous but separate meetings 
just doesn't make sense. 

- It is my hope that practical adjustments, 
pe haps along the lines suggested above, 
can be made so that the benefits peculiar 
о both types of organizations may continue 
be felt. I believe deeply in the demo- 
tic process that is made possible by the 
trict Branches, but I also am concerned 
we psychiatrists permit the clouding 
our identification in the public mind, and 
indeed, in the minds of our medical breth- 
, as Doctors of Medicine. The distinction 
een a psychiatrist and a psychologist 
already a little foggy—and I think that, 
a certain political party at this time, 
should be giving some thought to the 
fication of our public image. In that 
context, the abandonment of the medical 
n we have developed in the Affiliated 
Society scarcely seems the thing to do. 

І would like to go back at this point and 
repeat one of the objectives as given in the 
Jonstitution of our Association—“and to 
ply psychiatric knowledge to other 
anches of medicine, to other sciences, 
d to the public welfare." If the District 
anch is to assist in promoting this feature, 

ould seem only reasonable that suitable 
justments in its organizational structure 
ould be made. Indeed, it would seem that 
r membership will have to decide in 
proper time just which of our stated Asso- 
on objectives we really want to empha- 
е. If psychiatry, through the Association, 
to provide leadership in the fight against 

tal illness, it would seem that we will 
called upon to do somewhat more than 
ght be expected of an organization con- 
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cerned only with scientific matters. The 
relationship between the District Branch 
of the American Psychiatric Association and 
the “other branches of medicine, the other 
sciences, and the public" is involved here, 
and much study and discussion will be 
required to provide proper perspective and 
solution. 


SUMMARY 


This paper has represented an attempt 
to summarize the facts pertinent to the 
deyelopment and present status of the Dis- 
trict Branch movement that is now pro- 
gressing within the American Psychiatric 
Association. Some reflections concerning 
and suggestions about organization for 
the effective meeting of local and state- 
wide needs for psychiatry have been 
offered. The related matter of adjust- 
ments between the District Branch and 
the Affiliated Society has also been dis- 
cussed and the need for continued liaison 
with our medical brethren emphasized. 
It is this writers earnest hope that he 
may have stimulated thinking on these 
matters in some small degree; that con- 
structive and fruitful discussion may fol- 
low; that out of collective wisdom flowing 
from the democratic process, the American 
Psychiatrie Association may continue to 
maintain an organizational structure that 
will permit the perpetuation of her status, 
not only as the oldest Medical Association 
of National size in North America, but also 
as the recognized leader in the fight against 
mental illness as well. 
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Much thought has been given to the defi- 
nition of the term and to the delineation 
of the field of social psychiatry. According 
to M. Opler(1), “the impact of social and 
cultural environment upon the develop- 
ment of personalities is the central concern 
of social psychiatry.” This general descrip- 
tion indicates that social psychiatry, in 
contrast to clinical psychiatry, invariably 
involves the complicated play of interper- 
sonal relations between sets of individuals, 
and that it views the behaviour of such 
individuals against the background of, in 
interaction with, and in response to their 
socio-cultural environment. Such approach 
implies and presupposes a thorough knowl- 
edge on the part of the social psychiatrist 
of the social system in which patients under 
his observation live, or, more realistically, 
a close collaboration between psychiatrists 
and social scientists. 

However, because the field as outlined 
by M. Opler(1)—ranging as it does from 
marriage counselling to the effect of cul- 
ture change on mental health—is so wide 
that no single person can encompass it, 
it appears advisable to detach cultural psy- 
chiatry from social psychiatry and to treat 
it as a separate entity. As such the term 
cultural psychiatry denotes a field of re- 
search which explores the frequency, etiol- 
ogy and nosology of mental illness and the 
care and after-care of the mentally ill 
within the confines of a cultural unit and in 
relation to the cultural environment con- 
cerned. The term “culture” has gradually 
emerged from the studies of anthropologists 
to refer to a uniquely expressed mode of 
Social life based upon patterns of thinking 
and acting that reflect overtly and covertly 
organized feelings and perceptions which 
are held in common by all the normal mem- 

ers of the community. 

As regards the interplay between culture 


! Read at the 115th annual meeting of The Ameri- 
M Psychiatric Association, Philadelphia, Pa., Apr. 27- 
fay 1, 1959, 

‘Respectively, Associate Professor of Psychiatry and 
Assistant Professor of Anthropology, McGill Univer- 
му, Montreal, Can 


and personality, the position taken by v 
can be defined as follows : Certain dri 
and infantile experiences are commo 
all human beings though variations in 
gree and quality occur. Parental valu 
attitudes and controls which reflect cul 
tradition are, by precept and example, i 
planted in, and incorporated and absorb 
by, the ego of the child and form the core oi 
his conscious and unconscious supe 
Consequently culture does not only те 
sent the fabric of the ways of living of 
society in which we live but it also has 
counterpart in our inner world. In 
with this argument culture conflict has 
battleground in the inner as well as in | 
outer world. А 

А still wider vista unfolds if human be 
havior (normal and abnormal) and any 
the areas named are subjected to comp 
son in contrasting cultures. Because this 
proach goes beyond the boundaries of | 
culture, we have called it transcultural | 
comparative and contrasting aspects ha 
been labelled cross-cultural. 

During the last 3 years Dr. Fried and I 
have been jointly engaged in a transcultui 
al psychiatric study. The aims of this 
search are to arrive at conclusions regard- - 
ing which cultural norms make for mental 
health and which foster the developmen 
mental illness ; and by isolating and d 
ing modifiable socio-cultural variables, to 
work towards prevention, or at least reduc- 
tion, of mental illness. j 
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SOURCES OF DATA | 
The data summarized in this paper have: 
come predominantly from corresponden 
with psychiatrists and social scientists 
abroad, strategically placed and qualified. 
to be able to give authoritative information. | 
This communication network stretches 
around the world and has involved over 30 .- 


countries.* 


3 The information thus received was organized in - 
the form of a number of Newsletters (Newsletter— 
Transcultural Research in Mental Health Problems) - 
sent to our correspondents and available to others 
interested in the subject. $ 


_ А SURVEY OF CROSS-CULTURAL MENTAL 
J HEALTH PROBLEMS 


—— Four questions concerning this field of 
E interest which have been raised repeatedly 
will be taken up successively. 
l. ARE THERE ANY SIGNIFICANT DIFFER- 
ENCES IN THE PREVALENCE AND INCIDENCE OF 
MENTAL DISORDERS IN DIFFERENT CULTURES ? 
Largely based on rates of mental hospital 
admissions and hence open to objections 
regarding their general validity such dif- 
- ferences have been reported. For instance 
- mental hospital admissions of schizophren- 
. ies according to Ratanakorn(2) amount to 
72% in Thailand as against 28.8% in the 
- U.S.S.R.(3) on a survey of 193 Soviet Rus- 
- sian mental institutions. According to sever- 
- al observers, the incidence of depressive 
- psychoses is low among African negroes(5, 
_ 6, 7), and among Indonesians(8). The sui- 
= cide rate is reported high in Japan, Den- 
. mark, Switzerland, and in Whites resident 
- in South Africa. It is low in Ireland(9), in 
can negroes(10), and non-existent in 
Bantu. Margetts(11) reporting from 
a, doubts whether depressions and sui- 
in Africa are really as rare as is gen- 
y believed. According to him “most 
fricans do not have much of a concept of 
epression as an illness though they have 
ords for sadness and grief." Rarity of se- 
psychosis has been noted in Hong Kong 
) and Formosa(13). Also open to doubt 
he alleged very low incidence of psycho- 
roses in African negroes, Chinese and 
ndians. It seems conceivable that the 
city of trained psychiatrists in these 
. countries is such, and the necessity to deal 
vith psychiatric emergencies is so great, 
t the problem of psychoneurosis, which 
so large in the western world, is of 
minor importance. The writers from Ire- 
E nd(9) and Greece(14), in Europe, and 
an Indian psychiatrist, M. R. Gaitonde(15) 
in Bombay, are the only ones who report 
n conversion hysterics in appreciable num- 
$. Obsessional neuroses have been re- 
ї ed as rare on Formosa(13), in Kuwait 
| 16), and among African negroes(10). 
the common belief, recently restated by 
- Stainbrook(17) that the high incidence of 
chosomatic disorders is one of the 
doubtful privileges of western civilization 
is not borne out by Parhad’s(16) observa- 
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tions in Kuwait and by Seguin's(18) and 
our own observations in Peruvian Indians. 
Alcoholism is rare on Formosa (13). It con- 
stitutes a particularly serious problem in 
Peru(19) and in the Union of South Africa 
(10). Sexual perversions have been report- 
ed as common in Iran(20), and as rare in 
Russia(21). 

2. ARE THERE ANY MENTAL DISORDERS 
COMMON IN SOME CULTURES BUT NON- 
EXISTENT IN OTHERS ? 

From what has been said it is evident 
that the main categories of mental dis- 
orders are ubiquitous. Mental disorders 
confined to certain geographical areas are 
those due to malnutrition, to malarial and 
other infections, toxic psychoses, and vari- 
ants of drug addictions. African specialists 
have identified what seems to be some 
mental syndromes indigenous to that con- 
tinent, e.g. Carothers(4) “frenzied anxi- 
ety." Whether this is an organic illness or | 
a functional psychosis is not clear. Only 
further research on such apparently unique | 
disturbances can prove whether they are | 
cultural variants of known conditions or 
totally new phenomena. 

3. ARE THERE ANY NOSOLOGICAL DIFFER- 
ENCES IN THE MANIFESTATIONS OF MENTAL 
DISEASE ON COMPARISON OF DIFFERENT CUL- 
TURES ? 

The example of schizophrenia may be 
given. Observers with psychiatric exper- 
ience in the East and in the West(22), 
have noted that hospitalized schizophrenic 
patients are less aggressive and less violent 
in India and in Japan than schizophrenics 
in western mental hospitals. Caudill (23) 
observed that Japanese schizophrenic pa- 
tients, more than patients in the Unite 
States, maintain contact with other human 
beings. | 

Schizophrenia in African natives is said 
to be quieter and less florid—a poor imita- 
tion of European forms(24). Twilight or 
confusional states, often of short duration, 
are common. Severe schizophrenics in var- 
ious stages of deterioration, with marke 
blunting of affect and poorly organized, 
autistic thinking, prevail or at least come 
predominantly under the care of psychia- 
trists. Most observers agree that the hebe- 
phrenic form of schizophrenia is most COM — 
monly seen and that the paranoid form P 
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is relatively uncommon. Hallucinations, 
auditory and visual, are systematized and 
have a predominantly mythological con- 
tent. Delusions of being bewitched or 
poisoned are most common. 


4. ARE THERE ANY PSYCHIATRIC SYN- 
DROMES SPECIFIC TO CERTAIN GEOGRAPHICAL 
AREAS OR CULTURAL CONFINES ? 

Such syndromes, to mention just a few, 
have been described under the names of 
Koro, Latah, Imu, Arctic hysteria, Young- 
da-Hte, Hsieh-Ping, Susto and Windigo 
psychosis. 

Patients suffering from Koro, a disorder 
reported from Malaya and Southern China, 
are suddenly seized by the belief that their 
| penis is shrinking into their abdomen. To 

forestall such an event which, according to 
popular belief, would lead to death, elabo- 
rate preventive measures are taken, such as 
clamping the penis into a wooden box or 
lying a red string around it(12). 

Latah has been reported from various 
parts of the world (among the Malay races, 
as Imu among the Ainus of North Japan 
and as Arctic hysteria among Eskimos and 
Siberian natives). It is usually precipi- 
tated by fright, occurs in middle-aged 
women, and is characterized by a trance- 
like state with automatic obedience, alter- 
nating with motility storms, echolalia and 
echopraxia (12). 

A trance-like state under the name of 
Hsieh-Ping has been reported from For- 
mosa(13). The symptoms during seizures, 
Which last from half an hour to many hours, 
consist of tremor, disorientation, clouding 
of consciousness and delirium, often ac- 
companied by visual or auditory hallucina- 
tions, An outstanding feature is ancestor 
identification, Magical and mystical animal 
transformation states have been reported 
from Indonesia(8). 

Sal y Rosas(25), one of our correspond- 
ents from Peru, reports on a condition 
named Susto (magic fright). It is precipi- 

tated by a violent fright experience, occurs 
Usually in children and adolescents and is 
Characterized by intense anxiety, hyper- 
excitability, and a state of depression ac- 
companied by considerable loss of weight. 

patients believe that their “soul” has 
E Separated from their body, and has 
еп absorbed and kidnapped by the Earth. 


The treatment applied consists of ma 
acts to recover the fugitive or ro| 
spirit. 

To return to the question raised, it í 
pears that the syndromes described co 
tute, to some extent, clinical entities, th 
they are less specific nosologically 
is frequently believed. Phenomenolo 
overlap between some of the syndro 
described under different names in 
graphically widely separated areas is notici 
able. According to local psychiatric obs 
ers, most of the syndromes have b 
regarded as culture-bound variants 
hysteria. 1 


SOME PSYCHOCULTURAL AND SOCIOCUL 
CONSIDERATIONS А" 


Thus far a brief account has been 
of observations which have been m 
appraising their significance, psycho 
as well as sociocultural variables | 
be taken into account. M 


PSYCHOCULTURAL VARIABLES 


Obsessional neuroses. The 
sence of obsessional neuroses in 
cultures, e.g. in African negroes( 
Chinese(13) could be attributed: to 
disinclination of obsessive-compulsives 
over the world to consult psychiatrists ; to 0 
the mitigating effect of lenient early to } 
training on sphincter morality develop- - 
ment; to externalization of a threatening. 
superego in the form of popular belie 
and superstitions; and to absorption of — 
obsessional defences into culture dictated — 
rituals. : $ 

Depression. The rarity of depression, if 3 
indeed it is rare, in certain cultures, e.g. _ 
among African natives, has been accounted _ 
for : by a weak superego formation, by pre- . 
dominance of projective mechanisms and 1 
by the prophylactic effect of ritual and | 
ceremonial observances following a death. 
Contrasting the high incidence of con- | 
fusional excitement, often combined with — 
homicidal behaviour, and the rarity of de- x 
pression, P. K. Benedict and Jacks(27) - 
suggest that in non-literate cultures hos- - 
tility of psychotics is channelled outward, 
whereas in Euro-American culture hostility 
is more often directed inward. 

Schizophrenia. Divergent views have _ 
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een expressed regarding the relevance of 
Oriental cultures to the incidence of schizo- 
phrenia. It has been suggested that the 
Eastern way of life (a) predisposes to 
schizophrenia(2) (b) conceals it in prizing 
and rewarding schizoid trends(28) and 
(с) safeguards against it by providing out- 
for introvert tendencies(29, 30). 
eyond this, it is obvious that the con- 
t of schizophrenic delusions is condi- 
ned by culturally patterned orientation 
that their paucity or richness reflects 
modalities of mental and behavioural 
ities inherent in diverse cultural sys- 
ns. 


SOCIOCULTURAL VARIABLES 
As regards sociocultural variables the 
ects of detribalization, urbanization, cul- 
е change, migration and culture-deter- 
ned differences in psychotherapy will be 
efly dealt with. 
1. Observations made in various parts of 
са(31, 7) and in Haiti(32) show that, 
ural, backward and tribal native popu- 
tions enter urban areas, mental disorders 
ease in frequency and their clinical 
estations approximate those of the 
European white settlers. 
2. There is general agreement that radi- 
culture change is felt by large sections 
f the affected populations as a stressful 
perience. A frequent result of stressful 
periences of this kind is an increase in 
ntisocial behaviour. However, differing 
responses to similar experiences have been 
noted in culturally distinct groups. Thus, 
in Israel(33), Po immigrants from 
nisia have a high rate of delinquency 
nd of other forms of antisocial behaviour 
whereas Yemenites have a low rate. 
Other apparently culture-bound variants 
mental phenomena reported in migrants 
ude a high frequency of bronchial 
sthma in Traqui Jews migrated to Israel 
E arsi "pu pains in Indians 
g from the es 
tities of Peru(18). to the coastal 
n2 Crosscultural evidence indicates that 
differences in culturally based attitudes to- 
rds the mentally ill and towards mental 
hospitals may influence rates of commit- 
it and of release. Irrespective of avail- 
ility of mental hospitals, there is a high 
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tolerance in Oriental and African societies 
for what in the Western world would be 
considered seriously disturbed behaviour. 

Cultural premises influence types of 
treatment procedures in different cultures. 
For instance, adherence to traditional sys- 
tems of values seems to account for the 
resistance of Japanese psychiatrists to psy- 
choanalysis and their preference for ego- 
directed forms of psychotherapy founded 
on established and accepted religious sys- 
tems. Prominent among these are : Morita- 
therapy based on Zen Buddhist disciplines 
and Nishimaru’s Confucian based persua- 
sion therapy (34). 

Still another aspect of cultural orienta- 
tion is applied to psychotherapy by Spiegel 
(35) who showed that the goals of psy- 
chotherapy and the therapeutic process as 
such, are influenced by concordant or 
discordant cultural values of therapist and 
patient. 


CRITICALLY ASSESSING VALIDITY OF DATA 

The general survey given throws into 
relief the numerous difficulties which beset 
the student of, and investigator in, the 
field of transcultural psychiatry, some of 
which follow. 

Variability of the concepts of mental 
health and illness. While it is difficult 
enough to agree on what is “normal,” “still 
normal” or “already abnormal” in ones 
own culture, these difficulties are multi- 
plied if standards of normality and ab- 
normality established in one culture have 
to be compared with those in an entirely 
different culture. Application of Western 
standards of normality by Western psy- 
chiatric observers in dealing with primitive 
societies may result in grave errors regarc- 
ing the frequency of mental illness owing 
to ethnocentric orientation and ethnocentric 
bias. 

Moreover, it has been pointed out that 
historically and geographically disease de- 
tection, disease-naming and disease ac- 
ceptance are conditioned by the prevailing 
social and cultural systems of medical be- 
haviour(17) ie. “being sick” is a cultura 
phenomenon in itself. For instance, shaman- 
ism which would be regarded as patho- 
logical by us is regarded as normal in the 
countries in which it is practised and dys- 
menorrhoea becomes an illness only if the 
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social system in which the sufferer lives 
considers having pain with menstrual 
periods as an illness. As mentioned before, 
the same argument applies to the absence 
or presence of depression in primitive 
societies. 

Variability of nomenclature. Visitors from 
the Far East, accustomed as they are to 
Kraepelinian diagnostic criteria, are usually 
amazed by the much wider conception of 
the term in North America. Similarly, the 
relatively high figure for incidence of the 
manic form of manic-depressive psychoses 
in some cultures has been attributed to the 
tendency of local psychiatrists to diagnose 
states of excitement as manic rather than 
as catatonic excitement or schizo-affective 
state as undoubtedly many psychiatrists 
would(17, 27). 

Variability of locale of observations. Data 
on mental illness in primitives, as far as 
psychiatrists are concerned, have been pre- 
dominantly obtained from hospitalized pa- 
tients. Since in native culture, a majority 
of the patients suffering from mental illness 
do not seek medical help or are attended 
by native practitioners, observations based 
on hospitalized patients deal with a highly 
selected population. Comparison of ob- 
servations made in field studies with hos- 
pitalized patients is clearly impossible. 

Other difficulties encountered іп es- 
tablishing valid comparisons include inade- 
quate training of anthropological observers 
in psychiatry and inadequate training of 
Psychiatric observers in anthropology, as 
well as differences in the quality, training 
and orientation of the psychiatric observers, 
in the methods of sampling, in the intensity 
of the investigation, and in the methods of 
Computation of data. 

Last but not least, differences in co- 
Operation of the populations studied have 
to be taken into account. Partly because 
they mistake the white doctor as the stereo- 
type of the “official” partly because they 
ear hospitalization, natives on being inter- 
viewed are apt to adopt evasive tactics(36) 
or to fabricate. Africans are known to be 
Breat storytellers(11). Moreover when an 
Interview with a preliterate or barely liter- 
ate person has to be conducted through an 
interpreter, distortions of meaning will 
nevitably arise. 


SUMMARY AND CONCLUSIONS 


There are many ways of viewing 
etiology of mental disease. It can be un 
stood as being due to heredity, due | 
fixation at infantile levels of instin 


tionships, due to biological dysfunction: 
and due to influences arising from inter 
personal relationships within the societ 
or culture in which an individual live 
None of these viewpoints is “wrong” 
each represents a segmental view 
multilateral process. 

In the foregoing an attempt has b 
made to survey our present knowle 
regarding the relevance of social | 
cultural factors to the etiology and 
ment of mental illness. In this survey whic] 
inevitably had to be incomplete many ques 
tions have been raised and few have b 
answered. It has been shown that thi 
major categories of mental disorders 
ubiquitously, that there is some evidenci 
that they are distributed unevenly, th 
nosological differences exist between d 
ferent cultural areas and that differem 
both in frequency and in nature of cli 
manifestations can be related to cultu 


pecially of comparative quantitative stud 
but also of qualitative studies have be 
pointed out. 
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THERAPEUTIC RE-ORIENTATION 
CLINICAL EVALUATION OF A 
INHIBITOR (W-1544-A) (PHENELZINE (NARDIL +)? 


WILLIAM FURST, M.D., F.A.P.A.* 


Humphrey Osmond(1), in discussing 
historical considerations in “Chemical Con- 
cepts of Psychosis” stated, “When you are 
searching for a needle in a haystack, the 
knowledge that someone has pricked a 
finger ought to be encouraging.” It would 
appear that in this era of ataraxics and 
energizers some investigators have experi- 
enced lancinating wounds. 

In 1939 I was a first year staff psychiatrist 
at Norristown State Hospital in Pennsyl- 
vania. At Dr. A. P, Noyes’ weekly diagnos- 
tic conference, the following case was pre- 
sented : 


A female, aged 54, hospitalized for 2 years, 
exhibited marked retarded depression, anergia, 
insomnia, anorexia, and anhedonia. She had 
twice tried suicide, Her predominant remark 
was “I feel dead inside and wish I were dead.” 
Her lips were cracked and her neck showed 
reddish discoloration. Her tongue was dry 
Constipation was extreme. Her ward physician, 
then in analytic training, offered a diagnosis 
of Involutional Melancholia and proceeded to 
give his psychopathological formulation from 
the then current Freudian viewpoint. “This 
patient suffered from penile envy as a child. 
Having a baby, to her, equalled having a penis. 
Menstruation meant the capacity to have a 
baby (or penis). Cessation of menstruation 
caused an awakening of infantile attitudes 
concerning castration. Thus involutional de- 
Pression unconsciously was related to a dis- 
appointment over the lack of a penis.” In 
discussing the case I remarked that the clinical 
picture was suggestive of the depressive state 
accompanying pellagra, for which nicotinic 
acid might be of value. The laughter of my 
colleagues squelched me. It was then heretical 
to object to dynamic analytic formulation. 


I was then aware of Bleckwenn's(2) re- 
Dort in 1930 on the intravenous use О 
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IN SOME DEPRESSIVE STATES : | 
NEW MONO-AMINE OXIDASE 


T 
sodium amytal in altering affective stat 
Accordingly, I gave the patient a soli 
of 3X grains of sodium amytal intravenou 
ly. Her response was dramatic. Wil h 
minutes she was conversant, describing 
intense relief that something could 
her. Within 2 hours she again relapsed ii 
her former state. I am sure this reac 
has occurred in the experience of п 


improved. But how did improvement 
cur? This thought 
events leading up to it remained with me 
The era of electroshock treatment did т 
obliterate it. Moreover, numerous refi 
of depressive psychoses from psychoanal 
who conceded defeat with analytic t 
(and whose patients responded to E 
served only to heighten my curiosity. 
we really know anything specific a 
most depressive states other than | 
theory or empirical result ? 

In January 1957, when my attention 
directed to iproniazid by Kline, et al.(3), 
the experience of 20 years before sparked 
my curiosity. Perhaps iproniazid, related te 
nicotinic acid, was a breakthrough to 
more specific understanding of depres 
states ? 

Accordingly, I treated 100 cases of sev 
depressive syndromes with iproniazid, re- 
porting my results to the Eastern Psychi- 
atric Research Association in October 1957 
(4). Approximately 3 out of 4 cases re- 
sponded as well as, if not better than 
ECT. This experience has been verified b 
others. ae 

Zeller’s(5) contribution that iproniazid 
inhibited mono-amine oxidase suggested 
potential pharmacological understanding, 
for the improvement clinically demonstra 
ble. ^ 

Brodie, Spector, and Shore(6), demon- 
strated the potential importance of 
brain “neuro-humors” serotonin and no 
epinephrine, and their relationship to 
enzyme mono-amine oxidase. Iproni 
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biting mono-amine oxidase, increased 
able brain nor-epinephrine and sero- 
for “normalizing of cerebral activity.” 
it likely then that mono-amine oxidase 
ibitors act as catalysts in psychological 
gy exchanges? In depressive syn- 
omes, where anergia is such a dominant 
mmptom, the recall of a basic law of 
hysics, that "energy can neither be created 
or destroyed, but may be transformed" 
ms rational within the conceptual frame- 
of "psychic energizing." Psychiatrists 
nust now give attention to this new param- 
ter and also integrate these concepts with 
t neurophysiological data concerning 
it, brain coding and de-coding, feed- 
systems and output mechanisms. 
hile these concepts bring us closer to 
psychophysiological understanding of 
peutic effectiveness, there are still 
y blind spots in the theoretical con- 
ction, but for the present, new insights 
accumulating in the etiology of “depres- 
m.” Reflect for a moment on an excerpt 
om a recent address by Aldous Huxley, 
tled “The Final Revolution." Therein 
discussed “the social, ethical, and re- 
ous implications of the new biochemico- 
hological techniques which are making 
possible to act directly on the human 
ism rather than, as was the case with 
arlier revolutions, on the environment with 
t hope of changing behavior indirectly.” 
LOGY 
Evaluation of mood disorders requires 
tion to the outstanding manifestation, 


lepression. Glibly we talk of the treatment 
Ё depression, frequently using the symp- 
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tom and the syndrome interchangeably. 

When we communicate within the 
framework of reference of "depression," 
exactly what do we mean ? Much confusion 
exists. Garmany(7) studied 525 depressives 
divided into 3 categories : 

A. In the manic-depressive endogenous 
type, depression comes from within, mean- 
ing the same as idiopathic, i.e., one does not 
know why it happens but that it is a disease 
entity. 

B. In the involutional depression, the age 
range is usually menopausal to old age. 
There is a pre-morbid compulsive perfec- 
tionistic personality. No previous attacks 
have occurred and usually hypochondriasis 
and agitation have been associated. 

C. In the reactive type, there is a pro- 
gressive reaction to events and thus it is 
not considered as a disease entity. 

Garmany concludes that the differentia- 
tion between these types is an unreal one 
and that their distinction is merely a matter 
of quantity rather than quality of the 
disease. 

I take issue with these conclusions since 
this traditional concept maintaining the in- 
fluence of primary situational factors and/or 
intra-psychic conflict denies the psycho- 
pharmacologic and physiologic understand- 
ings which are slowly accumulating. A more 
meaningful nosological classification of de- 
pressive states is long overdue. 


W-1544-A (PnEkNELZINE) (Nanni) 


Due to the hepatotoxicity of iproniazid, 
intensive search has been underway for 
substitute effective analogues. In September 
1958 the experimental compound W-1544-A 
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STRUCTURAL RELATION OF NICOTINIC ACID AND ĪPRONIAZID 


о CH; 
COOH CONH, CNHNHCH 
k Я CH, 
» и N N 
^ Nicotinic Acid Nicotinimide Iproniazid 
4 (Niacin) (Niacinimide) l-iso-nicotinyl 2-propyl 
: hydrazine 


was made available to me for clinical 
screening. The structural formula is : 


CH. CH,NHNH, 


B-phenethylhydrazine 
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CuemicaL Conricuration or W-1544-A 


(W-1544-A) in common 
with iproniazid, J.B. 516 (Catron), and 
numerous other gs, is a potent mono- 
amine oxidase inhibitor. Experimentally in 
vivo animal testing demonstrates that 
W-1544-A effects approximately 5 times 
more mono-amine oxidase inhibition than 
iproniazid. Furthermore, 1/5 the dose of 
W-1544-A increases brain serotonin in ex- 
perimental animals higher than iproniazid 
(8). It is of interest to note the structural 
similarity of W-1544-A and iproniazid to 
other sympathomimetic drugs, i.e., ephe- 
drine, nor-epinephrine, and amphetamine. 

W-1544-A in its action resembles sym- 
pathomimetic amines. It has a prolonged 


Phenelzine 
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effect on mono-amine oxidase 
cumulative in action on repeated a 
tration. t 


TEST SAMPLE 
In this experiment, non-hospita 
tients were carefully selected from p 
practice primarily for the clinical 
of the depressive syndrome charact 
by anergia, anorexia, anhedonia, 
loss, insomnia, and depression. Situa! 
factors were either minimal or absent: 
portive psychotherapy was minimal 
essentially of the repressive rather 
expressive type. "n 
DOSAGE 3 
In this screening study oral c 
ranged from 60 mg. to 90 mg. dail 
divided doses. If response was obta 
within one week or less, the dosage 
gradually adjusted downward. Pyrid: 


Maintenance doses of 6 mg. daily 
1544-A were eventually achieved in 
4 to 6 weeks and continued 2 to 3 m | 


or longer. 


Epinephrine 
(Adrenalin) 


Norepinephrine 
Amphetamine 
(Benzedrine) 
Ephedrine 


W-1544-A 


Iproniazid 


2 THERAPEUTIC REORIENTATION П DEPRESSIVE 
DE EFFECTS 1 previous hepatorenal disease is a relative 
On this regime there have been relatively i coe at Ec. - wed 
E i iate ory studies. No in- 
4 вдача ал мее i po ty between phenelzine and 
guished from depressive concomi- electrotherapy has been noted in 10 treated 
Those observed were : patients. 
Probably due Probably due -— jg 2D 


to drug effect to disease effect Extensive experience with iproniazid ^ 
permits comparison as follows : 


IPRONIAZID  W-1544-A 

Drug potency Н+ 9 
Hypotension 4e 
Appetite stimulant +++ 
Weight gain 
Edema 
Libido 
Insomnia 
Jaundice 
Tremors 
Constipation 
Paresthesias 
Heartburn and bloating 
Headache and/or 

dizziness 
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COMPARISON EFFECTS OF 
Tprontazip AND W-1544-A 


me Errecrs Due то W-1544-A 


DICATIONS 
is e has mia drug potentiations LABORATORY DATA 
sedatives and narcotics. In one in- Pre-test urinalysis, C.B.C., alkaline phos- 
incompatibility with Wyamine, pro- phatase, thymol turbidity, and cephalin 
severe headaches, was noted. Dental flocculation tests were compared with simi- 
n with adrenalin-novocaine local lar findings determined after the second 
à may have produced adverse month of ingestion. To date no significant 
T pressure effects. As with all drugs of abnormalities have been detected in 30 
mono-amine oxidase inhibiting group, cases studied in this series. ; 
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50 


; 36 
Бег of patients approaching remissi 
iber of patients ST 3 2 
ber of patients unimproved, not 
pleted more than 4 weeks of treatment 14 
emissions of patients completing more than 4 weeks treatment 


tients unchanged who completed more than 4 week 
remissions in total series : on geo 
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SUMMARY 


A re-orientation to theory and therapy 
of some depressive states is slowly coming 
into sharper focus. The sequence of events 

| developing from the response of a de- 
pressed patient to nicotinic acid and its 
relation to iproniazid is presented. Psychic 
energizers, mono-amine oxidase inhibitors, 
serotonin, and nor-epinephrine may have 
etiologic relationship in depressive dis- 
orders. Neurophysiological findings must 
also be integrated with psychopharmaco- 
logical researches. A more specific noso- 
logical re-classification to recognize that 
involutional melancholia, manic-depressive 
states, and reactive depression may vary 
qualitatively rather than quantitatively is 
in order. Clinical experience with phenel- 
zine (W-1544-A), a new mono-amine Oxi- 
dase inhibitor, is presented as to drug 
characteristics, dosage, side effects, thera- 
peutic effect, and comparability with ipron- 
iazid. In a preliminary screening at the 
private practice level, 69% of 36 patients 
who completed more than 4 weeks of 
treatment with W-1544-A showed remission 
from endogenous depressive states. 


CONCLUSIONS 

1. Phenelzine (W-1544-A) is a potent 
anti-depressant drug approaching the 
therapeutic effectiveness of iproniazid. 

2. In a screening test with severely de- 
Pressed ambulatory private patients, no 
jaundice, abnormal weight gain, or signifi- 
cant hypotension was noted with W-1544-A. 
This is in sharp contrast to the use of 
iproniazid administered under comparable 
Conditions and similar dosage. 

3. W-1544-A is a further advance in the 
Psychopharmacologic, theoretical, and ther- 
apeutic re-orientation to depressive illness. 
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DISCUSSION 
DoucLas GorpMaN, M.D. (Cincinnati, 
Ohio ).—Dr. Furst's paper is concerned 
two properly related topics: first, th 
peutic re-orientation in some depressive 
states, and second, clinical evaluation of а 
new mono-amine oxidase inhibitor. Fror 
long experience in the treatment of de- 
pression in private patients and in s! 
hospital patients, and from strong pe: 
bias in favor of organic orientation in psy: 
chiatry as well as in favor of physical and 
pharmacologic ods, І an. 


treatment meth 1 
ticipated a great deal of satisfaction in th 
opportunity to study the material in 
paper. The cause of organic understa 
in psychiatry, however, will not be pro- | 
moted by any but the most carefully 
documented data whether in relation to 
theoretic formulation or evaluation of new 

treatment methods. I am in complete agree- 
ment with Dr. Furst in his rejection of any | 
analytic formulation as an explanation of 
the etiology of depression, but the attempt. 
to relate the occurrence of pellagra in 1939 4 
when it was all too common in state hos- 
pitals to the etiology of depression of long | 
standing (which indeed might have been ( 
the cause of the pellagra), and relating the ^ 
therapeutic effects of nicotinic acid with 

those of any amine-oxidase inhibitor of. 
whatever chemical structure, is so strained _ 
that it represents a close approach to a psy- _ 
chiatric, chemical, and pharmacologic non- | 


uitur. ‘ 
"t is certainly evident to most of us that - 
the concept of depression requires clari- | 
fication, but there is as yet no warrant f 
criticizing Garmany's division of depressive - 
patients into 3 categories : endogenous, in- | 
volutional and reactive, on the basis of - 


armacologic or physiologic understand- 
g. Our knowledge, in spite of a great 
of effort on the part of many indi- 
‘viduals and groups of careful workers, has 
not progressed to the point of clarifying 
_and re-organizing clinical concepts. It may 
‘well be that physical and pharmacologic 
‘treatment methods are effective in the 
‘treatment of depression, but empiricism, 
however gratifying and practical, is no 
substitute for understanding based upon 
ES А . 
- knowledge of etiology, anatomy and physi- 
ology. We are, in the understanding of the 
mptom, depression, at a level similar to 
t of the clinician dealing with fever 
rior to the discoveries of micro-biology 
nd without the understanding of neuro- 
physiologic control of the temperature 
mechanism. 


iting hydrazides. We have used the 
terial in a variety of state hospital pa- 
tients with various depressive manifesta- 
ns, occurring in a number of different 
clinical categories. We have treated 45 pa- 
nts with W-1544-A over a period of 1 to 
months as part of a larger project in- 
Ee a number of anti-depressant drugs, 

amine-oxidase inhibitors and sub- 
without this property. In such a 
у of the effect of anti-depressant drugs, 
concept of “psychic energy,” is revealed 
a useless mis-application of a good 
entific word. As Dr. Brodie pointed out 
a previous discussion along this line, 
e word “energy” refers to a measurable 
ysical property that can be expressed in 


. Anti-depressant drugs have certain spe- 
cific Clinical properties that distinguish 
them from stimulants and from those anti- 
“psychotic substances rather 
called ataractics. All kinds of depression 


enic withdrawal, disappointment and 
ef do not respond. Only the specific kind 
of illness recognized by every psychiatrist 
‘as depressive, whether considered “endo- 
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genous,” “dysphoric,” or otherwise quali- 
fied, responds brilliantly to the use of the 
anti-depressant drugs. These drugs are not 
all mono-amine oxidase inhibitors. Other 
important properties of these drugs mani- 
fested clinically are the activation of schizo- 
phrenic symptoms in schizophrenic patients 
only, and the “over-shooting” of therapeutic 
effect with production of active manie 
manifestations in those depressive individu- 
als who are susceptible to them. W-1544-A 
has these properties par excellence in com- 
mon with iproniazid, Tofranil and other 
substances studied. These drugs therefore 
require reasonably close attention to the 
patient particularly in the earlier period of 
treatment, within the first 6 to 10 weeks. 
We have not seen jaundice with any of the 
anti-depressant drugs we have studied, and 
this includes 950 patients treated with 
iproniazid. W-1544-A remains innocent in 
this respect also. However, we have studied, 
over a long period, blood pressure fluctua- 
tions in 37 patients. Twenty-one of these, 
well over half, showed a drop of at least 
20 mm. in systolic blood pressure and 8, 
more than 20%, showed a drop to 90 mm. 
or below. This is comparable to observa- 
tions with iproniazid. It is, therefore, our 
considered opinion that blood pressure 
must be closely observed in the first 6 
weeks of treatment, at least, and that pa- 
tients who cannot be relied upon for co- 
operation should be omitted from study 
with this drug. 

We have also seen two instances of hy- 
perkinetic excitement produced by W-1544- 
A. This effect, also observed with other 
anti-depressant drugs is not to be confused 
with over-stimulation. It subsides promptly 
on the use of an effective phenothiazine, 
such as triflupromazine or perphenazine, 
given parenterally by preference under 
such circumstances. 

We consider W-1544-A an extremely po- 
tent and useful anti-depressant agent 
requiring mature clinical skill in its use 
It represents a significant addition to the 
list of drugs of psychotherapeutic value. 
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CONSIDERATIONS IN DETERMINING A MODEL 
FOR THE MENTAL HOSPITAL * 


MORRIS S. SCHWARTZ, Pu.D., anv CHARLOTTE GREEN SCHWARTZ, М.А. 


The controversy over the size of the 
mental hospital is but one of the many 
issues about the organization of inpatient 
facilities for mental patients. Other issues 
deal with the theoretical orientation that 
should guide such a facility or the treat- 
ment it should use. Some practitioners 
maintain that the basic orientation should 
be somatic ; others hold that it should be 
psycho-social; still others attempt some 
combination of orientations. Drugs, indi- 
vidual psychotherapy, and milieu therapy 
are each advocated as the primary form of 
treatment. 

It seems to us that a basic problem re- 
lated to these specific issues concerns the 
. model that is appropriate for an inpatient 
facility. That is, what plan or blueprint 
should serve as a guide for developing the 
form and social organization of a treatment 
institution for mental patients ? Should it 
resemble a general hospital, a school, or 
set of family units ? Before such a model 
can be developed, certain considerations 
must be faced. In this paper, we would 
like to direct attention to what we feel are 
basic considerations in devising a model 
that would have potentialities for effective- 
ly contributing to the improvement of 
patients. We recognize that more than one 
model may be required. We are not con- 
cerned here with describing the kinds of 
models suitable for different types of pa- 
tients, but with some considerations that 
have to be taken into account in arriving 
at such models. 


THE FEASIBLE AND THE 
DESIRABLE INSTITUTION 
In conceptualizing a model for an in- 
patient facility, it is important to consider 
oth the institution that is feasible and the 
One that is desirable. Focusing upon the 
feasible directs attention to what can come 
about in the immediate future ; considering 
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the desirable can help establish long-te 
goals that, in turn, will affect decisio 
made in the present. A basic difficulty 
the discussions of inpatient facilities is the 
frequent failure to distinguish between the 
feasible and the desirable. Practition 
often fail to make clear whether they are 
referring to what they believe should be 
or what they think can be achieved in the 
immediate future. Thus, in the present 
controversy over the size of the facility, 
do some practitioners support the idea of 
the large state mental hospital because they 
think it is the only feasible pattern at pr 
ent while their opponents attack it beca 
they believe the conventional state hospital 
is undesirable ? If the participants in such 
discussions stated from which of the 
standpoints they were speaking, the issu: 
might be clarified and fruitless talking p: 
each other might be avoided. 
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THE THEORETICAL ORIENTATION TOWARD 
MENTAL ILLNESS AND ITS TREATMENT 

Another important set of considerations z 
is the practitioners conceptions of mental 
illness and its treatment, Often kept im- - 
plicit, these conceptions partly determine | 
his ideas about what patient needs are, how — 
these needs can be met, and what can be 
done to facilitate patients’ improvement. — 

A different type of facility may be re- 
quired if the mental illness is seen as à - 
function of faulty interpersonal relations | 
to be treated via interpersonal means than — 
if it is conceived of as an organic dis- . 
turbance for which somatic therapies are _ 
indicated. In the former case, the primary - 
orientation would be on organizing, direct- - 
ing, and utilizing interpersonal relations for - 
patient benefit. In the latter, the primary _ 
function of the social organization would | 
be to facilitate the administration of so- - 
matic therapies. If the conception of illness. 
encompasses both the interpersonal and the 
somatic, the facility would need to be dif- 
ferent from one based exclusively on either 
conception. 

It seems to us that if practitioners are 
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to develop a rational plan, they must 
make explicit their conceptions of mental 
illness and its treatment, the bases for their 
ideas, and the implications of these con- 
ceptions for the form and organization of 
an inpatient facility. From such specifica- 
tion they can begin to draw the connections 
between theory and practice and develop 
the outlines of a facility accordingly. 


THE PURPOSES AND INTERESTS PRACTITIONERS 
WOULD LIKE THE FACILITY TO PURSUE 
The goals of the facility must be con- 
sidered in planning it. Although the stated 
goals may be to treat patients and to help 
them return to society, a mental institution 
_ usually has other goals, such as : protecting 
| society against deviants, protecting patients 
against themselves and each other, and 
caring for certain persons unable to care 
; for themselves. These goals must be clari- 
s fied and related to one another. This should 
| help the practitioner discover the social 


Structure most suitable for achieving the 
primary чн 
_ Ordinarily, the hierarchy of purposes is 
- not clearly specified, and practitioners try 
{0 pursue a number of purposes simul- 
_ taneously without giving primacy to any 
one. This lack of clarification of the facili- 
| ty’s purpose and of the conditions under 
Which one or another purpose takes pri- 
_ macy makes it difficult to discover the kind 
"of social structure that will most adequately 
_ Carry out these purposes. 
7 For example, if the major purpose is to 
L re-educate and re-socialize patients, the 
_ Practitioner must specify the kinds of social 
situations to which patients will return and 
the nature of the problems they will face. 
не then can begin systematically preparing 
— patients for the roles they will assume 
| outside the institution. This would mean 
that the form and structure of the facility 
- must be oriented to the processes of un- 
" learning and relearning social behavior and 
| to guiding patients through a series of 
graded tasks and learning situations until 
| they graduate to the outside. If the practi- 
- tioner takes the primacy of this purpose 
| seriously, he cannot just add the re-educa- 
_ tion idea onto the operation of the conven- 
tional mental hospital. The entire organiza- 
tion of the facility would have to revolve 
around this conception, and other elements 
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would be subservient to this purpose. 

On the other hand, if the primary pur- 
pose is to protect society against the patient, 
another type of social organization would 
be more appropriate, directed toward 
maintaining control, surveillance, and re- 
ducing the risks of patient misbehavior and 
destructiveness. 

Usually it is necessary to work out a 
balance between a number of different 
purposes. For a multi-purposed institution, 
it is important to be clear about the condi- 
tions under which one purpose takes pre- 
cedence over another. 

Furthermore, it is important for the 


like to have on patients as a result of their 
stay in the facility, in terms of cure, re- 
organization of personality, improvement, 
alleviation of symptoms, prevention of 
further deterioration and the like. Practi- 
tioners also hope their patients will attain 
a more adequate degree of functioning in 
social roles or develop the ability to get 
along outside a mental institution. 

While some practitioners believe it is 
important to make treatment objectives 
explicit, they often fail to make explicit 
the social objectives that they hold for 
patients. Even less frequently do they con- 
sider the connection between their ob- 
jectives for patients and the way the 
facility needs to be organized to attain 
these objectives. 

We would maintain that the practi- 
tioner's treatment objectives imply a set of 
social values. These values become em- 
bodied in inpatient facilities. Some institu- 
tions, for example, largely reflect the values 
of having patients “get along with people, 
abide by institutional rules and regulations, 
and be cooperative members of hospital 
society. Many of the institution's forms are 
directed toward insuring patient com 
formity. | 

But if a practitioner values individuality 
and uniqueness in patients, he would have 
to develop a structure that would minimize 
restrictiveness on patient behavior ап 
would encourage spontaneity. The two 
social structures would necessarily differ. 

But whatever the purpose or purposes 
and whatever the specific treatment ob- 
jectives and social values for patients, it Б 
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mecessary that each be made explicit in 
order to evolve a model that can meet 


these ends effectively. 
SUMMARY 


In this paper, we have discussed what 
we consider to be a basic problem in the 
field of inpatient care : the relative lack of 
exploration and analysis of the considera- 
tions basic to developing a model for an in- 
patient facility. We have suggested 3 con- 
siderations that we feel are important in welfare. 
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Check crimes are among the leading 
causes for commitment to penal institutions 
and probably result in greater financial 
loss to the community than any other form 
of crime. It has been estimated that check 
forgery costs the United States $535 million 
each year(1). The armed robber receives 
more publicity than the check offender yet 
the latter is far more successful in his depre- 
dations. The pen is indeed mightier than 
the sword. 

Check offenses include signing the name 
of another person or of a fictitious person, 
altering the value of a check and writing 
a check with the knowledge that there are 
insufficient funds in the bank to cover it. 
Legal terms for check crimes include for- 

_ gery, confidence game, no account checks 
_ and short checks. A gullible public, dif- 
ы ficulty in detecting the offender, and the re- 
luctance of some victims to prosecute con- 
tribute to the problems of prevention. 
The 300 subjects of this study include 
"mental hospital patients with a history of 
| check offenses, penitentiary inmates and 
_ check offenders referred by the courts for 
_ psychiatric examination. Although the 
' group is not a statistically representative 
cross section of the check offender popula- 
tion, it nevertheless includes a wide range 
_ of check offenders. Recidivist check of- 
[ fenders may be classified, according to 
their pattern of criminal behavior, as skilled 
and unskilled bogus check writers, check 
- thieves, “pushers” and short check writers. 
| Occasional check offenders and psychotic 


Check writers are considered separately. 


| The skilled bogus check writer plans his 
| check passing carefully, limits it to a brief 
4 period in a large town and then moves 
quickly to another state where he repeats 

— his offenses when his funds are exhausted. 
EN The checks are printed with the title of a 
_ state or city government, a widely known or 
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a nonexistent company. In the latter case 
a bank account may be opened but only a 
small deposit is made. The check may be 
labelled payroll and the value, which is 
printed with a protectograph, is for an ir- 
regular amount such as $88.72 to give the 
appearance of a payroll deduction for in- 
come tax. A large number of checks are 
passed late Friday afternoon and Saturday. 
When the bank discovers the fraud the fol- 
lowing Monday, the check writer is al- 
ready in another state. 

When detected he seldom contests the 
charges and rarely enters a plea of insanity. 
A minority are extremely successful in 
evading prosecution by jumping bond or 
by simulating insanity. The skilled bogus 
check writer is usually of above average 
intelligence, between 25 and 40 years of 
age, and confident in his bearing. There 
may be a lodge emblem or Rotary Club 
badge in the lapel of his coat. He is well 
dressed, avoids flashy clothes and usually 
operates alone or with a female partner. 
In his youth, he may have committed other 
crimes, but now confines himself to check 
passing. 

The skilled bogus check writer is often 
very successful in his criminal behavior. 
One offender passed bogus checks amount- 
ing to approximately $55,000 in 28 states 
during an 18 month period. At the time of 
his arrest he had in his apartment, 172 
completed checks, totaling over $16,000 as 
well as 57 Selective Service cards and as- 
sorted identification cards(2). The fol- 
lowing case history is given as an example 
of this type of offender. 

Case 1. AB, a good looking, 30-year-old 
married man of superior intelligence (4 
138) had a somewhat checkered career whic 
included car theft at 15 years. He was earning 
a high income at the time of his induction 
into the Army during World War II. Unwilling 
to change his mode of living to suit his Army 
pay, he began writing bad checks which were 
at first covered by his parents. He soon be 
serted from the Army and for many years 
Was so successful as a checkwriter that he м2 
able to hire a private tutor for his children- 
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crimes were committed in his home town 
where he lived the life of a man of means. 
When necessary he would fly to a distant town, 
register a non-existent company with Dunn and 
Bradstreet as well as with a state or municipal 

cy, establish an office and obtain a tele- 
E. listing. Following publication of a new 
telephone directory, he would return, open a 
bank account and pass many checks over a 
weekend. Eventually, he became too ambitious 
and this led to his downfall. 

He opened 2 offices in Denver. In one office 
а telephone machine gave a recorded an- 
(mouncement that the manager was out and a 
“message should be left. He operated from the 
"other office and referred awkward inquirers to 
the “manager.” In a newspaper advertisement, 

offered temporary employment at good pay 
for persons with college or business training. 
It was stated that veterans would be given 
erential consideration. Prospective em- 
loyees were required to complete an, appli- 
Сайоп form listing previous employment 
. He was careful not to hire “obvious 
Characters I wouldn't cash a check for if it 
Was solid gold." 

The 40 persons selected for employment 
were told that he was making a secret customer 
Survey to determine the effort being made 
by appliance retailers to sell General Electric 
‘Products as opposed to those of rival firms. 


best reports were promised permanent em- 
Ployment with General Electric as district 
Supervisors. As security for return of the bal- 
@nce on the checks, they were required to 
leave adequate identification. One of his em- 
Ployees, a former policeman, became suspi- 
tious and when the bank president’s Saturday 
Afternoon golf was interrupted to check the 
amount in deposit, the fraud was discovered. 
B was particularly irked by the employees 
lure to mention his former employment as 
police officer in his application form. 


The unskilled bogus check writer seldom 
“emonstrates the careful planning, inge- 
E and resourcefulness of the skilled of- 
lender. He tends to repeat his offenses over 
P long period of time in the same locality 
And writes personal rather than business 
d s. The name of a former employer, 
Acquaintance or fictitious person is us 

ough not infrequently he signs his own 


name, either as payer or payee. The 
are for small amounts and in the case of 
addicts are used to purchase alcohol or 
drugs. Many of these offenders are socio- 
paths, alcoholics or drug addicts. 
Frequently upon arrest a plea of insanity” 
is made. In support of this plea the suspect” 
may claim that he had money when ће 
wrote the checks and that the checks were - 
written to buy golf balls for which he has 
no use as he does not play golf. Inquiry will 
show that the money was small in amount - 
ог not readily available and that the golf- 
balls were purchased to persuade a store- 
keeper to cash his check. Further complaint 
is made that he must be crazy to write his 
own name on the checks and to continue 
such offenses despite repeated im 
ment. He adds, correctly, that he will get 
into trouble again if sent to prison P 
requests treatment in à mental hospital - 
Other suspects claim amnesia and give à 
history of blackouts following head injury. 
Usually, the amnesia is simulated or 
originated in alcohol, the head injury was 
slight and the blackouts are not epileptic 


boxes. They may cash these checks them- 
selves or more commonly employ “pushers” 
to cash the checks for a small commission. 
“Pushers” are other criminals, skid row ^ 
residents or unsuspecting casual acquaint- — 
ances. The checks are passed in taverns, ~ 
stores or in supermarkets where certain 
items such as oatmeal and baby food are 1 
purchased to give an impression of respect- - 
ability. A mimeographed "Check Passers _ 
Manual” found on a West Coast offender _ 
included hints on disguising handwriting, — — 
voice and appearance. The manual sug- 
gested that women should use padding and 
maternity clothing to facilitate both dis- - 
guise and acceptance of credentials. | 
Short check writers habitually write 
checks on their personal accounts with Ње" 
knowledge that there are insufficient funds — 1 
in their accounts. This group includes ~ 
“weekend borrowers" who cash checks on _ 
Saturdays with the intention of covering _ 
them early the following week. The loss 
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_ of time and money on the part of merchants 
. trying to collect on these checks is con- 
_ siderable. The banks do not honor these 
checks and return them to the casher. 
Nevertheless, many banks do not close such 
- accounts until a number of insufficient fund 
_ checks have been passed. Criminal charges 
are often withdrawn by the complaining 
- business firm on payment being made. In 
this manner the District Attorney's office 
is used as a collection agency, a practice 
_ which seldom meets with official approval. 
—. Occasional check offenders include bur- 
glars who do not specialize in the theft 
_ of checks, but may steal them along with 
- other items in a burglary. Other criminals 
may indulge in a single check writing spree 
but not continue this form of crime, An- 
Other occasional check offender is the 
- young sociopath who takes a perverse de- 
- light in adding to the risk of detection by 
_ writing a check on the East Bank of the 
ississippi, or by signing an improbable 
or insulting name such as U. В. Stung, U. R. 
Stuck, B. Short or the trade name of the 
gasoline sold by the service station where 
the check is being cashed. A new tenant in 
an apartment house may be tempted to 
break the law by the arrival in the mail 
of a check for the previous tenant, 
Relatively few check offenders are legal- 
insane. Of 30 legally insane check of- 
nders, 12 suffered from organic brain 
sease, 10 from schizophrenia and 8 from 
e manic phase of manic-depressive psy- 
osis. Checks passed by a confused person, 
Suffering from the degenerative changes of 
old age, are usually honored by the family 
and criminal prosecution is waived upon 
the understanding that the patient will be 
mmitted to a mental hospital by the 
уп courts. In some cases of chronic or- 
nic brain disease, secondary to alcohol- 
n, the check offenses may have occurred 
Or to, as well as after the onset of 
| ychosis. Almost 50% of the schizophrenic 
a d manic patients in this study were hos- 
] ed under civil procedures and crim- 
charges were not filed. Curiously, the 
€ patient, despite his unusual behavior, 
often not recognized as a Sick person. 
s one manic patient purchased 6 radios 
Sets in a store and his 
k was accepted without question. An- 
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other patient, a laborer, wrote over 40 
checks totaling $100,000 in 3 days for pur- 
chases which included a new truck. He 
was not hospitalized until he gave his wife 
a check for $30,000. 

Police officers familiar with this crime 
claim that recidivist check offenders show 
a close resemblance to one another in their 
personality structure. Study of the clinical 
records of nonpsychotic recidivist check 
offenders did not however permit delinea- 
tion of a typical personality profile. There 
was, however, a high incidence of socio- 
pathic personality, passive-aggressive per- 
sonality and chronic alcoholism. Eighty- 
nine, or 59%, of 150 consecutive offenders 
examined for the courts were chronic al- 
coholics. 

A wide range of intelligence is found 
among check offenders. The present group 
included 6 mental defectives. One man with 
an LQ. of 47, who was unable to read or 
Write apart from his own signature, en- 
dorsed a bogus check on the instruction of 
à tavern friend. Another mental defective, 
explaining that he could not write, endorsed 
à stolen check with an X sign. The highest 
LQ. was 140. In a group of 50 persons 
tested out of 56 consecutive admissions, 42% 
had an LQ. higher than 110, as compared 
with 25% in the general population 
(Wechsler Adult Intelligence Scale). This 
is statistically significant as there is less 
than one chance in a 100 that this could 
have occurred by chance. Eight percent had 
an LQ. above 130, compared with 2.2% in 
the general population. 

Although many check offenders confine 
themselves to this one crime, there is usual- 
ly a history of convictions for other crimes, 
particularly auto theft in their earlier years. 
In the present group other offenses ranged 
from impersonation of an officer, sex crimes 
and arson to armed robbery, assault, kid- 
napping and murder. The plane bomber, 
Graham, who caused the loss of 44 lives, 
was on probation for check offenses involv- 
ing over $4,500 at the time of his arrest. 
The repeated check offender seldom carries 
à gun and rarely commits assault. 

He gives a variety of explanations for 
his criminal behavior: "Pressure of debts ; 
family sickness ; in-law trouble ; шуо 
blackmail ; threats of physical violence + 


- 1959] 


just wanted to have a good time for once ; 
I never write checks when I'm not drink- 
ing.” Such statements do not provide an 
adequate explanation of the wayward be- 
havior. Frequently the money obtained is 
squandered recklessly. One offender gave 
$20 to a blind man, another was so pop- 
ular with taxi drivers because of his gen- 
erous tips that they would fight for his 
custom ; not a few gamble away their 
proceeds. 

A deep seated feeling of insecurity which 
is assuaged by the purchase of friends or 
by the demonstration of affluence is one 
etiological factor. Schur suggests that the 
assertion of power over the victim may be 
as important to the swindler (though per- 
haps not on the conscious level) as is ob- 
taining the sought after money or property 
(5). Every deception, every imposture is 
an assumption of power. The person de- 
ceived is reduced in stature, symbolically 
nullified, while the imposter is temporarily 
powerful, even greater than if he were the 
real thing(3). 

The incurably optimistic overindulged 

oral character like Mr. Micawber is always 
expecting something to turn up. “I have 
signed checks because I was sure my finan- 
cial position would take a turn for the 
better before they were due for presenta- 
tion.” The emotionally deprived offender 
will often commit his crime following re- 
jection by parents or wife. One such offend- 
er passed bogus checks only during his 
Wife's pregnancies, when she was unable to 
meet his excessive needs for dependency 
gratification. The crime provided symbolic 
gratification of his unfulfilled needs. 
_ A hostile component in the crime is seen 
in the offender who writes a bogus check 
for the purpose of revenge. One patient 
embarrassed his wealthy father by cashing 
bogus checks only in stores owned by his 
father’s business acquaintances. Offenders 
who are unable to express their hostility 
openly do so indirectly by swindling the 
Victim. A self-destructive component in the 
ctime is apparent in some cases. A patient 
who showed a need for punishment asked, 
Why do I pull a life sentence on the 
Installment plan ?” 

Parental contribution to the criminal 

havior is seen in the offender whose fa- 
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ther was indignant not at the legal 
gression, but at the failure to avoid d 
tion. A widow provided false alibis a 
always paid the court fines imposed on her 
son. She would hug and kiss him whenever - 
he was detected in another offense and the 
extent of her reprimand was the compla 
*You should have told me." She was vi 
dependent on her son and she complain 
that he only showed her affection when 
was in trouble. She feared that successful 
treatment would result in loss of his a 
tion and although she requested psychiatric: 
treatment for him she effectively sabotaged 
it. ў 


The crime provocative function of t 
victim deserves mention. Many small bu 
nessmen are less cautious in accepting 
checks when excessive profit is in s 
La Rochefoucauld’s statement is perti- 
nent, “One is never so close to being ¢ 
ceived as when one wishes to deceive.” 
laxity of some firms is remarkable. Ch 
without signature, employee's 
statements, the negative photostatic copy 
a government check, and obvious forgerit 
have been cashed without hesitation. 
14-year-old youth endorsed an old a 
pension check and received immediate pay- — 
ment. A 52-year-old man used a high school 
identity card without arousing suspicion. _ 

Check forgery is one of the easiest crimes — 
to commit and there is no physical danger. _ 
The need for greater scrutiny of all checks - 
to reduce the incidence of check crimes is — 
obvious. Check passers avoid stores with - 
cameras which photograph simultaneously - 
the person offering the check, his identifi- _ 
cation papers and the check itself. Educa- - 
tional programs provided by the Better | 
Business Bureau or similar organizations: 3 
have been of value in alerting shopkeepers _ 
to simple preventive measures. Check alerts” 
over the radio or by telephone publicize the _ 
theft of printed checks and discourage - 
“pushers.” i 

The deterrent value of punishment, what- 1 
ever that may be, is weakened whenever 
there is а good chance of avoiding detec- 
tion. The larger communities can well af- 
ford a police check squad specially trained 
to detect check offenders. It may cost тое 
than $1,000 to prosecute a check crime 
involving $50 and courts in small com 
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ties are sometimes reluctant to prosecute 
because of the expense. Certainly the cost 
extradition from a distant state, jury 
and possible psychiatric examination in 
e event of an insanity plea may prove a 
heavy financial burden, but in the long 
run it may be cheaper than failure to 
te. Victims, especially banks and 
yers are sometimes unwilling to prose- 
ute for fear of adverse publicity, resulting 
om exposure of their negligent business 
practices. 
The failure of imprisonment to effect re- 
tion of the check offender is reflected 
the prison slang, "Once a paperhanger 
E a paperhanger. There is a need 
more specialized penal institutions, 
ar to the Patuxent Institution ( Mary- 
f E and the Vacaville Medical Facility 
ornia), where suitable offenders may 
given psychiatric treatment while under 
erminate sentence. 
Check offenders, prior to sentencing, 
en show considerable motivation for 
atment. If probation is granted there is, 
almost invariably, a rapid loss of interest 
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in treatment combined with an expression 
of confidence for the future. It is imperative 
that regular attendance for outpatient treat- 
ment should be made a condition of pro- 
bation. As Schmideberg emphasizes, thera- 
pists must accept the unflattering fact that 
offenders usually see them initially only as 
an alternative to prison. The therapist must 
try to convert this enforced relation into 
a genuine one which can then be used to 
socialize the patient. Success in therapy 
depends upon making this conversion(4). 
The period immediately following release 
from custody is crucial and the psychiatrist 
should keep in frequent touch with his 
patient in order to forestall further offenses. 
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ENFORCED RESTRICTION OF 


ROBERT L. SHAROFF, M.D.? 


This paper deals with the enforced re- 
striction of communication of deaf children 
in regard to use of signs, as practiced in 
some oral schools for the deaf. Questions 
are raised as to what effect such restriction 
may be expected to have on the develop- 
ment of the deaf child. 

In 1815, several gentlemen of Hartford, 
Connecticut, headed by Dr. Cogswell, who 
had a deaf daughter, became interested 
in the establishment of a school for the 
- deaf in this country. The Rev. Thomas Н. 

Gallaudet had shown some interest in the 
work and made experimental efforts in 
teaching Alice Cogswell. These gentlemen 
resolved to send Gallaudet abroad to study 
methods there by way of preparation for 
starting the school they had in mind. 

Gallaudet, while in France, learned the 

-sign language and an improved form of 
the alphabet as modified by the Spanish, 
and with a few slight changes this was 

. adopted by him when he opened the first 
permanent school for the deaf in America 
at Hartford. 

As time went on and more efforts were 
made to educate the deaf, attempts were 
made to teach the deaf to talk. It was 
found that the deaf could be taught, with 
considerable variation in the degree of pro- 
ficiency, to read lips and to understand 
What was being said to them, and then to 
speak and answer with the spoken word 
rather than with signs. The enthusiasm for 
teaching oral speech increased in time an 
in some instances it seemed that this be- 
came the goal in itself, as far as the deaf 
child was concerned, rather than the means 
of helping him mature to his or her greatest 
capacities. The consequence was that some 
schools for the deaf teaching oral speech, 
Prohibited parents from communicating 
with their deaf child by sign and prohibited 
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deaf children from communicating among 
themselves by signs. All communicati 
had to be oral. It is this phenomenon 
is being questioned in the present paper? 
the enforced restriction of communication 
of the deaf through sign language. _ 
Three questions raised relate to: first 
the possible effect of such restriction | 
the parent-child relationship ; second, t 
effect of such restriction on the deaf 
attempts to communicate with his de 
peers ; third, the effect on the intellect 
development of the deaf child where t 
earliest form of symbolization is deni 


him. 

With all children, the earliest forms 
communication are through bodily conta 
and gestures. Later on, in the heari 
child, sound and voice begin gradually to 
replace gestures. There is no abrupt chang 
however, 
or lesser degree gestures continue to play 
an auxiliary role in co 
the hearing. However, in the case of 
deaf child, the development is different. 
Up toa certain stage communication with | 
the deaf child is exactly the same as com- — 
munication with the hearing child. At one - 
point, varying with the individual child, 
when it is learned that the child is deaf, - 
where there are in certain areas facilities 
for his education, the parents are immedi- | 
ately told that all gesturing (signing) must - 
now cease. All communication with the. 
child must be made through speech. The - 
parents are told, “talk, talk, talk all the | 
time" What can such an abrupt inexplica- 
ble change mean to а child who is suddenly: 
deprived, for no apparent reason, of al 
his previous methods of communicating - 
and for a long time is given very little to 
replace them ? NS 

For a considerable time now, the word. 
“rejection” has come to play a very impor- 
tant part in psychiatric literature in at- 
tempting to explain the vicissitudes the 
growing child must cope with in his rela- 
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tion to his parents. How great a rejection 
is it for the child who suddenly finds all 
his attempts to communicate with his par- 
ents suddenly denied him? At the same 
time the parents apparently stop making 
any attempt to communicate with the child 
in a manner familiar to him. Recently, 
through the work of Ruesch and Bate- 
son(1) problems of communication and its 
im: in the developing individual 
— have been brought to the foreground. What 
- can it mean to a child who suddenly finds 
himself cut off from communication with a 
c or persons to whom he looks for 
his security and survival? The psychiatric 
Jiterature has very little concerning either 
-the normal or pathological development of 
the deaf child. None of the standard text- 
| books on psychiatry has any description of 
the emotional development of the congen- 
itally deaf child. There have been sporadic 
attempts to pick out isolated problems of 
_ the deaf. We, therefore, cannot speak with 
| any degree of accuracy of how the handicap 
Of deafness affect the emotional or intel- 
lectual development of the child. Only 
recently have such large scale studies been 
wu en as that at Psychiatric Institute 
in New York. However, I think we can 
project that by suddenly depriving the deaf 
child of its earliest and most natural means 
ОЁ communication we are laying the 
groundwork for future neurotic disturb- 
ances. 
— Ruesch & Kees(2) say : 


| 
E 
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In the first year of life expression necessarily 
must occur through non-verbal means. The 
-child literally speaks with his whole body. 
- Difficulties arise when parents are not flexible 
in communicating non-verbaly and fail to 
respond at each age level with appropriate 


grow up in surround- 
was emphasized too 


and when messa ressed i * 
verbal terms were left шыс. eat 


- Ruesch and Kees here are referring to the 


cation and character development 
_ anticipate in the deaf талар Е 


- verbal constitutes hi 
| municating. s only method of com- 
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EFFECIS OF ENFORCED RESTRICTION OF COM- 
MUNICATION AMONG PEERS 


One of the important phases in the devel- 
opment of the individual is the period dur- 
ing which he begins to shift from a total de- 
pendency on the family to a widening re- 
lationship with his peers. For the deaf 
child this again presents special problems. 
Up to the age when speech becomes sig- 
nificant as a means of communication, the 
deaf child experiences no problem that we 
can perceive, in relation with other chil- 
dren, since communication is on a non- 
verbal and action level. However, with the 
acquisition of speech by the hearing child, 
difficulties begin. The hearing child begins 
to wonder why his playmate does not 
respond when he talks and also why he 
can not understand the sounds made by 
the deaf child. The deaf child begins to 
sense a change in his relationship with his 
friend. He finds that his hearing friend 
understands less and less what he tries to 
convey and likewise begins to find that he 
understands less and less what the hearing 
child tries to convey to him. As time goes 
on, the deaf child begins to give up the 
attempt to communicate, except on a Very 
concrete level. And unless the environment 
is very patient and understanding, which 
it rarely is, the deaf child withdraws more 
and more. Where the deaf child is getting 
oral speech, in the early years, this is only 
a slight help, because it is many years 
before the speech of the deaf child be- 
comes intelligible in any way comparable 
to that of the hearing child. Even where 
there are interested adults around to help 
the deaf child, the difficulty in communi- 
cation still prejudices a truly meaningful 
interpersonal relationship. 


Case 1 : S. is a little girl of 74 who, since the 
age of 3, has been going to a school for the 
deaf. S. apparently has a congenital hearing 
defect with a loss of approximately 80 decibels 
in both ears. At her school only oral speech is 
allowed. The children never are permitted to 
use gestures or the sign language, are punishe 
for signing, and praised for using only ora 
speech. 

At the age of 5, S. was sent during the sum- 
mer to day camp. There she was the only child 
who had no intelligible speech, except for а 
few isolated words and phrases. Her school 
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had requested a report from the camp in 
regard to her experience there, and at the end 
of the summer the camp wrote a glowing 
report describing how bright she was, how 
well she adapted to all the camp routines, 
activities, etc. However, one statement that 
they did make suggests what I was trying to 
say earlier. It was this; “No child in camp 
selected S. as a companion." 


It is an instructive experience to observe 
a deaf child attempting to be included as 
a part of a group of hearing children, and 
_ to note the transformation that occurs in 
the child at the approach of another deaf 
child. It is as if the child suddenly comes 
to life. The eyes and face light up. There 
is a change from a human being who is 
fairly quiet and somewhat perplexed to 
a vibrant communicating alive personality. 
Suddenly there is so much to say with 
gestures, signs, face and body, and one 
senses that the child now feels that he will 
be understood and responded to in an 
understandable manner. One senses in 
watching this scene that with the advent of 
another person with whom the child can 
communicate life takes on a different 
meaning. 

The need for human beings to communi- 
cate is one of the most basic needs. In the 
deaf child the pace at which he acquires 
oral speech or the ability to talk is far too 
slow to meet this need. One has only to 
observe what happens when school is over 
and the children are away from the watch- 
ful eyes of the school authorities. Then as 
if a dam has burst, they begin to talk. They 
“talk” and they may even be accompanying 
verbalization of words here and there. But 
what one mainly observes is the communi- 
cation that goes on through signing. Then 
they are really talking, and then one gets 

sense that a meaningful emotional ex- 
change is taking place between and among 
them, 

If a deaf child is continually exposed to 
other deaf people who communicate by 
Signing, there will be no need for formal 
instruction in the sign language. The child 
Will learn of his own accord something 
that he senses is so vital and important to 
im. Parent R. reported this experience 
With her child. B. was a pupil at a school 
where signing was not allowed and the 


school prided itself on this fact. There 
never discussion between the child 
parent about. signing. However, one 
when B. was about 5 years of age, the 
parent went into the bedroom where t 

child slept to get something. The ch 
was lying in bed facing away from th 
doorway. As the parent walked into the 
room, she observed the child lying in bed) 
practicing signs and the alphabet. oon 
as the child saw the parent he stopped. 


is one that is bad, and must be hidden at 
all times ? A 
The growing child needs the relati 
of peers to help establish an aspec 
identity. Healthy peer relationsh 
the child separate itself in a heal 
from the very dependent family rel 
ship it has been subjected to from b 
However, how is the child’s image of 
relationship distorted when the b 
on which it exists, namely, the 
communicate with another, becomes n | 
with guilt. A healthy peer p- 
becomes integrated into a healthy family | 
relationship. And vice versa, a healthy 
family relationship helps the child develop 
healthy peer relationships. Can such a re- 
ciprocal healthy process occur where the — 
child is made to feel that one of the most 
basic aspects of the relationship is unac- 
ceptable ? It becomes a matter of friends 
versus family and to the child's burden of ~ 
establishing his own identity is added the 


burden of the split that occurs between и 


child as of the family and the child ~ 
кул оЁа et group. The child then does 
not experience growth as a continuum - 
along a general line of development, but 
rather finds itself in the position of sud- 
denly being in conflict concerning the very 
process of growth itself. Because growth 
to a very great extent is dependent on the 
ability of the growing organism to com- 
municate meaningful with its environ- 
ment, growth and communication go hand 
in hand. And since in the deaf child such 
severe conflicts and restrictions are placed 
on communication, this must have the ef- 


" 


fect of producing severe conflict and restric- 
tion on the deaf child's ability to grow. 
F , I wish briefly to question the 

- effect of such restriction on the deaf child’s 
ectual development. We do know 
that intellectual development is to a con- 
— siderably extent related to the development 
ge. To quote Dollard and 

): 


“Mule 


oning is essentially a process of substi- 
tuting internal, cue-producing responses for 

rt acts. As such it is vastly more efficient 
overt trial and error. Not only does it 


titution of anticipatory responses, 
ау be more effective than any of the overt 
onse alternatives originally available. 


\ Tt is language that supplies Ње symbols. 
"But for the deaf child the process of learn- 
g these oral symbols is a long and slow 


at best the task of verbalizing minds- 
words, whatever the means, is a slow 
e process. The pupil’s needs for life 
tenment begin to outstrip the store of 
he is so painstakingly learning. The 
iroblem is how to get such information across 
to him when he has not yet mastered enough 
inguage for understanding explanations. 


“It is here that I feel that the use of si: 

he ithe deef child make up this deficit 
to some extent. These are symbols for the 
: to use until such time as he acquires 
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reinforce the manual symbols. But at least 
until such time as he acquires adequate 
oral symbols, he is not denied the use of 
any that are meaningful to him and that 
enable him to test symbolically various al- 
ternatives, rather than continually function 
in a trial and error acting response. d 


SuMMARY 


'This paper does not criticize the great 
work that is being done to promote the 
meaningful growth and education of the 
deaf child and helping him to achieve as 
much oral facility as possible. It is pre- 
sented in the hope that hand in hand with 
this, there will be a more tolerant attitude 
to the deaf child's need for language 
through signs, until such time as language 
through oral speech may replace it. It is felt 
that one may enhance the other, rather 
than being antithetical to each other. Some 
of the negative aspects of the present at 
titude have been presented with the hope 
that the questions raised here will arouse 
further interest in this matter and stimulate 
others to study this problem. 
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Medea, the outstanding example of multi- 
ple filicide in Greek mythology, murdered 
her children after she had been abandoned 
by Jason, her husband, for another woman. 
It is of interest, however, that she also had 
serious difficulties in her relationship to her 
own father and had also assisted Jason in 
the murder of her brother previously. 

In 1937 Lauretta Bender(1) postulated 
that child murders by parents are suicidal 
acts as a result of identification with the 
child, not primarily an act of hatred against 
the child. The attempt may start as a 
suicidal drive, gradually converting to an 
attempt to kill both self and child, but 
ending in just killing the child. Likewise, 
it may be an effort to escape the turmoils 
of life, real or delusional, and the child 
victim becomes part of the escaping per- 
sonality. Wertham(2) amplifies on cata- 
thymic behavior, a concept first introduced 
by Hans W. Mayer in 1912. It is usually 
accompanied by marked egocentric be- 
havior and a disturbed balance between 
logic and affectivity. Helene Deutsch(3) 
states that women who have not received 
maternal love in their childhood develop 
less motherliness than others. Often their 
own rejection of the mother inhibits their 
maternal feelings. The well integrated 
mother expands her ego through her child, 
the maladjusted feels restricted and im- 
Poverished through him. Unbearable pres- 
Sure of reality in the conflict between self 
Preservation and motherhood may lead to 
Complete rejection. McDermaid(4) stresses 
а conscious feeling of inability to bring up 

е child which may lead to filicide. Socio- 
economic factors, likewise mentioned by 

CDermaid, may readily enter motivation 
toward the deed. Melanie Klein(5) states 

t the rejected child may grow up to be 
‘uel. Bromberg(6) mentions that the vic- 

often represents the murderer in the 


а. е8 at the 115th annual meeting of The Ameri- 
1 р chiatric Association, Philadelphia, Pa., Apr. 
‚ 1959. 
Ber: А 
апіса! Director and Senior Psychologist, Elgin 
Hospital, Elgin, Ill. 


MURDERING MOTHERS : 


latter’s unconscious. Pollak(7) finds that 
the type particularly exposed to fe 
homicide are children and persons to who 
women are related or in close contact, It 
seems to him that filicide and the abandon- 
ment of children are specifically fem 

deeds. Podolsky(8) speaks of the unpre 
dictability of filicide, that the backgroum 
of the parent is usually of a complex natun 
and that the deed as such indicates a 
circuit reaction. T» 

While obviously there remains con 

able controversy regarding the moti П 
toward filicide, the following 5 cases ай 
mitted to Elgin State Hospital during 19 

to 1958, may serve as illustrations 
to behavior widely publicized when it 
occurs, but little understood. E 


tions 


Case 1.—(L.D.) White female. Born in 
1928, in Central Illinois. Age at filicide, 27. 
Admitted 10-23-56. Discharged by writ of 
habeas corpus on 4-5-57. She is of French- 
Irish-Jewish descent, has no religious affilia- 
tions, separated from her husband. Began to 
support herself as a strip-teaser after З years _ 
of high school. On February 26, 1955, patient — 
killed her daughter, aged 3, her only child, ` 
by giving her an overdose of seconal and 
nembutal mixed in tomato juice in a hotel | 
room. Following this she took а sizable amount _ 
of the same capsules herself, in a serious — 
suicidal attempt. The patient is of illegitimate _ 
birth, and while her mother was married 4 — 
times, she had never married the patient's nat- _ 
ural father. Also, the mother bore no children _ 
from her 4 marriages. The patient, however, 
grew up in dire emotional, physical and ma- 
terial neglect, at one time during her adoles- | Д 
сепсе even being approached sexually by опе 
of her 4 stepfathers. This chaotic background 
was further colored by frequent institutionaliza- _ 
tions in homes for neglected children and by | 
equally frequent and disturbing changes of 
school. Finally, at age 17, the mother des- 
cribes her as “impudent, disobedient and de- 
fiant whereas the patient in turn accuses 
her mother of exploiting her as soon as she 
became gainfully employed. She first worked 
as a waitress, then entered show business. At 
age 20 she entered a common-law marriage 
relationship with a highly inadequate male 
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who acted as her procurer for pleasure seek- 
ing men, being thus supported by her. This 
relationship nevertheless resulted in legal 
marriage after 3 years. Since the age of 21 
she had been habituated to barbiturates and 
possibly marijuana. When she was 23, she 
gave birth to the daughter victim. Both preg- 
nancy and delivery had been difficult. The 
couple separated soon after the birth of the 
child, and while her mother tried in vain to 
assist her by taking care of the baby, the 
patient preferred to live by herself and follow 
her career in show business. This resulted in 
the mother at times being thrown out of pa- 
tiens home and the baby being sadly neg- 
lected. Early in 1955 the patient contracted 
‘pneumonia. During this illness and after re- 
- eovery, she found herself in such destitute 
financial circumstances that welfare agencies 
tried to place the child away from her. In 
utter desperation the murder-suicide attempt 
took place in a racially mixed Chicago South 
Side hotel. Mother and child were discovered 
after 40 hours by a house detective, the mother 
in deep coma. Significantly, she had left this 
suicide note: “Bury us together in one box, 
please. We belong together, you know." Re- 
garding her survival, she stated that "God 
- did not want her to die and that she had to 
comply with his wish." Arrested and placed 
_ jn jail for murdering her child, a jury found 
her insane at a sanity hearing. Then followed 
hospitalization at Kankakee State Hospital, 
which resulted in another sanity hearing in 
1956, finding her “not recovered.” She ar- 
rived at Elgin State Hospital as a transfer. 
While with us she maintained the delusion 
that during her illness her 3-year-old-child 
nursed her and took care of her “financial af- 
fairs." At various times the patient was found 
= to be a behavior problem, but as a whole she 
- presented a picture of an extremely immature 
- and adolescent person. 


Case 2.—(C.B.) White female. i 
1922, in Northern Illinois. Age at M. 35. 
Admitted 4-7-57. She is of Scotch-Irish de. 
scent and protestant religion, married, attend- 
ing to household duties, and graduated from 
high school at age 17. One day prior to ad- 
mission she choked to death with her hands 
her 11 year old daughter while at home, Pa- 
tient’s father is described as having been too 
strict and demanding of his children, while 
the mother was excitable and emotionally 
unstable. Patient is third of 4 siblings, with 
whom there was strong rivalry. She ‘stated 
that her parents failed to satisfy her need for 
affecti on during the formative years. Her oldest 
sister was committed to a mental hospital in 
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1939. This sisters daughter has been an epi- 
leptic since age 12. There was a paternal 
aunt who had a “nervous breakdown” in 1920. 
Patient married in 1941, when she was 19 years 
of age. There were З children from this union : 
a daughter, born in 1946 (the victim), and 2 
sons born in 1948 and 1953. Four years after 
marriage she developed a “nervous stomach 
and undefined headaches,” and felt deserted 
when her husband left her to serve with the 
Armed Forces during World War II. There 
were 3 major disturbing situations in the pa- 
tient's life prior to commitment of the deed : 
1. Her husband had openly rejected her, 2. A 
younger sister became subject to serious mari- 
tal difficulties, and 3. The older son, then 
aged 9, was diagnosed as suffering from a 
severe heart defect. As a reaction to this, 
patient turned intensively to religion. On the 
night of the victim's 11th birthday, patient 
choked her to death, allegedly obeying à 
divine command. A few days after admission 
she tried to strangulate herself with the wire 
of a mattress, Retrospectively, she described 
the child victim as a discipline problem. Pa- 
tient was discharged on 10-16-57 as having 
recovered from a schizophrenic episode during 
which the tragedy took place, and is presently 
reported by the family as doing well. Im- 
mediately after her arrest she was taken to à 
sanitarium, and the following day was trans- 
ferred to us. 


Case 3—(V.D.) White female. Born in 1910, 
in Vermont, Illinois. Age at filicide, 47. Ad- 
mitted 2-25-58. She is a widow, of Irish- 
Dutch descent and protestant religion. Gradu- 
ated from high school at age 18. She worked 
at many trades, but has been employed as à 
factory worker prior to commitment. On 8- 
28-57 patient shot to death her feebleminded 
son, 14 years of age, while visiting him at а 
mental institution. Patient stated that her 
father died of the flu when she was 8; she 
remembers him as friendly. Following father's 
death her mother was forced to resume her 
profession as a registered nurse, Her mothe 
died when patient was 26. She is second of 
siblings, who got along well but were 1 
to shift for themselves when mother was away 
from home, with minimal supervision by ш 
grandmother. After graduating from big! 
school she started working as a photographer 5 
helper. She met her husband, 11 years T 
senior, at a photographer's meeting, and EY. 
two eloped and were married in 1936. а 
describes the husband as quick tempered an а 
“hard to get along with.” They were divorce 
after 3 years, but significantly, after the ii 
vorce she continued to live in the back 10° 


of his studio. Three years later they remarried. 
There were З boys bom to this eccentric 
union : one during the first marriage, the sec- 
ond during the divorce period, and the third 
the victim) who had been conceived during 
divorce period but born after the husband's 
death, which happened shortly after the re- 
Marriage. The two older children had been 
placed with welfare agencies during the di- 
хогсе period, but after the husband's death 
all 3 were placed until 1952, when the patient 
demanded them back and tried to support 
them with her meager wages as a factory 
worker. The 3 children lived in perpetual 
strife after their return to the mother and the 
oldest openly expressed his hostility towards 
the youngest, the feebleminded. Finally the 
authorities placed the latter in a public mental 
institution. There, during a visit, she shot him 
while taking him into her arms, and was 
immediately arrested. Already in 1942 she 
was described as secretive and suspicious, but 
“prior to committing the deed she had been 
Overheard saying that she would rather see 
her children die than suffer. Brought to trial 
оп 12-9-57, she was acquitted and started to 
keep house with her second son. Only when 
“she told a welfare worker she might have to 
him also unless she received public as- 
sistance, was she committed. She blames the 
‘tragedy on financial embarrassment and says 
that she couldn’t see the child stay in an in- 
stitution. Presently her frame of reference and 
her concept of reality remain that of a schizo- 
o and psychological testing confirmed 


ы Case 4.—(B.P.) White female. Born in 1930, 
_ in Bonaparte, Iowa. Age at filicide, 27. Ad- 
mitted 4-25-58. She is a protestant, married 
-housewife, who used to be active as a trade 
Newspaper editor and has a 4 year college edu- 
cation, majoring in journalism, On Feburary 6, 

957, she drowned her 3 children in a water 
filled bathtub at home. They were a boy, 
aged 5, and twin girls, aged 3. Patient then 
“attempted suicide by first trying to drown 
herself in the same bathtub. Failing, she at- 
mpted to electrocute herself at the fuse 
X, then drank ammonia, causing burns in 
outh and throat. As a last desperate attempt 
turned on the gas stove, placing her head 
it. In this position she was found by her 

d, unconscious, but later revived. Her 
r, who was a veterinarian, played a very 
or part in the family, being completely 
sorbed in his profession. Patient was closer 
the mother, but even from her she received 
Very little affection, as did the other siblings. 
"here were 4 sisters, among whom the patient 
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ranked third. She remembers her mother 
quently expressing a deprecatory attitude to- 
wards all males and regretting ever having 
married. Much criticism, but little praise 
colored the parents’ attitude toward the chil- 
dren. She graduated from high school at Ee 
16, and was valedictorian of her class. 
then went to the University of Iowa and 
graduated with a degree in journalism, to 
become editor of a small business ‘ 
During her scholastic years she applied her- 
self fully to her academic studies, 

her social life. She married at age 21, in 1951, 
Her husband is described as a very domineer- 
ing person, who subjected his wife to perennial 
criticism and gave the patient a constant feel- 
ing of insecurity. The boy was born one year” 
after marriage, the twin girls about two years 
later. After marriage the patient gave up 
journalism and the husband supported the 
family by managing a dress shop in a Chicago: 
suburb. He is said to have been more con- 
cerned with his business and the physical 
aspect of the home than with his family as 
individuals. Already in 1956 the patient 5 ; 


“like dying,” she be- 
came о and L 
to resent the husband severely. The son had - 


his statement apparently excluding the hus- 
jum This isis on February 6 of the 
same year in the tragic event. After regaining 
consciousness she made statements to the effect — 
that "she had to do it, that it was too much 
for her and that God could do more for the 
children." Also, that she felt she "had nothing 
to live for, and experienced a general feeling 
of confusion and a need to get rid of the 
children." After her arrest she was given a 
sanity hearing and found insane. Committed 
to another mental institution, she tried un- 
successfully to obtain a discharge on a writ of 
habeas corpus on 1-13-58, and was transferred 
to Elgin State Hospital. At the previous men- 
tal institution she was observed to be overtly 
depressed. From this overt depression she re- 
covered, but while under our observation it 
became evident that she harbored great re- 
sentment towards mother and siblings during 
her developmental years. 


Case 5.—(S.E.) White female. Born in 1921, 
in Montclair, N. J. Of Italian extraction and . 
of Catholic faith. She remains married, and had 


" 
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: been working as a secretary during the period 
1 marking the tragic event. She graduated from 
high school at 17 years of age. Age at filicide, 

- 87. Admitted 8-27-58. On 8-22-58, while at 
"home, she fatally shot in the back her two 
children, a boy, aged 6, and a girl, aged 3%, 
- then tried to commit suicide immediately after 
by taking an overdose of tranquilizers. Her 
| father stated that he never had a close rela- 
tionship to his children, whereas mother and 
patient are described as close. The patient 
has one sister 2 years younger than herself. 
— While her childhood and developmental years 
are described by her as being reasonably 
happy, this did not hold true for her two 
marriages. Her first marriage took place at 
age 19, and ended in divorce on grounds of 
cruelty after 4 years. Her first husband is 
described by her as high strung and difficult 
to understand. There were no children. Fol- 
lowing the divorce the patient served one 
_ year as a WAVE. Her second marriage took 
place at age 27, in 1948. The first child was 
"me orn 3 years later, and the second, 6 years 
_ after marriage, Shortly after the birth of the 
second child the husband left her for another 
woman, returning soon afterward in remorse. 
The patient had been hospitalized for psy- 
| chiatric reasons in 1955, after she had learned 
~ of her husband's affair and also following a 
ll fracture the boy had suffered in an ac- 
| cident, While hospitalized she received EST. 
1957 the family moved to the Chicago 
: . Here she worked as a secretary to a 
. manager of a theater. On the day before the 
. tragedy the patient frantically called her hus- 
_ band, who was in the East, to return home 
- immediately, but he arrived too late. Her 
_ stated motivation following the deed was that 
‘she killed the children because she feared 
being returned to a mental institution, Other 
_ statements elicited from patient since were as 
_ follows : “My brain was awake 24 hours that 
_ day. Could it be that I am dreaming? It was 
— horrible. I was sick. We had financial trouble 
and I had to go to work. My husband traveled 


Cases 3, 4 and 5 are presently in the 
stitution, and on January 4, 1959, sodium 
ytal interviews were performed on them. 
se 3 exhibited florid manifestations of 
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her psychosis under narcosis, strongly em- 
phasizing that she felt fully justified in 
what she had done, that "feebleminded 
children must be done away with, if neces- 
sary, even by physicians," but that she may 
not repeat her act. In Case 4, the interview 
resulted in profuse crying when the tragic 
event was brought up, a reaction that re- 
mained absent when she was awake. Her 
overall feelings of inadequacy and inability 
to raise children, combined with a wish to 
“save them,” concomitant with her suicide, 
was the tenor of her statements. "I had 
failed at everything else, so that I at least 
wanted to succeed with this" she said. 
Case 5 reiterated her feelings of rejection 
by her husband. "When my husband left, 
I was shocked, I got on my knees and asked 
God that my husband should come back. 
The trouble started when he came back—I 
would not trust him.” 


DISCUSSION 

Case 3 still remains overtly schizophrenic. 
She is the only one who did not plan sui- 
cide. It is our impression that she is unable 
to accept imperfection regarding herself 
as well as in the 14 year old victim. She 
cannot allow that a part of her—her child 
—is organically defective. The confinement 
of her son at a mental institution was pub- 
licly exhibited evidence that pointed to her 
defectiveness, which was finally resolved 
by her act. She does not and cannot see 
that she has done wrong to anyone an 
feels justified in having done what she did. 
Her having been acquitted supports her 
feelings of justification—society has thus, in 
her mind, approved her deed. 

All 5 cases show similarities: the 5 
mothers experienced a definite coolness 
either from one or both parents during 
their childhood years, when the concept 0 
motherliness begins to develop in the fe- 
male, Without exception, all mothers ha 
difficulties with their spouses, ranging from 
rejection, unfaithfulness and separation to 
divorce. With one exception, (Case 3), the 
entire group clearly involves filicide-sul- 
cide. 

Suicide-murder may be interpreted as an 
attempt to remove the “total-all,” the actua 
and the extended-self, so that nothing 0 
the "self" remains. All 5 mothers reve? 

a feeling of extreme inadequacy and of in- 
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ability to raise children. In all of the 
suicidal ones a deep feeling of rejection by 
at least one important figure was present, 
creating a feeling of insecurity and non- 
acceptance of self to such a degree that 
life became unbearable and the “total-all” 
had to be removed. In Cases 2, 4 and 5 the 
mothers were aware of a physical deficiency 
of their children. This might have con- 
tributed to their own feeling of worthless- 
ness and to the suicidal intent. Cases 4 and 
5 are willing to explain their acts as breaks 
of insanity, as they cannot otherwise 
reasonably explain them. Case 2 maintains 
that she had divine direction, thus also 
claiming extraordinary circumstances, while 
Case 3 declares full justification for her 
act in the interest of the child, who was 
retarded and in a state hospital. Case 1 
was overwhelmed by external circum- 
stances when committing the deed and was 
not equipped to face them. In all cases the 
mothers are in effect attempting to explain 
their act by some extraordinary circum- 
stance or condition which would suggest 
that they at least see intellectually the 
enormity and wrongness of their deeds. 

History and psychiatric and psychologi- 
cal material of all 5 cases point to the 
diagnosis of schizophrenia, probably acute 
state at time of act. The balance between 
logic and affectivity was clearly faulty in 
each case, at least during the deed, and it 
was particularly this disparity which then 
indicated schizophrenic thinking, Cases 2, 
4 and 5 would appear to be in fair remis- 
sion, but Case 3 (the one justifying her 
deed) still strongly manifests highly un- 
realistic ideation. The whereabouts of Case 
1 remains unknown. There is still evidence 
of much anxiety, apprehension, and a great 
deal of underlying conflict that has not 
been resolved, at least in Cases 3, 4 and 5. 
Socio-economic pressure entered in only 2 
cases (1 and 3). 

Interestingly enough, the prominent 
features which did vary in the series was 
the mode of killing : 2 mothers used shoot- 
ing, the other 3 strangulation, poisoning 
and drowning. 

All mothers appear regretful of the act, 

eclaring that they would never commit it 
again on another child. 


While there is similarity in background 


pattern, one cannot possibly place all 
any motivation towards filicide above ‹ 
common denominator. Every factor те 
tioned initially in the review of the lite 
ture could be traced, but there will alway 
remain individual variations as to 
and combinations of these factors and thei 
are in all probability other unknown 
tors involved in such abnormal beha 
Mundy-Castle(9) reports that m 
who are declared insane, or whose cri 
are unmotivated, show an unusually ] 
incidence of abnormality in the EEG. Cases 
3, 4 and 5 had EEGs which showed re 
peatedly isolated diphasic spike activity 
the temporal areas suggestive of ps ho 
motor equivalent states. (W. C. Wil 
M.D., electroencephalographer, Glen 
Ill.) Obviously further investigation : 
needed in this area, { 


SUMMARY 
Five cases of filicide committed Ё 
mothers are reported. Filicide rema 
abnormality, primarily restricted to 
male. Faulty relationships to either | 
or extremely poor marital adjustmei 
both, were present in each case. Four 
were combined with serious suicid. 
tempts, and a feeling of general 
quacy and inability to raise chil 
admitted by all mothers. All 5 ap 
regretful of the act and state that 
it. The disparity be- 
tween logic and affectivity was so strong 
in each case during commitment of the act 
that a diagnosis of schizophrenic break was 
justified in all 5. Motivations of punishmeni 
revenge and secondary gain, as usually 
seen in ordinary murders were, to all ap- 
pearances, completely absent. The prima: 
conceived suicidal attempts of the mothe 
rule these out almost logically. Thus, 


cide-suicide. Two cases involved 2 and 
victims, respectively, the remainder 
each. The mode of killing differed : 
cases of shooting, one each of chol 
poisoning and drowning. Ages of m 
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THE EFFECT OF RO-5-0831/1 (MARPLAN) IN DEPRESSIVE STATES — 


Н. AZIMA, M.D., Н. DUROST, M.D., DOROTHY ARTHURS, R.N., 
AND A. SILVER, M.D.’ 


Since the discovery of substances loosely 
called inhibitors or tranquilizers, the search 
for excitor drugs or anti-depressants was in- 
evitable. The discovery of anti-depressant 
action of iproniazid led to the exploration 
of a series of its less toxic and more effec- 
tive analogues. It was assumed that the 
amino-oxidase inhibitory action of ipronia- 
zid was responsible for its anti-depressant 
activity. Even though this idea has proven 
to be untenable, several substances devel- 
oped in this manner seemed to be effective 
against depression. Of these RO-5-0831/1 * 
was the most promising. This substance 
is 1-Benzyl-2- (5-methyl-3-isoxazolylcarbo- 
nyl)hydrazine. In laboratory experiments it 
is considerably more potent than ipronia- 
zid in its amino-oxidase inhibition, 5-hy- 
droxytryptophane potentiation and reser- 
pine blocking activity. 

A preliminary trial of RO-5-0831/1 was 
undertaken in 65 patients : 32 neurotic, 22 
Psychotic depressions, and 11 other syn- 
dromes (9 schizoaffective psychoses and 2 
anxiety neuroses). There were 40 females 
and 25 males, average age 50 (the oldest 
81 the youngest 15). The drug was admin- 
istered orally with an average daily dose 
of 75 mg. (minimum 60 mg. and maximum 
800 mg.), for an average period of 3 weeks 
(longest 3 months, shortest 5 days), with 
à 6 months followup. To increase the reli- 
ability of the assessment of the drug effect, 
two methods of evaluation were used: 1. 
Multiple observers, ie. 8 psychiatrists (4 
Psychoanalytically oriented and 4 eclectic), 
and one research nurse assessed the thera- 
Peutic response ; 2. Double blind studies 
Without the use of placebo. This consist 
of the establishment of a ward where all 
_ Staff members are ignorant of the nature of 


fitm 
шот McGill University and Allan Memoria! 
stitute, Montreal and Verdun Protestant Hospital, 
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eq. А0-5-0831/1 supplied by Hoffman Laroche Limit 
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the different drugs used. In the present 
study 51 patients were assessed with th e 
first and 14 with the second method. The 
criterion of improvement was the degr 
symptomatic relief, based upon the follo 
ing : behavioral (retardation, sleep and a 
petite) and experiential (guilt fee 
sadness, hopelessness). Relief under these 
items was rated as marked, moderate 
nil, and the final assessment was based 
on the combination of the ratings. Lab 
tory tests consisted of weekly white and 
red blood count, transaminase, alkaline 
phosphatase, urine analysis ; and 
daily blood pressure and TPR were 
formed with the first 40 patients. 5 
The results of the two methods of assess- 
ment paralleled each other. 78 
Among the 32 neurotic depressions, 9 
showed marked and 12 moderate improve- 
ment; among 22 psychotic depressions, 7. 
marked and 10 moderate improvement. 
Thus the percentage of significantly im- - 
proved patients was 60.3%, (22.2% marked _ 
and 38.1% moderate). Among the 11 ba- _ 
sically non-depressed patients only 2. 
showed moderate improvement and that | 
in the depressive component of their schizo- E 
affective states. у 
It should be noted that the psychotic, - 
socalled endogenous, depressions respond- - 
ed more fully to the drug and all of the | 
improved patients in this category and _ 
some of those in the neurotic depressed _ 
category would have received electric — 
shock, if they had not received Marplan. — 
There was a therapeutic lag from 3 to 10 — 
days in 70% of the patients, and it appeared _ 
that the optimum followup duration of - 
Marplan therapy should be about one | 
month after the relief of symptoms. Ñ 
Side effects consisted of frontal head- 
ache, 17 patients, dizziness and fatigue, 19, | 
tremor, 9, hypotensive attacks associated _ 
with fainting spells and falling, 3, oedema 
of ankle, 2, metrorrhagia and epistaxis, 1. 


Ass 


an 


C—O 


454 


The latter could not actually be attributed 
to the drug. Laboratory test findings re- 
mained within normal limits in all 40 pa- 
tients tested. 
CONCLUSIONS 
l. RO-5-0831/1 is a sufficiently potent 
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anti-depressant to require further study; 
2. It should be tried in instances where 
other anti-depressants have failed ; 3. It 
brings into the therapeutic arsenal of de- 
pression the possibility of choice according 


to the patient responsivity. 


! CLINICAL EVALUATION OF CYCLOHEXALAMINE 


PAUL Е. FELDMAN, M.D. 


A series of 55, chronically psychotic, 
"hospitalized patients were treated with 
rie a (Parke Davis Compound 
m 1) for an average of 78 days. The 
“test group consisted of 49 schizophrenic 
) Es 3 manic-manics and 3 organic 
E. syndrome patients. 
— Maximum daily dosages varied from 20- 
80 mg. with the majority of the patients 
_ receiving 20 mg./day. Careful and fre- 
| quent laboratory checks on renal, hepatic 
7 and hemopoetic functions were maintained 
7 throughout the treatment period. 
At the termination of the study, 4 pa- 
"tients were found to have developed par- 
T kinsonism and one had developed urinary 
- retention which subsided when treatment 
was stopped. The cases of parkinsonism 
were very adequately controlled by anti- 
_ parkinsonism drugs. No other side effects 
. er untoward developments were noted. 
Significantly, this compound did not appear 
_ to cause drowsiness. 


К 1 Director of Research and Education, Topeka State 
Ё. Hospital, Topeka, Kan. 


__ In 1952, Osmond and Smythies(1) put 
_ forth the interesting hypothesis js jn vs 

E: al metabolite of adrenaline was causal- 
- ly related to schizophrenia. Harley-Mason 
| 2) suggested a methylated derivative of 


ас and Hoffer, Osmond, and 
p 1 Worcester s Honndation for Experimental Biology, 


The laboratory reports were character- 
ized by sporadic and unpredictable ab- 
normal readings, completely unrelated to 
any clinical findings. This phenomenon 
has been noted in the past with other 
non-toxic compounds. 

One-third of the patients responded with 
significant clinical improvement (moderate 
or marked overall improvement). The pri- 
mary responses which accounted for this 
improvement were those usually seen with 
phenothiazine therapy, i.e., amelioration of 
delusions, hallucinations, negativism, hy- 
peractivity, hostility and combativeness. In 
view of the chronicity of the patients 
illnesses and their poor prognoses, this 1s 
considered to be a modest accomplishment. 

The results in general warrant the recom- 
mendation that cyclohexalamine be sub- 
jected to further testing and evaluation, 
preferably upon a group of prognostically 
favorable patients. t 
(Laboratory data and responses of specific 
areas of behavior to cyclohexalamine are 
available upon request from the author. 


ON THE RELATIONSHIP OF ADRENALINE AND 
ITS OXIDATION PRODUCIS TO SCHIZOPHRENIA 


AARON FELDSTEIN 1 


d 
Smythies(3) suggested adrenochrome аг 
adrenolutin. Hoagland, Rinkel and Hyde 
(4) thought that “adrenoxine” might 
the toxic factor. 

Hoffer has offered evidence in support 
of the hypothesis that adrenochrome 3 
causally related to schizophrenia, eviden ү 
relating to the presence of adrenochrom! 


in blood and the ability of adrenochrome 
to cause mental disturbances in man. It 
was reported(5) that when erythrocytes 
from schizophrenic patients were extracted 
with acetone a substance was obtained with 
an activation peak at 475 m» and a fluo- 
rescence peak at 480 me which was stated 
to be characteristic of adrenochrome. How- 
ever, adrenochrome in acetone does not 
fluoresce(6). The maxima observed were 
probably due to scatter light. The conclu- 
sion that adrenochrome is present in the 
erythrocytes of schizophrenic patients is 
therefore not justified by the evidence. 
Hoffer, Payza and coworkers also have 
cited evidence for the presence of adreno- 
chrome in the plasma of normal subjects(6, 
7, 8, 9) and of schizophrenic patients(9). 
The evidence for the existence of adreno- 
chrome in plasma is based upon an analyti- 
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cal method developed by Payza(6). 
A modification of the original metho 
the fluorimetric analysis has rece у 
published(6). Blood (heparinized 
drawn and centrifuged. To 1 cc. of pla 
there are added 2 cc. of a zinc acetate 
corbic acid solution. After 30 seconds, 4 
of an acetone-ascorbic acid solution 
added. Five minutes later, the 
mixture is filtered and the filtrate read 
spectrophotofluorimeter at A 400 mx 
500 m». The method includes а b 
a recovery experiment. 7 
Our investigations have led us to b 
that the fluorimetric procedure doe 


? We are grateful to Dr. Payza and Dr. | 
for extending an invitation to visit their : 
and learn the methodology first hand ; we are 
also for data supplied in advance of pub 
for a generous sample of pure adrenochro 
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ure adrenochrome endogenously found 
plasma, but that the procedure measures 
ead an artifact due to the reaction of 
zinc acetate and ascorbic acid. Our evi- 
dence is based upon a study of activation 
dma which were not investigated in the 
published procedure(6). 

In the absence of plasma, zinc acetate 
and ascorbic acid in acetone reacted to give 
a fluorescent substance with an activation 
at 390 m« and a fluorescence peak at 
0 m»; in the presence of plasma, the 
s were also found at A 390 m», F 
mz, In the absence of plasma, added 
enochrome reacted with zinc acetate to 
e a fluorescent substance with two peaks, 
najor one at A 420 ти, Е 505 m» and a 
minor one at A 340 mz, F 505 m« ; similar- 
in the presence of plasma, added adreno- 
e reacted to give a fluorescent sub- 
ce with a peak at A 420 mz, Е 505 ma 
-a minor one at A 340 m», Е 505 тм. 
1 shows the activation spectra in plas- 
na after the addition of zinc acetate and 
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ome (Fig. 1, curve 2) and in the pres- 
of adrenochrome (Fig. 1, curve 1). 
details of this work will be published 
here(10). 
We have never been able to find the 
mz or the 420 ти activation maxima, 
teristic of the adrenochrome-zinc ace- 
е reaction product, in any of the plasma 
ples we obtained from normal subjects 
schizophrenic patients. On the other 
nd, we have always observed the 390 mu 
ctivation maximum, characteristic of the 


The clinical effects of perphenazine (Тгі- 
n) at very high dosages were studied in 

mall sample? of chronic, semi-regressed 
е psychiatric patients. An initial dos- 

of 8 mgm. t.i.d. was commenced on all 
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zinc acetate-ascorbic acid reaction product, 
in the same plasma samples. Our conclu- 
sion is, therefore, that the presence of ad- 
renochrome in plasma of normal subjects 
and schizophrenic patients has not been 
proved. It is important to note that Szara, 
Axelrod and Perlin(11) have reported that 
they could not detect endogenous adreno- 
chrome in plasma. 
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A NOTE ON THE CLINICAL EFFECTS OF PERPHENAZINE 
AT VERY HIGH DOSAGES 


ARTHUR N. LARSON, М.Р”. JOHN S. HAMLON, M.D.,! AND 
LLOYD K. SINES, Pu.D.? 


cases, and was increased rapidly in order ee 
reach a maximum dosage within the firs 
2 or 3 weeks of the study. Maximum dosage 


was determined for each patient indi- 


3 Теп patients were selected. Age range: 5600 
years (average 54.2) ; length of hospitalization : 3-3 
years (average 19.1 years). Six were schizophrenics, 
2 were mental defectives, one a chronic brain 5T 
drome with psychosis, and one a paranoid state. 


vidually on the basis of the appearance of 
untoward physical reactions, or specific 
signs of toxicity. Medication was then de- 
creased to a maintenance dosage, i.e., the 
point at which the maximum therapeutic 
effect and minimum untoward side effects 
were obtained. Maximum dosages ranged 
from 384 to 768 mgm. per day, with an 
average of 565 mgm. per day. The number 
of days from the beginning of the drug 
period to the attainment of maximum dos- 
age ranged from 18 to 29. Maximum dos- 
ages were maintained for 1 to 13 days. 
Maintenance dosages ranged from 12 to 
144 mgm. per day (average of 76 mgm. 
per day), and were continued for 6 to 47 
days (average 30 days). 

A brief physical examination, gross psy- 
chiatric screening, and blood pressure de- 
terminations were performed by the ward 
physician on an average of 3 times a week. 
Periodic white blood count and differential 
count were also obtained. 

The patients’ responses to high dosages 
of Trilafon were quite variable. In terms 
of therapeutic response, 4 patients were 
judged by the physician to have improved 
by the end of the drug regime, while 2 
were judged to have become worse. One of 
the 4 improved showed a marked thera- 
peutic response at a dosage of 576 mgm. 
per day, but then rapidly deteriorated into 
а catatonic-like state with accompanying 
severe extrapyramidal symptomatology. 
The generalized “shock-syndrome” noted by 
Weiss, et al, was also observed in one 
Instance. 

Several significant physiological effects 
of the drug were noted, including : 1. A con- 
sistent and marked hypotensive effect, (ob- 
served with all patients) which persisted 
even after a 6-week period following with- 
drawal of the drug. This finding is at 


CLINICAL EVALUATION OF A NEW 


TRANQUILIZER, FLUPHENAZINE 


variance with those of other investig 
using Trilafon at conventional йозаде 
2. Extra-pyramidal signs including tremor 
rigidity, and/or drooling in 1/3 of t] 
cases, and 3. A marked soporific effect at 
the highest dosages among 8 of the patients! 
Miscellaneous side effects includin pe 
edema, facial pallor, slurred рт. 
constipation were observed in two or more 
instances. In addition, each of the following 
was observed in at least one of the 10 
patients studied: gait disturbance, tachy- 
cardia, reduced appetite, gastric distre 
urinary urgency with incontinence, anc 
(possibly) an exacerbation of a previ 
existing seizure syndrome. Finally, a ¢ 
sistent diminution in activity level was ob- 
served among 9 of the 10 patients studie 
as was a general decrease in verbal üt. 
Blood dyscrasias, visual or other sensory - 
impairments, hyperthermia, extreme vari 
tions in weight, and other severe deb 
ing effects were not observed. 

It would appear that the clinical effects: 
of perphenazine at extremely ge 
levels are essentially the same as those ЁШ 
observed within the usual lower dosage D. 
range. Side effects were observed in ap- — 
proximately the same proportion of cases ` 
as has been reported for conventional dos- - 
ages and, with the exception of a consistent. — 
hypotensive effect, no new or unusually 
complicating reactions were observed in 
the unusually high ranges employed in the 
present study. Even the "shock-syndrome" 
observed in the present series has been _ 
reported with the conventional dosage _ 
range. It would appear, therefore, that 
perphenazine has rather broad limits of 
therapeutic safety, though it seems likely — 
(from this and other studies) that its thera- 

utic effectiveness may be obtained at 
relatively low dosage levels. 


PHENOTHIAZINE 
(PROLIXIN) 


IRVING J. TAYLOR, M.D., | 


Over the past year, fluphenazine, iden- 
tified as Prolixin2, a trifluoromethyl deriva- 
tive of hydroxyethyl piperazine propyl 
Se 
lTaylor Manor Hospital, Ellicott City, Md. 

? Supplied by E. R. Squibb & Sons. 


phenothiazine, has been administered to _ 
188 patients with mental illnesses who ^ 
reported to this hospital for treatment. In 
these trials, fluphenazine proved to be the 
most potent of all the phenothiazines used, |. 


as others have shown(1). Fluphenazine 
possesses marked tranquilizing activity 
with strong anti-hallucinatory and anti- 
delusional properties and also relieves 
mxiety and tension in patients without 
psychotic symptoms, as the following brief 


HOD OF STUDY 
The Patients. The 188 patients in this 
study have been treated with fluphenazine 
e June 30, 1958. Of the total, 173 were 
ients and 15 outpatients; 170 were 
r 16 years of age and 3 were 14 years 
All had psychiatric illnesses, predomi- 
psychotic and acute. Therapy was 
tinued in the majority of patients for 
o 3 months, though a few were given 
drug for less than 3 weeks. Medication 
vas withdrawn in these last cases for a 
of reasons unrelated to its admin- 
on and usually of an administrative 
те. Seven of the 188 patients have re- 
d fluphenazine for 5% months and are 
still taking the drug. Four others have 
been on the drug for 4 months and at the 
dme of report, 56 patients are receiving 
phenazine. Those patients who were not 
ed to benefit from a phenothiazine 
uilizer were excluded from the study. 
e Medication. The dosage of fluphena- 
varied from 1 mg. to 10 mg. daily, 
gh 3 patients received more (15 or 20 
‚ daily) for several days. The average 
tient was given 5 mg. immediately on 
mission, 5 mg. the next morning and 2.5 
each morning thereafter. 
Throughout the study, fluphenazine was 
ministered orally except in 19 cases 
ere the drug was given intramuscularly 
the first few days or weeks of therapy 
thereafter administered by mouth. In- 
ctions were given in doses of 1 cc. (2.5 
mg.) two or three times a day. 

Other therapeutic aids such as psycho- 
therapy, ECT, and change of milieu were 
aployed in most cases. Barbiturates were 

uently given at night to patients who 
quired aid in sleeping. 

‘ovement in psychotic patien’ 

ident by better behavior, diminished «ыы 

ve symptoms, a more appropriate af- 
ct and less intense or no hallucinations or 

sions. Improvement in patients without 
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psychotic symptoms was manifested by 
relief of anxiety so that they could function 
normally. 


REsuLTS 
The results of treatment were as follows : 


Clinical Response No. of 
Patients 
Excellent, or much improved 77 
Good, or improved 64 
Poor, or not improved 23 
Discharged before final 
evaluation 24 
Total 188 


Within an hour after the first dose of 
fluphenazine the patients generally felt 
better and more relaxed. In most cases, 
a single dose in the morning sufficed to 
prevent a breakthrough of symptoms for 
the next 24 hours. 

Extrapyramidal effects such as spasms 
of the shoulder girdle or neck were seen in 
some patients on 5 mg. daily and especially 
in those on 10 mg. daily, but these effects 
could be controlled by reducing the dosage. 
There were no other untoward reactions 


to the drug. 


SUMMARY 


Of the patients treated with fluphenazine, 
141 of the 166 who were evaluated (85%) 
improved, 23 responded poorly, and · 
were for appropriate reasons not evaluated. 
The average dose was 5 mg. on admission, 
5 mg. the next morning and 2.5 mg. there- 
after as a single morning dose. Extrapyra" 
midal effects were seen in patients тере. 
ing higher doses (5 to 10 mg. daily) bu 
these were controllable by reducing the 
dosage. - 

Fluphenazine is an effective tranquilizer 
and is the most potent of the phenothia- 
zines previously employed here, being 
about 25 times as potent as chlorpromazine. 
The rapid and sustained action of the on 
and its administration as a single daily 
dose are distinctly advantageous. 
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The known direct physical side effects 
of tranquilizing drugs are amply described 
but there has been little study of the 
indirect development of intercurrent dis- 
ease or injury in the tranquilized patient. 
Because a previous study seemed to indi- 
cate a disproportionate amount of physical 
illness and injury in tranquilized groups 
this study was undertaken to investigate 
whether tranquilization was associated with 
admission to the infirmary. 

The sample contained 143 infirmary ad- 
missions admitted over a 2 year period. 
| From the medical records it was determined 
whether the patient had or had not been 
"ranquilized at the time of appearance of 
the physical symptoms which eventually 
led to infirmarization. The percent tran- 
quilized was compared with the compa- 
rable figure in the remainder of the hospital 
population. 

RESULTS AND DISCUSSION 


Forty percent of infirmary admissions 
were tranquilized at the time of appearance 
of their symptom as compared with 36% 
of the noninfirmary population. In the 
group aged 55 and over there was 41% 
tranquilization in the infirmary group as 
| Opposed to 28% in the noninfirmary group 

(p < .01), while of those aged 54 and 

under, the percentages of tranquilization 
_ Were 38 and 51, respectively (р > 105). 

These results reveal an interaction of tran- 

quilizing drugs and age and permit the 

inference that tranquilization of the psy- 
chiatric patient over 54 carries a greater 
than chance risk of development of disease 
< ог injury. When the data are graphed by 
| decade of age it is apparent that this risk 
| becomes manifest at about the age when 
- many physiologists and physicians feel that 
- Physical decline becomes more manifest, 


lRead in full at the 115th annual meeting of the 
rican Psychiatric Association, Philadelphia, Pa., 
ril 27-May 1, 1959. 
- "Respectively, Chief Psychology Section, and Super- 
intendent, Anoka State Hospital, Anoka, Minn. 


THE DEVELOPMENT OF INTERCURRENT DISEASE AND INJURY 
IN THE TRANQUILIZED PSYCHIATRIC PATIENT’ 


GORDON W. OLSON, PH.D., лхо DONALD B. PETERSON, M.D.- 


age 45 to 50. 

We were unable to establish a 
ship of infirmary admission to either drug” 
derivative or dosage ; neither were we able 
to demonstrate an association within the 
infirmary admissions between the fact of 
tranquilization and the physical diagnosis, 
but there was a trend in the data to sug- 
gest that a psychiatric diagnosis of organic 
psychosis was less compatible with tran- 
quilization in the sense of development of 


tranquilized group and 20 (42%) occurred 
among the nontranquilized. The difference 
in death rates was not significant. Thus, 
tranquilization appears to be ў 
with the development of nonfatal disease 
and injury. 

At the present time we are inclined to 
entertain the hypothesis of a general non- | 
specific factor associated with tranquiliza- 
tion which in the elderly group either ~ 
favors, enhances, or produces physical ill- 
ness or injury. Examples of such no i 
factors would be decreased motility, de- 
creased respiratory exchange, or decreased 
alertness. 

We grossly tested an alternative hypothe- 
sis that the early manifestations of physical 
illness in the psychiatric patient may take 
the form of irritability, or other behaviors 
which might then lead to tranquilization, 
by investigating the incidence of infirmary 
admission concurrent’ with electroshock 
treatment in 17 individuals, aged 55 and 
over. One (6%) developed symptoms dur- 
ing ECT which resulted in admission to 
the infirmary. This indicated to us in a 
molar way that emotional disturbance as 
a precursor to physical illness occurs at best 
in a very small percent of the age group _ 
concerned. Allowing for this possibility 
and recomputing the statistics for tran- 
quilization in the older age group produced - 
a difference that was still significant 


(р < .02). | 


SuMMARY 
This study indicated a direct, statistically 
ignificant association between tranquiliza- 
of hospitalized psychiatric patients 
iged 55 and older and the development 
physical illness or injury. This was not 
demonstrated for patients of 54 and 
younger. Dosage or drug derivative could 
not be related to the development of illness 
mor could physical diagnosis be related to 


- Are blood groups related to mental dis- 
ease? In 1939, Thomas and Hewitt(6) 
nd no consistent correlation, Wiener(7 ) 
1948 cited numerous inconclusive studies 
from the earlier literature. Recently Laff 
and Knox(3, 4) found that white male 
schizophrenic patients were more apt to be 
Rho(D) positive, while Negro male schizo- 
phrenic patients had a greater frequency 
of Rho(D) negative than anticipated. 
- In view of these findings, a study of the 
patients at Colorado State Hospital was 
ertaken ; 5,637 patients were classified 
cording to diagnosis, age, sex and both 
groups and Rho(D) type. 
Individual blood donors listed with the 
ice League Community Blood Bank in 
blo comprised the control population 
f 4,774. The results from comparison of 
e study groups and the control popula- 
were tested for statistical significance, 
No correlation was established between 
schizophrenia (1,720 patients) and blood 
g oups О, A and B and blood type Rhy(D). 
The slight association between schizo. 
D a and blood group AB should be 
eted in light of the inadequate sam- 
NC 
е seemed to be an association be- 
en alcoholism (939 patients) and blood 
p A. The p value was .004, 
те was no correlation between mental 
ency (482 patients) and either blood 
ups ABO or blood type Rho(D). 


State Hospital, Pueblo, Colo, 


tranquilization. The data did suggest 
that tranquilization may be less com- 
patible with the chronic brain syn- 
drome than with other psychiatric con- 
ditons. We conclude that tranquilization 
of the psychiatric patient over 55 is asso- 
ciated with the subsequent development 
of nonfatal disease or injury of sufficient 
severity to warrant infirmary admission. 


BLOOD GROUPS IN SCHIZOPHRENIA, ALCOLHOLISM, 
AND MENTAL DEFICIENCY 


р STANLEY Н. NORDMO, M.D.: 


There appeared to be a correlation be- 
tween the entire hospital population and 
blood group A. The fact that 2,496 patients 
were not included in the three groups 
studied could mean that one of the mental 
diseases excluded is associated with a 
greater frequency of blood group A. The 
diagnoses ranged from psychoneurosis to 
chronic brain syndrome. 

The pitfalls encountered in a study of 
this kind are outlined by Manuila(5). He 
stresses that the normal variation in the 
ethnic and racial composition of samples 
may account for differences of 20% in the 
distribution of the blood groups. Then he 
mentions the sampling error which in- 
creases as the size decreases. The third 
problem concerns the technical error which 
in the past has varied from less than 1% to 
9%. Wiener and Wexler(8) are also cau- 
tious in accepting the significance of many 
investigations of this sort. 

In the present study, the sampling error 
is minimized in part by the relative size О 
the groups examined. The composition 0 
the groups and the control population i$ 
fairly comparable in that the percentage 
of Mexicans in the hospital population is 
very similar to the percentage of Mexicans 
in the control population. It is probable 
that other ethnic groups are equally com- 
parable. m 

The technical error based on the inci- 
dence of initially mistyped patients is 1.5%. 

The possible association between bloo 
group A and alcoholism is intriguing. ^ 


‘though the male alcoholic patients out- 
numbered the female alcoholic patients 
6 to 1, there is no difference between the 
sexes as far as the relative increase in 
blood group A is concerned. The number 
of alcoholic patients with Mexican sur- 
names constitutes 25% of the total alcoholic 
f p. As only 13.6% of the patients in 
hospital have Mexican surnames and 
as blood group O predominates in this 
racial group, there seems to be further 
_ evidence to support the association be- 
tween blood group A and alcoholism. 
A common denominator in diseases 
"which appear to be correlated with an in- 
—ereased incidence of blood group А may 
| possibly be found in either the stomach or 
in the secretor status. Gastric carcinoma 
(1, 2) has been correlated with an in- 
creased frequency of blood group A. If 
the apparent increase in blood group A in 
alcoholics is confirmed, studies on the sec- 
retor status in both alcoholic patients and 
in those with gastric carcinoma should be 
_ conducted. 
- In summary, this study of the incidence 
of the ABO blood groups and Rho( D) type 
in schizophrenics, alcoholics and mental 
defectives tends to confirm the absence of 


This study is an attempt to isolate the 
chemical effect of one tranquilizer, chlor- 
Promazine, from the other factors possibly 
‘telated to the shifting mental status of 6 
‘chronic schizophrenic patients. An effort 
is made to arrive at some conclusion about 
the relationship between maintenance ther- 
— dum the quality of adjustment made by 
these patients. 


_ Six female chronic schizophrenic patients 
‘Were chosen, all of whom had been in- 


‘individual attention was minimal. All but 
“one had been hospitalized 5 years or more 
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A LONG TERM EVALUATION OF CHLORPROMAZINE IN 
SIX CHRONIC SCHIZOPHRENIC PATIENTS 


PATRICIA NEELY WOLD, M.D." 


disorders studied. There 
significant association between ale 
and blood group A. However the 
tions of the study including the wide 
tions normally found in the incidence 
blood groups, sampling errors and tec 
cal inaccuracy, underscore the rashn с 
arriving at definite conclusions on the b 

of tentative findings. 
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previous to medication and all had relatives 
who were still actively interested in them. — 
Five of the 6 had been treated in the 
hospital for periods of time varying from 
10 weeks to 12 months ; one was medicated — 
at the time of discharge. They were seen” 
every 3 or 4 weeks for 10 to 15 minutes 
over a period of 3% years, being told that | 
the purpose of the visit was to regulate Ње 
dosage of medication. The dose was deter- 
mined by the amount necessary to control - 
symptoms. Notes were made on important ~ 
events in the patient's life as told by the | 
patient or a relative ; likewise symptomatol- - 
ogy was judged both by the verbal report - 
of the relative and observation in the inter- | 


view. : 


c» 
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each patient had been out of the blown relapse occurred. The relapse periods 

for one year, she was given a sup- in the 5 patients were 5 days, 20 days, 2 


was obvious that the patient was 
eriencing a relapse, she was told that 
e of the "medicine" would be raised. 
latives and patients were encouraged to 
el that this was the solution. The patients 
ere hospitalized when necessary, medi- 
ed with chlorpromazine, and discharged 
S soon as their mental status was the 
me as before the placebo had been given. 
Тһе placebo was instituted a second 
me when the patients had clinically im- 
ed to the pre-placebo level as reported 
their у page or as evidenced by their 
ning a job. 
e of the 6 patients responded to the 
ebo with a major relapse involving 
social disorganization. Since the 
periment was repeated twice for each 
utient, this represents a total of 10 in- 
es of relapse. It would thus seem very 
ely that the original improvement was 
ated to the placebo effect, but rather to 
e tranquilizer, chlorpromazine. 
here was a widely varied but indi- 
ally consistent period of time after 
he institution of a placebo until the full- 


months, 4% months, and 5 months both 
times that the placebo was given. The 
length of time was not related to the 
dosage required to maintain equilibrium or 
to the mental status. 

The major relapses did not seem to be 
related to events in the patient's life. In- 
terpersona] tension which caused the pa- 
tient difficulty on placebos was handled 
appropriately when chlorpromazine was 
reinstituted. In one patient who was dif- 
ficult to keep adequately medicated, the 
form of the hallucination which occurred 
while she was on chlorpromazine, seemed 
to be related to interpersonal tension ; how- 
ever the symptom lacked the severe dis- 
organization of the placebo relapses. 

The relapses in 3 cases started with 
symptoms of tiredness and insomnia, and 
resulted in severe social disorganization in 
all patients, in contrast to symptoms oc- 
curring during medication. The patient 
who had the most symptoms while on chlor- 
promazine was the most difficult one to 
keep adequately medicated, thus suggest- 
ing that the occurrence of the symptoms 
was related to inadequate medication. 


During the preparation of my book, A 
History of Psychiatry, 1 found a significant 
historical correlation(1) between some 18th 
century experiences with electrotherapy 
and animal magnetism. 

A number of physicians were using elec- 
tricity therapeutically in mid-century(2). 
Tts application was not confined to them. 
"John Wesley obtained an electrical appa- 
Tatus about 1750 and issued a publication 
in 1759. It was claimed, at that time, that 
hundreds and perhaps thousands of people 
benefited from electrotherapy. Middlesex 
| Hospital was the first teaching institution 

to acquire an electrical machine (1767), 

followed by St. Bartholomew's and St. 
— Thomas's. An “asylum” in Leicester owned 
—'an electrical device for treatment of patients 
— and in 1788 a special therapy room was set 
^p in this connection. In 1793 a London 

Electrical Dispensary was organized and 
3000 patients were said to have been 

treated within 10 years, one-half cured and 

most of the remainder relieved of their 

Symptoms, The history of electrotherapy in 

some form had long preceded these efforts. 

apeutic use of the electric eel can be 
traced to the Greco-Roman period(3). 
While the electrotherapy movement was 

developing, Franz Anton Mesmer (1734- 

1815) was synthesizing his theory of animal 
Magnetism and treating patients with 
Claims of success, In 1779 he published the 
famous Mémoire sur la Découverte du 
-Magnétisme Animal with its classic 27 
- Propositions (4). Note numbers 21 and 22: 


system will furnish fresh explanations as 
19 the nature of Fire and Light, as well as the 
= of attraction, ebb and flow, the magnet 
and electricity. . . It will make known that the 
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HISTORICAL NOTES 


THE HISTORY OF ELECTROTHERAPY AND ITS CORRELATION 
WITH MESMER'S ANIMAL MAGNETISM 


JEROME M. SCHNECK, M.D.: 


magnet and artificial electricity only 
as regards illnesses, properties which they 
share with several other agents provided by” 
Nature, and that if useful effects have been 
derived from the use of the latter, they are 
due to Animal Magnetism. 


Mesmer has been regarded by some as ~ 
a brilliant innovator and by others as 
lacking in scholarship(5). It is often aca 
knowledged, nevertheless, that his concepts 
can be linked with some trends of the time. — 
For example, disease as related to fluidistie : 
disharmony has been compared to the 
irritability theory of Albrecht von Haller 
(1708-1777) and the excitation theory of 
John Brown (1735-1788) among others(6). 
That Mesmer gave thought to underlying 
essentials when comparing therapies of his 
time is evident in the propositions men- 
tioned above. His interpretation was clearly 
slanted in the direction of his personal - 
theoretical preferences which is usually 
true of most innovators. Even disregarding 
Mesmers theory we find that he was 
probably still accurate in the fundamentals и 
of his observations. The therapeutic at- o 
tributes of 18th century electrotherapy and 9 
magnetism possessed the common denom- 
inator pertinent to animal magnetism. This 8 
common denominator consisted of the езе 
sential ingredients of the transference re- 
lationship and its role in fostering thera- — 
peutic change, aside from any other aspects 
in the devices employed which might also 
be effective. This is consistent with ob- 
servations today in connection with psycho- 
logical factors in modern electrotherapy. 
Interest in the psychological aspects of 
today's electroconvulsive methods followed 
soon after their introduction(7). 3 

Electrical appliances frequently elicit 
varying degrees of convulsive reactions, of 
course, and these are dependent on several 
variables consistent with the therapeutic 
intent of the physician. À point of interest 
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з favored, the production of con- 
ive reactions, called crises, in many of 


and iron filings in contact 
held by patients in group 
) or in contacts with any "mag- 
ed" objects. The convulsions must have 
much importance psychologically for 
h patients in relation to the dynamics of 
r illnesses. Even now it is significant 
fo note differences of opinion regarding the 
ence or necessity of convulsive re- 
ons in ECT in relation to their psycho- 
and physiological desirability within 
the therapeutic regime. Taking all of these 
facts and opinions into consideration, we 
nay focus special attention now, in con- 
on with the treatment of psychological 
or illness with known structural 
ge in addition to psychological mani- 
tions, on proposition number 23 : 


It will be seen from the facts, in accordance 
with the practical rules I shall draw up, that 

s principle can cure nervous disorders di- 
ectly and other disorders indirectly. 


Allowing for changing concepts of "cure" 


Mesmer had something to offer. As for the 
historical development of scientific ideas, 
the correlation between his animal mag. 
netism and the history of electrotherapy 
with their allied psychodynamic themes 
seems deserving of recognition. 
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With the death of Gregory Zilboorg we 
record the loss of a good friend of many 
years. In Philadelphia at the 1959 meeting 
when we last saw him he was buoyant and 
active throughout the meetings. We knew 
that he had been seriously ill but we shared 
his hope that surgery he had recently un- 
dergone had cleared the way ahead. He 
was carrying on as if nothing had hap- 
pened. He was not one to let health prob- 
lems disturb his equanimity or, to the limit 
of possibility, his endeavor. 


A COLLABORATIVE RESEARCH PROGRAM BETWEEN 
SAINT ELIZABETHS HOSPITAL AND NATIONAL INSTITUTES 
OF MENTAL HEALTH 


The Clinical Neuropharmacology Re- 
search Center has been established at 
Saint Elizabeths to meet the long recog- 
nized need of the National Institute of 
Mental Health for a research center in a 
mental hospital setting and represents a 
collaborative research program between 
the two institutions, centered on the hos- 
pital. The main purpose is the study of the 
action of drugs on mental function and 
mental disorder. 

The location of the Center at Saint Eliza- 
beths Hospital was thought appropriate 
because here in a large and modern hos- 
pital abundant and varied clinical material 
would be available for clinical trials, as 
Well as for special, intensive investigation 
of individual conditions and syndromes. 
Furthermore, it was thought desirable to 
expose investigators, working at whatever 

vel or discipline, to the unique phe- 
nomena presented by mental illness in a 
mental hospital. These phenomena and 
their problems differ from, and are com- 

plementary to the picture usually presented 
1 by the private hospital or the university 
clinic, It was therefore hoped that such 
mutual exposure would lead to the develop- 
. ment of research and therapeutic tech- 


COMMENT 


GREGORY ZILBOORG 


But the Fates were unkind. In a letti 
only two weeks before the end he wr 
with utter composure, of the unfortunal 
turn of events and the outcome he was ap 
proaching. "I am not doing any мо t 
speak of”; he said, "I read a letter, I ат 
cheerful. I don't even suffer moments 0 
despondency.” And so with even mind hi 
finished hís course. р 

A memorial of Dr. Zilboorg will appea 
in a later issue of the Journal. 4 


niques applicable specifically to men 
hospital populations ; and to a more read; 
appreciation of the role of each in a com 
mon r program. 4 
Essentially the plan is designed to break 
the deadlock of isolation between the 
scientist and the mental hospital, and th o 
mental hospital and the growing points of 
the behavioral sciences. Also, the location 
of a research center within the Washingto й 
area, and within easy access of the Clinical. 
Center in Bethesda should make for ready 
interaction between it and the resources. 
and special services of the Clinical Center. 
The functions of the laboratories and clini- 
cal branches of the hospital, of the Clinical: 
Neuropharmacology Research Center, and. 
of the laboratories and branches of the 
National Institute of Mental Health in 
Bethesda are therefore envisioned as com- 
plementary and interdependent. A пот! 
of long range programs are planned, or 
in operation, with the active collaboration 
of these branches. E 
To ensure a clinical setting truly repre- - 
sentative of the predominant hospital popu- | 
lation, the Center was located in one of 
the older units of the hospital, the so-called { 
William Alanson White Service. This is a 
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5-story building with some open and some 
closed wards, housing some 370 patients. 
Тһе patient population is being steadily 
‘selected and sifted according to the needs 
of the research program. 
| Part of the ground floor, and the whole 
the fifth floor of this service, were 
ipted for special research laboratories. 
e ground floor now includes laboratories 
neurochemistry, neuropharmacology, 
trophysiology, sensory physiology and 
oendocrinology. A laboratory to ac- 
nmodate experimental animals for the 
udy of the effects of drugs on animal be- 
or has been erected outside the electro- 
ysiological laboratories. The whole of the 
h floor provides for the clinical parts of 
program. Laboratories here include a 
metabolic ward (complete with diet 
en) ; clinical physiology laboratories ; 
electroencephalographic and psychosomatic 
laboratories; psychometric laboratories ; 
d a suite of rooms for interviewing, for 
-term psychotherapy, for counselling, 
for group therapy. On this floor are 
the records and statistical offices (com- 
ising modern data processing equipment ) 
offices for social scientists and secre- 
] help. All laboratories are finished and 
uipped according to the standards of the 
ational Institutes. 
t a more personal level, the day-to-day 
iduct of the Clinical research is carried 
out jointly by the staff of the Clinical 
Neuropharmacology Research Center and 
of Saint Elizabeths Hospital. Clinicians 


ospital, thus assuring closest possibl - 
with research problems. iem: о. 
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The Chief of the Center serves as Di- 
rector of Research of the hospital and 
Chairman of the hospitals Research Com- 
mittee, whose function is to coordinate and 
promote clinical investigations in any part 
of the hospital and to submit to the Super- 
intendent recommendations for their further 
development. 

Research in a clinical area is inseparable 
from clinical care and, in the last analysis, 
it is the clinical care program that will 
reflect the usefulness or otherwise of its 
research program. There are already in- 
dications that the proximity of the basic 
sciences to the clinical area encourages the 
basic scientists active interest in clinical 
problems, and the clinician’s interest in 
scientific method. Moreover, as research 
techniques especially adapted to the study 
of clinical phenomena within a mental 
hospital are evolved they will take their 
proper place in the hospital training pro- 
gram and, it is hoped, thus lead to the 
creation of an academic setting within the 
confines of the hospital. The joint Saint 
Elizabeths—National Institute of Mental 
Health project could thus set a pattern for 
the future, Its measure of success, however, 
will inevitably depend upon the strength 
and evolution of the hospital it serves. 

Winfred Overholser, M.D., 
Superintendent, 
Saint Elizabeths Hospital. 


Joel Elkes, M.D., 
Chief, Clinical Neuropharmacology 
Research Center National Institute 
of Mental Health. 
Director of Research, 
Saint Elizabeths Hospital. 


THE QUESTION OF PSYCHIATRIC TRAINING ABROAD 


Editor, THE AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm ; It has been said by Freyhan(1), and 
remarked by others(2, 3), that an American 
psychiatrist is apt to be struck by the dif- 
ferences in psychiatric theory and practice 
in foreign countries and that the foreign 
psychiatrist is often baffled by what he 
sees in the United States(4). Such dif- 
ferences have given rise to concern, even an 
admonition from Professor Bleuer(1), that 
they may result in the cessation of exchange 
of both communication and psychiatrists 
between America, Great Britain and the 
continent. 

This situation is relatively new. In 1930 
Mapother(5), having just returned from a 
visit to the United States, wrote that Ameri- 
can psychiatrists “have the natural readi- 
ness to try anything once, but to me they 
seem neither credulous, nor given to making 
claims; in fact, they seem full of the 
‘enthusiasm without illusion’ that is the 
true scientific spirit.” Three years later in 
the 14th Maudsley Lecture, Adolf Meyer 
(6) spoke of the British contribution to 
American psychiatry. In the ensuing 15 
years a number of British psychiatrists 
came to North America for postgraduate 
study, several returning to become the Brit- 
ish exponents of the Feinsinger technic of 
short-term psychotherapy(7). And, in gen- 
eral, the exchange soon became more and 
More one-way, with few American psy- 
chiatrists going abroad for study and a 
feeling of separation becoming progres- 
sively more apparent. An English Pro- 
fessor(2) in 1953 referred to the differences 
in the evolution of British and American 
Psychiatry as "differences . . . of quantity 
and tempo"; and several years ago another 
English psychiatrist(3), alluding to the 
growth of psychoanalytic psychiatry in the 
United States, made the comment that "a 
remarkable attempt has been made in many 
Centers to ingest the whole system, python- 
like, into the body of academic opinion. 
As a result of this separation, there has 

in America, as Kanner suggests(8), а 
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loss of interest in basic clinical psych 
and in the historical roots of modern psy 
chiatry. Maciver and Redlich(9) hav 
pointed out in a study of psychiatric prac 
tice not only a dichotomy in the theoretical 
orientation of American psychiatrists bul 
also a relative lack of eclectics. And abroa 
particularly in England, there has sp 
up an intense distrust of psychoanal 
theories and psychotherapy in general( 
From this separation there have also a 
many distorted attitudes and conceptions, 
the point that not a few American psy- 
chiatrists regard British and continenta 
psychiatry as "descriptive" or, at best, 
tential; and vice versa, American psycl 
try, as subjugated to an uncritical | 
ceptance of psychodynamic theory 
psychotherapy. Some effort has been m 
to bridge this gap in communication, 
pecially in the areas of psychopharmaco 
and epidemiology; but little encoura: 
ment is given the American psychiatrist 
obtain foreign training during his residen 
ears. Few foundation grants, medical: 
school travelling scholarships or govern- 8 
mental research or training stipends have. 
been established for this purpose ; and even - 
in neurology where the tradition of a. 
year's pilgrimage to the National Hospital, _ 
Queen Square, London, is long established, | 
there are meager financial aids available. | 
At best, there is the occasional medical. 
society or academy of medicine which - 
happens to have a scholarship or trave 
grant as a fossil from the days of the. 
"American Medical Association of Vienna.” — 
The value of foreign training in psy- 
chiatry has been stressed by many previo 
writers(11, 12, 13). But the lack of op- 
portunity for such study cannot be emp 
sized or deplored sufficiently. 


John A. Sours, M.D., 
Fulbright Scho 

The Maudsley Hospitals 
London, England. — 

722 West 168th Street, 
New York 32, N. Ye. 


BIBLIOGRAPHY 


`1, Freyhan, F. A. : Am. J. Psychiat., 108 : 
$1, 1951. 
- 9. Lewis, A.: Am, J. Psychiat., 110 : 401, 
`3. Shepherd, M.: Am. J. Psychiat, 114: 
A17, 1957. 
_4. Whitehorn, J. C. : Am. J. Psychiat., 108 : 
1, 1951. 
| 5. Mapother, E. : Lancet i : 848, 1930. 
. 6. Meyer, A. : J. Ment. Sci., 79 : 435, 1933. 
- 7. Stafford-Clark, D.: Psychiatry To-day : 


Tur AMERICAN JOURNAL or Рѕүсні- 


1: In his interesting article in the 
issue of this Journal Malzberg states 
the higher incidence of psychoneuroses 
z the Jewish population in comparison 
other groups of our metropolitan 
ation, such as Irish and Italian, has 
attributed to the greater willingness 
Jews to seek medical advice and, in 
cular, to a more favorable attitude to- 
s psychiatry and psychiatrists. This is 
ly true and I believe that if we included 
e statistics about private psychiatric prac- 
the incidence of psychoneuroses among 
would be proportionately even much 
er than calculated in Dr. Malzberg's 


$ 


"There is however a cultural conditioned 


Mental. Disorder 


Alcoho 


7.2 


e has been no remarkable change in 
these figures since that time. As a result of 
cultural factors the Jews do not use the 
escape of their anxiety-producing problems 
into alcohol to such an extent as the Irish 
9 Italian. Although an increase of alcohol 


A STATISTICAL STUDY OF FIRST ADMISSIONS WITH 
PSYCHONEUROSES IN NEW YORK STATE, 1949-1951 
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genetic-dynamic explanation for this dis- 
crepancy which can be proven statistically. 
The chief characteristic of psychoneurotic 
disorders (Manual of Mental disorders 
APA) is "anxiety which may be directly 
felt and expressed or which may be un- 
consciously and automatically controlled by 
the utilization of various psychological de- 
fense mechanisms. . . ." 

The Jews as well as Irish, Italians and 
other population-groups have to deal with 
anxiety-producing problems. Besides be- 
coming neurotic, there is another way of 
escape from “anxiety,” namely to "narco- 
tize” anxiety by becoming alcoholic. Now 
let us look at the racial differences of alco- 
holism as presented statistically by the De- 
ен of Mental Hygiene, New York 

tate : 


Comparison оғ Race DISTRIBUTION тч Principat Groups or MENTAL Drsonpens, 1951 


Per Сет of Total First Admissions of Each Race: 


Irish Italian Mixed 


05 | 121 | 28 6. 


Slavonic 


use among the Jewish population has been 
observed the “psychoses due to alcohol 
among Jews remains a “curiosum.” 
John Lanzkron, M.D., 
P.O. Box 1 
Middletown, N. Y- 


Editor, THE American JOURNAL or Psycm- 
ATRY : 

Sm : The statistics that Dr. Lanzkron pre- 
sents are not as conclusive as he thinks. 
They are not rates of first admissions with 
alcoholic psychoses, i.e, the number per 
100,000 of each ethnic group, but percent- 
ages based upon total first admissions. The 
Ее may be high, but the rate may 

low, or vice versa. Comparisons of the 
incidence of the alcoholic psychoses, as con- 


A COMMENT ON SWEDISH PSYCHIATRY 


Editor, Tue AMERICAN JOURNAL oF Psy- 
| CHIATRY : 

$m: I was very to read on 
page 83, vol. 116, July 1959, of The Ameri- 
can Journal of Psychiatry a note accordin 
to which Swedish psychiatry is in a sa 
state and has not developed at the same 
rate as other special fields. Since I have 
had the chance to visit some Swedish 
psychiatric hospitals and all university 
clinics several times, particularly last spring, 
and to discuss psychiatry with Swedish 
Psychiatrists exhaustively I should like to 
inform your readers with regard to my 
impressions. I found the standard of the 
Swedish mental hospitals I visited on an 
excellent level. They have been modernized 
from every possible point of view, and 

er modernization is planned. The back 

wards—always an important criterion for 
hospital care of the mentally sick—present 
à most happy homelike atmosphere. Oc- 
cupational therapy is very well developed, 
the social life of the hospital patients is 
excellently organized. For the treatment of 
Neurotic and M ico d DT 
are splendidly equi special cs, 
Wards and outpatient clinics. The social 
Service for the patients is also well or- 
ganized. 


REPLY TO THE FOREGOING 


trasted with psychoneuroses, are difficult М 
make because of the social factors which 
fluence both treatment and hospitalization, 
Until a better measure of the true incidenci 
of the psychoneuroses is available, hype 
theses such as that suggested by Dr. Lanz 
kron are suggestive, but cannot egard 
as conclusive. 


Benjamin Malzberg, М.Р, — 
Albany 10, Nu 


and its Supplements. It is correct to say 
that mba poor psychiatrists follow 
trends in psychiatry which are not the 
same as in many other countries. 
however, does not se to an Pipe 
wedish psychiatry, but is on the соп 2 
enm precious орана to international . 
progress in this field. 


Prof. M. Bleuler, 
Director of the Psychiatric 0 
University Clinic Burghdlzli, - 
Zürich, Switzerland, ч 
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- Editor, THE AMERICAN JOURNAL or Psycni- 
_ATRY : 

Sim : In the July issue of this Journal, Dr. 

fgren, in his comment on Prof. Kinberg’s 

per, referred to Swedish psychiatry as 

en and lacking in international con- 

” and stressed that its level was “not 

acceptable by modern standards.” I have 

privilege of some knowledge of Swedish 

chiatry, and had the opportunity last 

nter to visit thoroughly all the university 

inics and a number of other psychiatric 

tutions in Sweden. I feel it therefore 

my duty, as an independant observer, 

to make some comments on the paper by 

_ Dr. Löfgren, with whose opinion I strongly 

disagree. It is true that the late Prof. Sjó- 

brings psychopathology has still a great 

influence in Sweden. That holds true how- 

er only for certain universities and for 

in aspects of his theory. His psy- 

ological “types” or, more exactly, “traits” 

tem is considered as a convenient refer- 


ological and somatometic techniques. 
out going into details, Sjébrings typol- 

is not at all an "isolated" system, but 
many connections with other European 

15 of thought (Pierre Janet in the first 

e). It is true too that psychiatry in Swe- 

а is more somatically than psychodynami- 
lly oriented. I do not believe, however, 

at the somatic approach is so exclusive as 
could be inferred from Prof, Kinberg’s pa- 
er and from Dr. Lófgen's letter. The devel- 
ment of clinical psychology in the last ten 
years is impressive, and the close cooper- 
ation between psychologists and psychi- 
s, the support psychology receives 

om all the professors of psychiatry, and 
scientific level of the papers published 
compare favorably with the present 

in the United States, Psychoanalytic 
concepts are not as widespread as in the 
United States, the number of trained psy- 
choanalysts is small, but their proportion 
to the total number of psychiatrists is not 
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much below that in continental Europe. In 
the administrative, therapeutic, teaching, 
and research fields, psychiatry has attained 
in Sweden a very high level. The hospitals 
are generally extremely well planned and 
equipped, the State is presently providing 
large sums for their extension and mod- 
ernization. There is a great concern about 
the social aspects of mental disease, The 
teaching at the graduate level is probably 
more extensive than in most European 
countries, and, in addition, series of lectures 
on medical psychology are given in the 
first years. Psychiatry is now considered in 
the medical schools as one of the main 
clinical subjects for the examinations, a 
situation probably unique in Europe. The 
level of research, as any reader of Acta 
Psychiatrica et Neurologica and of the pub- 
lished M.D. theses knows, is extremely 
high. The large amount of the material, the 
care in the clinical investigation, the plan- 
ning of the experimental approach and of 
the statistical treatment, the thoroughness 
of the bibliography, are noteworthy. It is 
true that, with the exception of clinical 
psychology, the main lines of research are 
in the somatic field : biology of mental 
disease, biological therapy, genetics and 
population survey. In those fields Swedish 
psychiatry has gained international recog- 
nition. But it does not mean that Swedish 
psychiatry is isolated. Swedish psychiatrists 
are well acquainted with foreign literature, 
European as well as American. Many have 
travelled extensively and they are always 
open to new points of view. The contri- 
butions made by the present heads of 
university clinics and psychiatric insti- 
tutions, as well as the work of younger 
psychiatrists are in themselves an eloquent 
proof of the originality of the Swedish 
psychiatric school. Originality is not a sig? 
of isolation but of vitality. 


Prof. agr. P. Pichot, 

Hopital Sainte Anne, 

Faculté de Médecine, 
Paris (France). 


Iowa Honors SEYMOUR VESTERMARK, 
M.D.—A bronze plaque honoring Dr. Ves- 
termark has been mounted in the main cor- 
ridor of the State Psychopathic Hospital 
according to Paul E. Huston, M.D., Chair- 
man of the Department of Psychiatry and 
Director of the Psychopathic Hospital. This 
plaque reads: 

In Memory 
of 
SEYMOUR DAY VESTERMARK, M.D. 
State University of Iowa Medical Class of 1931 
Born November 25, 1902 
Died February 22, 1959 

Distinguished graduate who, during 10 
years as Chief of National Institute of Men- 
tal Health Training Branch, U.S.P.H., 
exerted a profound influence in the field of 
psychiatric training in the medical schools 
of the U.S.A. 


Dr. Visorsky Heaps Сніслсо MENTAL 
Hearn SEnvice.—Dr. Harold M. Visotsky, 
assistant professor of psychiatry at the 
University of Illinois College of Medicine, 
has been appointed, effective Sept. 1, 
director of mental health for the City of 
Chicago. He will have charge of the mental 
health section of the Chicago Board of 
Health under the direction of Dr. Herman 
N. Bundesen, president. 

Dr. Visotsky is the first full-time director 
appointed to this position. He has been 
coordinator of psychiatric training at the 
university since 1955 and consultant to the 
National Foundation, Polio Respiratory 
Center, U. of I. Hospital, as well as a con- 
sulting psychiatrist and a member of the 
educational faculty and committee in the 
residency training program at the Chicago 
State Hospital. 


ConnrcrroN.—Information presented on 
page 171 of the clinical note entitled: "Drug 
Use-Rate in a State Mental Hospital" by 
John R. Whittier, et al, American Journal 
of Psychiatry, 116, pages 169-171, 1959 is 
inaccurate, The two sentences preceding 
the summary, and the pertinent summary 
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content, should be corrected to read 
the end of the observation period, 6 
the total hospital population were гесе! 
one or more of the drugs. Male patien 
drugs represented 22% of the total hos 
population, or 52% of the total male po 
tion. Female patients on drug represe 
40% of the total hospital population an 
of the total female population, all figure 
rounded to the nearest percentage point. t 
the total male, and female patients ¢ 
drugs, 56%, 51% and 59% respectively were 
receiving chlorpromazine.” As principal at 
thor, I am responsible for the inaccur: 
in the percentage figures, which ap 
during several revisions of the article | 
to submission and were missed in į 
copy. I am indebted to the critical a 
of Matthew Kartch, 4th year medic 
dent at Albert Einstein College of Medi 
cine, for bringing the situation to my notice 

Јонх R. Wnurrriz, M.D. 
Director of Psychiatric Res 
Creedmoor Institute for 
Psychobiologic Studies 


Connecticut SEMINAR IN PSYCHIA 
NxvnoLocx.—September 16, 1959-April 
1960. Sponsored by the Connecticut D 
of Mental Health and the Dept. of 
chiatry of the Yale School of Medicine 
in co-operation with other hospitals and 
training schools, Many eminent speakers 
and instructors have been engaged for each 
of the two sections of 
course is approved for Category 1 credit 
the Academy of General Practice. Fi 
further information, address the Assistan 
Dean for Postgraduate Medical Educatio 
333 Cedar St, New Haven 11, Conn. „ 


Massacuusetts GENERAL Hosrrran В 
SEARCH ON MENTAL RETARDATION.—À g 
of $1,000,000 from the Joseph P. Kenned: 
Jr. Memorial Foundation for the estab! 
ment of the Joseph P. Kennedy, Jr. Labora- 
tories for Research on Mental Retardation 
at the Massachusetts General Hospital 
been announced. One-half will be spent for 
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the construction of the laboratories and the 
half will serve as an endowment to 
de continuing operating funds. 
This is the first of the endowed scientific 
chships planned under the Anniver- 
in observance of the 150th 
birthday of the Massachusetts General Hos- 
in 1961. 


e COLLEGE STUDENTS’ ArrITUDES TO 
ШАСЕ.—А questionnaire study was con- 
by Principal H. K. Trivedi and 
associates of S. B. Garda College and B. P. 
Baria Science Institute, Navsari, India, and 
ted in The Guardian, the journal of 
e institutions, for March, 1959. 
the 531 students volunteering 496 
men (24 of whom, married) and 120 
en (7 married). The married students 
all Hindus, 68 of the unmarried men 
form Muslim and Parsee minorities. 
The students strongly favored comple- 
tion of education before marriage. They 
also favored family planning and limiting 
children (2 sons, 1 daughter). They 
ized the evils of the Dowry system. The 
en gave more importance to the social 
tatus of the spouse than did the men. 
It is interesting to note that of the un- 
man ed students 48% of the men and 55% 
of the women stated that they would not 
be prepared to take a spouse whose horo- 
scope differed from their own. 
. This issue of The Guardian reports also 
the special features of the annual meeting 
of the College and Institute, honoring Pro- 
or Trivedi the founder of these institu- 
s and who is responsible for their re- 
narkable one The occasion was 
вре nota’ reason of the presence 
of His Excellency, Shree Sri abi Gov- 
ernor of Bombay State, who presented to 
Principal Trivedi, professor of philosophy 
an psychology, a handsomely bound Fest- 
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chrift containing 73 tributes from educa- 


^a 
iucted 


2 


Y —_— S Y 
NEWS AND NOTES 


4 


EX] November 


tionalists and other eminent persons in 
various walks of life commemorating his 
45 years of distinguished service to higher 
education. 


NATIONAL ASSOCIATION FOR MENTAL 
Hearta, INc.-The appointment of Law- 
rence J. Linck of Chicago as executive 
director of the National Association for 
Mental Health has been announced by 
the organization’s president, Judge Luther 
Alverson. Mr. Linck has previously served 
as a professional management counselor 
with offices in Chicago, and as executive 
director of the National Society for Crip- 
pled Children and Adults from 1945 to 
1956. 

He has served as special consultant to 
the U. S. Public Health Service, and con- 
sultant to the Office of Vocational Re- 
habilitation in the U. S. Department of 
Health, Education and Welfare. 


AMERICAN Psycuosomaric Sociery.—The 
Society will hold its 17th annual meeting 
at the Sheraton-Mt. Royal Hotel in Mon- 
treal, Canada, on Saturday and Sunday, 
March 26 and 27, 1960. 

The Program Committee would like to 
receive titles and abstracts of papers for 
consideration for the program no later than 
December 1, 1959. The time for presenta- - 
tion of each paper will be 10 or 20 minutes. 

Abstracts, of two or three pages, in 9 
copies, should be submitted to the Chair- 
man of the Program Committee at 
Nassau Road, Roosevelt, N. Y. 

Eric D. Wittkower, M.D., 
Chairman, Program Committee 


Correction.—Three pages of plates il- 
lustrating the article by Dr. Nathan Mala- 
mud, pages 215 to 218 of the September 
Journal were, through a printer's error mis- 
cx and inserted between pages 220 and 


Yeannoox or NevuroLocy, PsvcHIATRY AND 
Nevrosurcery (1958-1958). By Roland 
P. MacKay, M.D. (Neurology), S. Bernard 
Wortis, M.D. (Psychiatry), Oscar Sugar, 


M.D. (Neurosurgery). (Chicago: The 
Year Book Publishers, 1959, pp. 623. 
$8.50.) 


Neurology. Among numerous developments 
of the year, Mackay puts first in importance the 
continuing investigation and differentiation of 
the neutropic viruses, of which the polioviruses 
are the most neurotropic. Reports on the Salk 
vaccine are “essentially unanimous in citing 
а 75% effectiveness against paralysis . . . [and] 
an immunity approximately as enduring as 
that from ‘natural infection’.” 

Clinical and experimental studies reported 
in this Year Book, including reports of patho- 
logic changes found in Hiroshima and Naga- 
saki victims, point up sharply the need of 
knowledge of radiation effects now and in the 
future. 

Multiple sclerosis, although “one of the most 
actively studied of human diseases,” is still a 
mystery, insofar as etiology is concerned. 

Mackay calls attention to the publication of 
the “handsome and authoritative volume, 
Neuropathology by J. G. Greenfield and asso- 
de, and the lamented death of the senior 

itor. 

Psychiatry. Psychopharmacology and phys- 
iologic treatment methods still occupy the 
Predominant interest of psychiatrists every- 
Where. Wortis, in understatement, mentions 
18 new drugs to be added to the list given 
in the last preceding Year Book. 

The present status of insulin therapy was 
Surveyed in the International on 
Insulin Treatment in Psychiatry in New York 
City in the autumn of 1958 [This Symposium, 
edited by Rinkel and Himwich, is published 
by the Philosophical Library, 1959]. 

There is much research on biochemical ab- 
normalities in possible relation to schizo- 
Phrenia, but no generally accepted conclusions 
have been reached. There has also been in- 
creasing attention to the biochemistry of 
alcoholism. 


Instead of trying to summarize the findings 
in a vast number of reports, Wortis gives a 
long bibliography (12 pp.) of publications in 
1958 dealing with the several fields in psy- 


try. 
This section contains reports on psychiatry 
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_ subjects substantiated these results, they pro- 
ceeded to a number of validating explorations 
- which indicated the consistency and sig- 
— mificance of their measurements. 
— — [n a series of researches regarding person- 
ality and behavior, they found that high bar- 
‘rier scores correlated well with a higher level 
E goal-setting, a need for task completion, 
- less suggestibility, freedom to manifest anger, 
| self-expressiveness, greater tolerance of stress, 
a higher interest in work activity that involved 
personal communication, and that such per- 
sons were products of families where there 
occurred greater structuring of values and 
goals, with more interest in work and more 
_ stable marriages. Group studies indicated that 
- — their philosophy was characterized by firmness, 
definiteness, assertiveness, initiative, more lead- 
_ ership, and ability to talk. They were also more 
_ friendly and democratic, with greater humani- 
—tarianism. 


- А study of controls, neurotics, and psychot- 
ics revealed a decreasing barrier score as one 
proceeded towards the psychotic population. 
'The authors follow this report with a discussion 
of the importance of the body image, its re- 

lationship to Freud's concept of the ego, and to 
the implications in the treatment of regressed 
schizophrenics, where attention to their body 
М seems to be of paramount importance. 

Further studies in family patterns revealed 
that low barrier persons are exposed to a 
family atmosphere that not only provides few 
definite identification models, but which is also 
characterized by relatively high insecurity and 
inappropriate rigidity. These people tend to see 

ir parents in a threatening and fear-inspir- 
‘ing manner. Sex differences are revealed at dif- 
rent ages, in that lower scores occur in boys 
from 5 to 7, and in girls from 10 to 13, while 


relatively later impulse satisfaction during the 
first few years of life than does the modern 
_ Western mode of civilization, that they pro- 
-vided the individual with more definite and less 
Вісёџа] value models, but that they later 
anded more rapid independence. With the 
estern tradition falling lowest on the barrier 
_ scale, searching questions inevitably arise. 
79 Two more studies are reported. One finds a 
| ficant relationship between barrier scores 
md the location of cancer, while the other 
s with various physiological manifestations, 
e most important of these was the study of 
eral reactivity following the ideas of Fun- 
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kenstein, which indicated that high and low 
barrier individuals went in opposing directions 
in tests of various body reactions. An attempt 
was made to evaluate how these responses 
might be organized neurologically. It is known 
that passive personalities have a high alpha 
index in the EEG. The authors’ investigation 
indicated that low barrier patients tended to 
be more passive and also had a higher alpha 
index. It was then speculated that high barrier 
individuals have a more elevated level of striate 
muscle excitation, and therefore may arouse 
more consistently the reticular formation 
through proprioceptive stimulation. 

This book concludes with an excellent sum- 
mary chapter. It also contains an appendix 
with certain Rorschach protocols, a bibliog- 
raphy of 360 items, and a subject and name 
index. This excellent work has brought much 
more clearly into focus another frame of refer- 
ence for understanding personality develop- 
ment and function. It has presented much 
stimulating evidence, but, even more impor- 
tant, it has opened the doors to further research 
projects. 


Enric T. CanrsoN, M.D., 
New York Hospital, 
Cornell University Medical College Center. 


PERSONALITY CHANGE AND DEVELOPMENT AS 
MEASURED BY THE PROJECTIVE TECHNIQUES. 
By Molly Harrower, Ph.D. (New York: 
Grune and Stratton, 1958, pp. 383, 
$10.00.) À 
Research minded practitioners will find this 
contribution quite challenging. Using her many 
years of experience, the author makes a seríous 
attempt to discover answers to some intriguing 
questions concerning projective techniques. 
Some of these questions are: To what extent 
does projective material actually mirror report- 
ed change in behavioral adjustment and change 
in subjective experience ? If positive changes 
are found, do they result from a dropping out 
of pathologic responses in the second test rec. 
ord, from an increase in positive indices 0 
adjustment, or from a combination of bo! 
How does an individual change during per! 
of normal growth and the passage of 5, 10 and 
15 years ? What about the similarities or qu 
ences in personality brought about throug 
growth, maturation and life experiences on 
one hand, and various forms of psychotherapy 
on the other ? What about changes introduce 
by psychotherapeutic techniques which are not 
found as a result of other experiences 
Raw data are provided in order that the 
reader may make personal judgments. P 
tially, this volume is at the documentary lev 
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since the author believes that until there is 

sufficient evidence of ‘what actually occurs, 
extensive theorizing is out of the question. 
AnrHun LERNER, Рн.Р., 

Psychology Department, 

Los Angeles City College. 
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EriLersie. By J. A. Chavany. (Paris : Masson 

& Cie, 1958, pp. 353. 2.800 fr.) 

This monograph attempts to deal with all 
the different aspects of epileptic disorders, al- 
though emphasis is placed on clinical mani- 
festations. The first part of the book deals with 
the clinical description of epileptic seizures. 
The account of cases is colorful and precise. 
After dealing with the classical grand and 
petit mal seizures, the author describes the 
focal episodes or parietal, temporal and oc- 
cipital origin. Much of the material is dis- 
cussed in light of work done by Penfield. 

The existence of a particular “epileptic per- 
sonality” and an “epileptic dementia” is ac- 
cepted by the author although the reasons for 
doing so are not clear. The underlying as- 
sumption seems to be that “essential” or 
“idiopathic” epilepsy is a disease entity per se, 
rather than a manifestation of some known or 
unknown etiologic process. 

The author attempts to establish types of 
seizures which at times seem rather arbitrary 
and novel, For example “morpheic epilepsy 
according to him is characterized by nocturnal 
attacks, frequent mental and endocrine dis- 
turbances and heredofamilial traits, whereas 
cases predominantly nocturnal but with an 
occasional diurnal attack are, automatically 
eliminated from this group. Other sleep phe- 
nomena, like somnambulism, nocturnal terrors, 
transient abdominal pains and frequent dreams 
are somehow related to this entity call 
“morpheic epilepsy.” The EEG is reported to 
reveal sharp waves, spikes or “trapezoid waves 
in the temporal lobe and is held to be a “spe- 
cific anomaly.” Also it is not entirely clear from 
the text if the author believes narcolepsy and 
“narcoleptic epilepsy” to be one or two differ- 
ent entities, but after a brief discussion of the 
problem the conclusion seems to be that there 
are two different conditions and the best way 
to tell them apart is by a therapeutic trial. One 
would have desired a closer discussion of the 
pathogenesis as done in the past by Wilson, 
Adie, and others, instead of a general state- 
ment that there is a supposedly exaggerated 

reactivity of the hypnic function” in epilepsy. 

The epileptic phenomena of young children 
are treated in great detail. The author recom- 
mends not attaching the word "epilepsy to 
just any convulsive episode in the young infant 
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for "humanitarian" and "practical" 
since such a label may have painful | 
quences for the patient's future. 
The concept of “late epilepsy" is à 
amined. In two thirds of the patients 
seizures begin after 25 the etiology can 
determined, but in the remaining one thin 
the cause cannot be established and hence 
author would classify these as “essential : 
lepsy.” A “true senile epilepsy" is descr 
although difficult to separate this entity f 
seizures secondary to cerebrovascular dis 
The hereditary aspects of epilepsy are 
on the author's vast clinical experience. The 
work of Lennox on twins is amply quoted. Th 
conclusion is that "essential epilepsy" althougl 
a disease entity, is not inherited as such bui 
only as a predisposition to convulse 
of the etiology. р 
The chapter оп EEG is excellent and 
treatment of the differential diagnosis is a 
quate. When dealing with syncope and 
conditions, there is no mention however 
“tussive syncope” or “ictus laryngeus.” | 
discussing “functional hypoglycemia” th 
thor states that this disorder occurs in poo 
nourished individuals, which is not. the expe 
ence of the present reviewer. 4 
It is unfortunate that such а comprehen 
and informative monograph should be mar 
by minor oversights. There is a complete 
sence of illustrations and figures. Another in: 
stance is that quotations from the French lit 
erature are given full bibliographic notice whil 
work published in English or an, excep 
for a single note in page 272, is usually m 
tioned without reference. 
The book however, is an outstanding pi 
of clinical insight and will prove to be 
invaluable assistance to the neurologist, 


internist and the general practitioner. 
Jose M. SEzanna, M.D 
Boston, Mas! 
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Tue Carminat Minn. A Study of Communic: 
tion between Criminal Law and Psy 
atry. By Philip Q. Roche, M.D. (Ne 
York: Farrar, Straus & Cudahy, 19 
pp. 299, $5.00.) 
By his work in forensic psychiatry an 
his writings Dr. Roche has gained the confi: 
dence of the courts and of the legal profession” 
in Pennsylvania. From 1934 to 1945 he did 
psychiatric work at the Eastern State Peni- ( 
tentiary in Philadelphia. As a witness in court 
he is held in high regard by lawyers, 3 
judges have sought his advice on sentencing 
In an interesting paper “Dr. Woodhouse Me 
Daniel McNaghten” he pointed out a shocking 


“miscarriage of justice caused by disregard of 
- elementary psychiatric facts : a physician who 
- suffered from a psychosis with delusions was 
rtheless found guilty of murder in the 
first degree. 

_ The Criminal Mind is an expanded state- 
ment of the Fifth Annual Isaac Ray Award 
ectures delivered by Dr. Roche at the Uni- 
versity of Michigan in 1957. It is a survey of 
the theoretical problems of forensic psychi- 
Гару frankly focused on “the subjective ele- 
ment of crime." As the book's subtitle states, 
‘the author examines especially the question 
of the communication between criminal law 
and psychiatry. A good deal of recent litera- 
ture is carefully considered and pertinent 
cases are discussed. Some of them the author 
aw himself; others include the Gibbs case 
in which the late Dr. Strecker testified, which 
is well described in Richard Gehman’s A 


e should be strictly limited or abolished, 
while its function in pre-trial and post-trial 

lhases should be enlarged. Не is most pessi- 
mistic about any useful role for the psychiatrist 
the courtroom. The use of psychiatry should 
restricted, he feels, to these aspects of the 
- administration of criminal law : “(1) advisory 
on the question of triability of the accused, 

(2) informative and advisory leading to ap- 
propriate disposition of the convicted, (3) 
3 sion of techniques for changing convicted 
persons in the direction of self awareness and 
reform, and (4) advisory on questions of re- 
se of convicted persons." 


ind mentally ill persons are not basically dif- 
ferent, but differ only in the manner we deal 
with them. He finds that the law is public- 
ntered, while psychiatry is individual-cen- 
ered. His view of the essential relation between 
Jaw and psychology is family-centered : “The 
w takes over where the parent leaves off” 
and *,, - criminal justice is a continuation of 
! ne indoctrination. . . .” 
ecause it discusses the relevant questions 
irly and clearly, Dr. Roche's e en be 
ad with profit by both psychiatrists and 
wyers. Throughout his exposition he is not 
troversial in any way. But the subject mat- 
itself inevitably is controversial. In fact, 
епѕіс psychiatry at this time is the most 
point of controversy in psychiatry. What 
disagree about is not so much opinions as 
Ninety percent of what is discussed in 


theory is dynamically and psychoanalytically 
oriented, as in this book. What is actually prac- 
tised in trials and prisons, however, is 90% 
based on a psychiatry which recognizes only 
3 or 4 diagnoses—and those only when they 
lead to totally disabling and deteriorating 
conditions. This psychiatry, or alienism, is more 
rigid and antiquated than the McNaghten 
rules of the lawyers. Just now a young man 
clearly suffering from catathymic crisis was 
permitted to commit suicide in the Massachu- 
setts death house. 

Like many other psychiatrists, the author 
condemns the MeNaghten rules totally and 
unconditionally. Long experience has taught 
me, however, that many other things come 
first, before a change in the legal definition of 
insanity can do any good whatsoever. I have 
taken comfort from the fact that men like 
Sir Norwood East, Professor Jerome Hall and 
Dr. Clarence B. Farrar share this view. Un- 
fortunately serious books like this by Dr. 
Roche are conditioning judges and the legal 
profession to accept subjective and highly 
individualistic reasoning. That interferes with 
democratic justice, A more objective and 
strictly social orientation would be necessary : 
clinical facts instead of speculations. As far as 
the role of the psychiatrist in the trial is con- 
cerned, it is of course not easy for psychiatrists 
used to sitting behind a couch or an electro- 
shock machine to testify from a witness stand 
in court. They find it hard to forego their 
highly individualistic authoritarianism. But do 
not the often friendless and moneyless men- 
tally diseased persons who have fallen into 
crime need somebody in the trial to fight for 
their right to live? 

The Isaac Ray lectures so far have pre- 
dominantly leaned toward the point of view 
expressed by Dr. Roche. They have not faced 
the grave abuses of psychiatry, and have 
leaned heavily on the subjective and individual- 
istic side, finding more to criticize in the law 
than in the present state of psychiatry itself. 
The point of view of the as yet small minority 
which demonstrates by clinical research the 
dialectic interaction between conscious, w 
conscious and social forces in the causation 0 
crime, has never found expression in these 
lectures. Perhaps it is good so. Perhaps the 
super-analytic, super-individualistic trend ` 
have to run its course before a more stric у 
objective clinical and social standpoint Б 
necessitated by the very jungle of legal in- 
sanity which now prevails. 


Frepertc WertuaM, М.Р» 
New York, М. Y- 
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Tur Drvixe Winn: Japan's KAMIKAZE Force 
тх Wonrp War IL By Rikihei Inoguchi, 
Tadashi Nakajima, and Roger Pineau. 
(Annapolis : United States Naval Institute, 
1958, $4.50.) 

In the last 9 months of World War II there 
occurred one of history's greatest mass suicides. 

| Twelve hundred and twenty-eight Japanese 
| Kamikaze pilots flew their bomb laden planes 
on one way flights to crash bomb—or attempt 

to crash bomb—them into U. S. battleships. 

Here was suicide which, as much as any, 

demonstrated the wish to kill and the wish to 

be killed, and which was unsurpassed in mod- 
em Japanese history. The Japanese “near 
death” tactics of a “death-defying” unit block- 
| ading Port Arthur in 1905, and midget sub- 
marines attacking Pearl Harbor in December, 

1941, had left survival chances for the “death- 

defying warriors." With the Kamikazes there 

was only the certainty that the pilot would die. 

The Japanese Banzai charges had been sud- 

denly ordered, swiftly executed, leaving the 

suicider little chance to dwell on his fate. The 

Kamikazes were systematically organized, and 

were protracted over a period of months. An 

American Admiral in his foreword to this 

book, recollects, “Among those of us who were 

there, in the Philippines and at Okinawa, I 

doubt if there is anyone who can depict with 

' complete clarity our mixed emotions as we 
watched a man about to die-a man determined 
to die in order that he might destroy us in the 
process. There was a hypnotic fascination to 

& sight so alien to our Western philosophy." 

The “hypnotic fascination” was that, however 

“alien,” the Kamikazes originated in the death 

instinct that Freud had postulated is in all of 

us, 


How, in this instance, did the death instinct 
gain such dominance ? Written by 2 Japanese 
Officers who helped organize the Kamikazes, 

this book is undistinguished in literary style 
and shuns any psychological probing. Yet it 
adumbrates more fully than any previous Eng- 
lish account the topical conditions and some of 
the forces of Japanese culture which fused 
to replace the will to live by a will to die. 

Kamikaze is named for the "Divine Wind 
that had saved Japan from Mongol invasion 

in 1281. In October 1944, when the Americans 
Were invading the Philippines and Japanese 
defeat loomed, Admiral Onishi, an old veteran 
apanese imperialist, formed 23 young veteran 
Japanese fighter pilots into the first Kamikazes. 
e pilots had seen most of their comrades 

lled in combat, and confronted by prolifer- 
ating American planes and skilled American 
- Pilots had felt increasingly impotent. Onishi 


first told them that their suicides would po- © 
tently turn the tide of events and achieve vic- 
tory. He then dubbed the pilots "gods without ^ 
earthly desires" (hence immortal), now the 
most important people in Japan, whose deeds — 
would be immediately reported to the Emperor 
and nation, and then inscribed in the Yasukuni — 
Shrine to Nippon’s departed warriors. Five 
seconds after hearing Onishi's plan, Lt. Seki, И 
chosen to lead the first Kamikazes, replied 
without the slightest falter, “You absolutely — 
must let me do it." And most of the first 23 — 
seemed to have been equally enthused. 

After the loss of the Philippines, Onishi, no ^ 
longer promising victory, could only tell the — 
Kamikazes : “Even if we are defeated, the < 
noble spirit of this Kamikaze attack Corps will | 
keep our homeland from ruin. Without this 
spirit, ruin would certainly follow defeat.” The 
first eager 23 fliers, now dead, were replaced Е 
by raw, inexperienced men. “Coercion” was — 
used to recruit them—we are not told just how 
this operated, and many of these recruits were 
“disturbed” over the idea of dying; again we ~~ 
are not given details. In the end, we are told, — 
these disturbances were resolved and replaced 
by a sort of mania and eagerness to die. Before 
final flight there was the final gesture of a 
glass of wine and a rare final good meal. 

Although we are not given psychological 
profiles of any of the pilots, it seems that, in the 
absence of any hope of victory, an important 
factor which made men Kamikazes was the 
Confucian precept of unquestioning obedi- 
ence to elders and superiors, which, in Japan, 
had been perverted to maintain a rigid caste. 

In the small selection of last letters home to 

parents, while there is no mention of wife or 

sweetheart, there is a constant play of grati- 

tude to the parents, a sense of not having 

ormed well for them that now, responding 

to Admiral Onishi's summons, will be rectified, 

Wrote one pilot : How I appreciate the chance 

to die like a man! . . . thank you, my parents, 
for the 23 years during which you have cared 
for me and inspired me. I hope that my present 
deed will in some small way repay what you 
have done for me.” There is a suggestion 
that hostility to a parent may be expressed in 
a Kamikaze act : a pilot “brought up by a step- 
mother, his youth had not been a particularly 
happy one” writes his father: “as death ap- 
proaches my only regret is that I have never 
been able to do anything good for you in my 
life . . . During my final plunge, though you 
will not hear it, you may be sure that I will 
be saying ‘chichiue’ (revered father) to you, 
and thinking of all you have done for me.” 

By August 1945, the 1,228 Kamikazes had 


418 
"sunk 34 U. S. ships, damaged 288, taken a 
- heavy toll of U. S. life, and completely failed 
“to halt the American advance. Then the 
Emperor ordered surrender and Onishi com- 
_ mitted hari-kari. 
-Thanatos versus Eros! After the war Jap- 
anese Eros reacted against Kamikaze Thanatos, 
"and many Japanese criticized the Kamikazes. 
b Wrote the Japanese philosopher Suzuki : The 
- Japanese military, in asking the people to obey 
them, presented them with the Samurai ideal 
of killing and dying, with ideas of “divine 
glory of his Majesty” “the Divine nation” “the 
| Holy war,” with gods of war, all of which were 
e products of Japan’s insularity. But, writes 
d, the military neglected or ignored such 
universal ideas as “love, humanity, and 
” Yet, in 1959 a Tokyo psychiatrist, 
Tsunehisa Takeyama, pointed out that in 
Japanese culture the Thanitos, which pro- 
- duced the Kamikazes, is today responsible for 
— Japan's high rate of suicide. Though Japanese 
d pe Jonger aap suicide in airplanes, in 
1 age group (the age group of the 
‘Kamikaze pilots) suicide, taking precedence 
over death by accidents and tuberculosis, is 
_ the leading cause of death. 
К, КАгрн Corr, JR., M.D., 
Boston, Mass. 


OGRESS IN PSYCHOTHERAPY, VoL. 3: TECH- 
NIQUES OF PsycHoTHERAPy. Edited by 
Jules H. Masserman, M.D., and J. L. More- 
no, M.D. (New York : Grune and Stratton, 
1958, pp. 324. $8.50.) 

By this time the rationale for the publica- 

on of the annual volume on progress in 

chotherapy scarcely needs explanation or 
stification, These selections from very broad 
areas in an even broader field provide the 
usy psychiatrist with an excellent, well-chosen 

‘oss-section of modern activities and thinking 
the admittedly difficult and confusing field 

| psychotherapy. In this reviewers opinion, 

. Masserman and Moreno have constantly 

En pend job in selecting significant 

1 al and arranging it in such 

ma BE coef to the reader ari 

As in previous volumes, the presen 

d vided into several parts : in this cs A Es 

; “Rationale and Methods,” “Special 
echniques," “Psychopharmacology,” and “De- 
opments Abroad," with, of course, au- 

ho ал subject indices covering the entire 


In the first section on the history of psycho- 


py, Drs. Vieth and Lewis : 
ана те 8 
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anecdotes on temple inscriptions and descrip- 
tions of mental disorders. 

In the second section, “Rationale and Meth- 
ods,” the articles by Frank and Diethelm 
really belong together since they have to do 
with dynamic psychotherapy, particularly as 
it relates to the interreaction between the 
therapist and the patient and the biases which 
each brings to this relationship. Ehrenwald 
takes up another aspect of an area in which 
both Dr. Frank and Dr. Diethelm have indi- 
cated some interest ; namely, the problems of 
scientific methodology in psychotherapy. The 
use of the family group and family therapy 
and the general problem of the social aspects 
of psychotherapy in the United States are 
covered in the articles by Ackerman and 
Behrens, on the one hand, and Redlich on the 
other. All these papers have in common a 
very important emphasis on the desirability 
of eliminating doctrinaire influences wherever 
these are found to operate against the vitality 
which should be the essence of psychotherapy. 

The last paper in this section on psycho- 
drama by Moreno could have been placed in 
the next section, but since it deals with funda- 
mental rules of psychodrama, probably could 
justifiably be included here. The detailed dis- 
cussion of various psychodramatic techniques 
and some definitions of specific sub-techniques, 
will prove interesting to most readers. 

In the third section on special techniques, 
there is a smorgasbord which ranges from 
linguistics through projective tests, musie 
therapy, dance therapy, and such matters as 
psychotherapy from the point of view of nurs- 
ing and marriage counselling, and moves ОП 
into such special fields as psychiatry and the 
ministry, the psychiatry of the adolescent, 
“bifocal” group therapy, and the special prob- 
lems of rehabilitation and military service 
Various matters are admirably discussed in а 
series of short articles by extremely competent 
authors. 

The anthropological approach which is dis- 
cussed in a short paper at the end of this 
section, actually concentrates on a very SP 
portion of the anthropological approach as 
might be expected in a section which attempts 
to provide the reader with a taste of the vari- 
ous approaches. It is, however, useful to con- 
sider anthropology in connection with the spe- 
cific problems of marriage and the use of this 
point of view in evaluation of clinical materi?" 

In Section Four, "PsychopharmacologY^ 
there are excellent summaries of the various 
present developments in psychopharmacology 
and in the biological and pharmacological as- 
pects of schizophrenia. Of considerable general 
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use are articles by Kurland on the placebo, 
and Wickler on the methodology of research. 

In the last section there are 6 papers dealing 
with developments abroad, the first of which 
is general in flavor, the others being specifically 
directed at situations in various countries. This 
is a move in the direction of psychiatric under- 
standing across borders which justifies a good 
deal of underlining and emphasis in all of our 
literature. Dr, Masserman, in his summary 
of the section on psychotherapeutic progress 
in Latin America, makes an eloquent plea for 
better interchange of written communications, 
better translation services, and increased visits 
by psychiatrists of the various countries so 
that communication can be improved and 
maintained. 

In essence, this volume of Progress in Psy- 
chotherapy continues to provide a useful serv- 
ice to readers in psychiatry and is a worthy 
addition to the series of volumes edited by 
Drs. Moreno and Masserman. 

C. H. Harpy Brancas, M.D., 
University of Utah 
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PROGRESS IN PSYCHOTHERAPY, VOL. 4: SOCIAL 
PsvcuorurEnAPy. Edited by Jules H. Mas- 
serman, M.D., and J. L. Moreno, M.D. 
(New York: Grune and Stratton, 1959, 
pp. 361. $8.75.) 

, The fourth volume in this series is now 
available and its contents include an introduc- 
tion by J. L. Moreno; sections on Fundamentals 
of Psychotherapy ; Methods of Social Psycho- 
therapy ; Special Techniques ; Developments 
Abroad; and a final section, Review and In- 
tegration, consisting of an article by Jules H. 
Masserman, “Science, Psychiatry and Religion. 
The intervening four parts contain more 
35 articles by specialists in Bo 


SELECTED Wnrrics or Joun HUGHLINGS JACK- 
son. Edited by James Taylor. 2 vols. (New 
York: Basic Books, pp. 500 and 510. 
$15.00 the set.) х 

From the middle of the 20th century it is 
difficult to comprehend the magnitude and 

Mportance of the contribution of John Hugh- 

lings Jackson. In 1859, at the age of 24, he 

Went to London, uncertain whether he should 

Practice medicine or study philosophy. Fortu- 

nately he did both, becoming interested in 

the organization of the brain and the relation- 

Ship between structure and function. Р 

Jackson arrived in London at the beginning 
of the revolution of medical thought that gave 
irth to modern scientific medicine. Vi 
had published his Cellular Pathology the pre- 


ing year, but the work of Pasteur and ] 4 
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was still a decade away. During the уе 
Jackson moved to London Darwin publi 
On the Origin of Species, which caused a 
osophical and theological controversy 
still reverberating. That same year the Ni 
Hospital, Queen Square, was founded, 
was not till 1862 that Hughlings Jackson 
appointed to its staff. Even before this his 
terests were directed toward the nervous sy: 
tem. At that time nothing was known of cert 
bral localization, and Jackson's conclusions re: 
garding the motor cortex antedated by several 
years the experimental demonstrations 
Fritsch and Hitzig. Jackson's careful, 
matic observations, coupled with his b 
interpretations of their significance, k 
placed him in the forefront of neurolog 
thought. He was not content to report is 
facts, but utilized his philosophical training 
produced and integrated concept of the 
tion between brain, mind, consciousness and 
body. i 

This philosophical approach has had a wide: 
spread influence on neurological th 


is not readily available. Realizing the imj 
tance of his contributions two vo 
amounting to about 1,000 quarto pages, 
published by James Taylor in 1931. The de- 
mand was large and it has been out of print 
for several years. The republication of t 
volumes emphasizes the importance of Ji 
son's work. Although some of the details. 
his physiological conclusions are no longer 
cepted, his views upon the organization of the 
mind and its relation to the nervous s 
are valid. Every neurologist and psychia! 
will ind a study of these papers quite rew 
ing. ; A 
Jonn Scorr, M.D., 
University of Toront 0 
Toronto, Can. 


Vervict ков THE Docrom. Ву Winthrop 
Frances Neilson. (New York: Hastin| 
House, 1959, pp. 1x + 245 incl. bibliogr. 
and index. $4.50). Кр 

This is the story of a cause célèbre of par- 
ticular interest to physicians, lawyers, journal- 
ists, sociologists, and any one who would like 
to read a profoundly moving story that happens 
to be true. It is of special interest to psychia- 
trists because it is the case of Benjamin Rush, 
who after long enduring malicious attacks ir 


int by an English free-lance writer, William 
obbett, finally brought suit charging libel, and 
indicated. 

‘ease came to trial before the Supreme 
Pennsylvania, Friday, December 13, 
‘the celebrated State House, now In- 


issue was Rush’s theory of treat- 
heroic purging and copious bleeding— 
ly as practiced by him during the 
ow fever epidemics in Philadelphia 
again in 1797. "The times are 
| indeed, when quack to quack cries 
ind bleed!” This statement, with ob- 
reference to Rush, was quoted from Cob- 
tings by plantiff's counsel during the 
e counsel argued that this and 
er intemperately abusive expressions 
ў were not intended as personal 
m the doctor but on his system of 
e which not only the defendant but 
well known doctors of the com- 
emned. This was a weak defence 
he light of another quotation from 
ots writings referring to Rush: “I will 
„him while living, and his memory 


th. 
bett was a fiery tempered Englishman 
most happy when he could attack 
or some thing. He had set up a print- 
hment and bookstore in Philadel- 
a and brought out a periodical publication 

he called Porcupine's Gazette. He had 
led the pen name Peter Porcupine as 
y suited to his personality. Freedom of 
ch and freedom of the press received 
ted reverence at that period in Ameri- 
, and Dr. Rush and his family had 
d untold suffering by the venomous 
Porcupine's Gazette. No credit was 
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given to the fact that during that awful sum- 
mer of 1793 when all who could were fleeing 
from the afflicted city, Benjamin Rush was one 
of the few who remained at their posts, suffered 
himself from the contagion, and in entire ignor- 
ance of the cause of the epidemic, applied the 
measures he considered to be empirically the 
most useful. 

When the evidence was all in Judge Ship- 
pen's charge to the jury amounted to convic- 
tion of the defendant, who five days before 
the trial had left his case in his lawyer's hands 
and fled to New York. The judge pronounced : 
“The counts laid in the declaration are fully 
proved by the publications, which are certainly 
libelous. . . . The liberty of the press, gentle- 
men, is a valuable right in any free country, 
and ought never to be unduly restrained. But 
when it is perverted to the purpose of private 
slander, it then becomes a most destructivé 
engine in the hands of unprincipled men." He 
instructed the jury that it was proper to give 
not only "compensatory, but exemplary dam- 
ages, thus stopping the growing progress of 
this daring crime." 

It was candle light when the jury returned. 

“The verdict of the jury was in favor of Dr. 
Benjamin Rush, in the sum of five thousand ` 
dollars." 

Cobbett in New York became only more em- 
bittered. He started another newspaper which 
he called the Rushlight, and continued his at- 
tacks on Rush more venomously than before. 
Threatened however with further legal action 
he found it expedient to return to England, 
where after various ups and downs, including 
two years in Newgate Prison on à charge of 
sedition, he eventually became a member o 


Parliament. 
C. B.F. 
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THE ACADEMIC LECTURE 
HOPE 


KARL MENNINGER, M.D.? 


INTRODUCTORY REMARKS 

President Gerty's invitation to address 
this assembly of the future leaders of 
our Association was one of the great 
pleasures and honors of my life. 

I can well remember my excitement 
when, in company with my father and my 
teacher Ernest Southard, I attended my 
first annual meeting—the 75th anniversary. 
This was 40 years ago, here in Philadel- 
phia. I think I have missed only one meet- 
ing since then. In those days we were a 
small, intimate, informal group of a few 
hundred; everyone knew everyone. The 
program was simple, the entertainment lav- 
ish and the whole meeting a kind of family 
reunion. Southard and father and many 
others are gone now—but there are new 
elements of a family affair for my brother 
Will and myself of which we are proud. 

In the years since then there has been 
a vast development in the numbers and 
complexity of our organization. I am glad 
to have had a part in the planning for its 
re-structuring, even though the immediate 
impact of the suggestions made by the 
Committee on Reorganization was a shock 
reaction. That 14 of our 16 recommenda- 
tions have been put into effect is gratify- 
ing. But I find the greatest satisfaction in 
the emphasis which the program commit- 
tees and officers have placed on our contin- 
ued self-improvement, on psychiatric edu- 
cation, on, for example, academic lectures ! 

It is from a background of teaching that 
the topic which I propose to discuss 
emerged. I would like to warn you not to 
expect a scientific analysis of it along 
conventional lines. The subject does not 
Permit of that ; we don't yet know enough 
about it, and it would be presumptuous to 
make the attempt. I am not reporting a 


—— 
lRead at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 
* The Menninger Foundation, Topeka, Ka 
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research or a discovery, and it is no 
hour, calling for exhortation or com 
I speak, rather, to the point of fo 
attention upon a basic but elusive ing) 
ent in our daily work-our teaching, 
healing, our diagnosing. I speak o 
Long before love became med 
spectable, long before Sigm 
demonstrated it to be a basic cons 
in psychiatry, philosophers and poets 
the common people of the world kne 
it was essential to our mental 
haps the most beautiful essay e! 
was about love and its 
personality. ks 
To that essay is appended a 


nope. 


there are other 5. 
world beside love : there is faith, and 
is hope. But, he added, “the greatest 
these is love.” With this concluding ph 
most psychiatrists, I presume, would agree 
Most of us, I think, would also agree ў 
include faith—the faith that sustains 
conviction that what we are doing is wort 
doing, the faith that our existence 0 S 
meaning and the faith that our concern: 
one another reflects the concern of 
Creator. 

Our shelves hold many books now 
the place of faith in science and psyc 
atry, and on the vicissitudes of man's 
forts to love and to be loved. But when 
comes to hope, our shelves are bare. Th 
journals are silent. The Encyclopaedia | 
Britannica devotes many columns to the 
topic of love, and many more to faith. But 
hope, poor little hope! She is not even - 
listed. 1 

I confess I was astonished to discover : 
this. And yet, I realized that this avoidance | 
of the theme reflected my own attitude. - 
Time was when for this occasion I should - 
have chosen as my subject "Love" or. 
“Hate” or "Conflict" or “Instinct” or “Sul 
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limation" or "Symptom Formation”—but 
never such a thing as "Hope." It seems al- 
most to be a tabooed topic, a personal mat- 
ter, scarcely appropriate for public dis- 
cussion. And yet—since when has psychiatry 
C eschewed examination of our innermost 
~ thoughts and feelings ? Should we not ad- 
here to our professional habit of self-ex- 
amination and contemplation ? If we dare 
C to hope, should we not dare to look at 
— ourselves hoping ? 


L— This is not the way I began to think 
about the topic. Nor did I come to it 
~ fresh from struggles with Kierkegaardian 
logic, or from brooding over Greek pessi- 
_ mism, ог from apprehensiveness concerning 
the muddled management of unsettled 
- world affairs. It was all in the day's work, 
_ so to speak, some preoccupations with the 
— motivations of the young doctors I teach. 
— The miracle of growth has long intrigued 
p : the of the child, the growth 


" 


plants, the growth of cultures and the 
"growth of young psychiatrists. I have seen 
e after another young doctor step for- 
\ fresh from his internship or from 
— his military duty, to enter the mysteries of 
| psychiatric training. I have seen these 
"young men approach the abstruse and 
“puzzling material of our field of medicine 
with resolute courage—let us say, rather, 
with hope. 
— But behind the facade presented by these 
— acolytes there are often tumults of con- 
—flicting voices, fearful insecurity and bold 
_ over-self-confidence. The dramatic picture 
_ of psychiatry fascinates them, the reputed 
3 опе to treatment challenges them, 
_ the multiplicity of method appalls them. 
_ They are assigned to wards filled with 
„9 vacant or frantic faces, turned now upon 
_ “the new doctor.” It is usually long after 
— their initiation into the uncanny world of 
mental illness that they can distinguish 
— the moving process, or would have the 
Di personal experience of interaction with a 
ie 
Nevertheless, the novitiates assail their 
ig tasks headlong, sometimes with a furor 
- therapeuticus. There is nothing mercenary 
Ог aggressive about this. They are not 
3 working for money. They are struggling to 
m ое effective in a new kind of relation- 
_ Ship with patients. Sometimes they go too 
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far, they presume, they expect or pro 
too much. More often frustration, sad @ 
perience, or self-depreciation erodes th 
confidence required for persistent e 
and the little candle of hope, which 
awhile burned so brightly, weakens, 
ters and goes out. We see the beginning of 
a repetition of scenes so common 25 years 
ago—hopeless physicians presiding, passive- — 
ly, over hopeless patients. “Psychiatry,” We 
will hear, “has been oversold. The enthusi-- 
asm of inexperience only awaits the dis- 
illusionment of time. It is enough if 
bestow kindness and wait for the in Је, · 
Hope is for the hopeless, and for fools.” — 

We would like to think that the youn 
men who pass through our training pre 
grams mostly emerge with certain li 
put upon their expectations and се 
guards upon their implied promises, 
with the flame of their hope unextinguished 
and unextinguishable. We like them to be 
lieve that there is no patient for whom 
something helpful cannot be done. But we” 
also like them to realize that the changes” 
the patient desires in himself, or the physi- 
cian desires in his patient, may not be the 
ones which come about, may not even be, 
in the long run, the changes that it were 
best to have sought for. It is a responsil 
of the teacher to the student, just as it is OF - 
the young doctor to his patient, to inspire 
the right amount of hope—some, but not 
too much. Excess of hope is presumption 
and leads to disaster. Deficiency of hope is 
despair and leads to decay. Our delicate 
and precious duty as teachers is to proper 
tend this flame. 

I propose, therefore, that we examine this — 
essential constituent of both treatment ай 
teaching. How shall we think of it? Is ite 
something which deserves our concern аѕ l 
scientists? Or only as philosophers and _ 
poets ? Is it only an epiphenomenon of lite _ 
and the healing art ? Do we, perhaps, tacit- 
ly ascribe hope to temperament, a sort of 
fringe benefit deriving from certain f ke 
tous congenital arrangements of glands ane 

neurons ? This is slight improvement Eo 
the humoral theories of sanguinity абс 
melancholy treasured by our forebears. if a 
we ascribe hope, as some psycho: 4 
writers have done, to recollections of ma 
ternal infallibility and recurrent oral gr 
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fications, what combination of these experi- 
ences shall we regard as optimum ? Others 
have seen in hope a prevailing note of fear, 
a counter-phobic denial of the horror and 
despair born of self-destructive trends or of 
the immanence of existential doom. 

More congenial to my thinking is the 
ascription of hope to the mysterious work- 
ings of the repetition compulsion, the very 
essence of which is a kind of relentless and 
indefatigable pursuit of resolution and 
freedom. I would see in hope another as- 
pect of the life instinct, the creative drive 
which wars against dissolution and destruc- 
tiveness. But some will say, with Freud, 
that this is only our speculative abstractions 
to supply a model for practical thinking 
and behavior. Our mythology, he called it. 

Here we might pause a moment to con- 
sider another mythology about hope. Pan- 
dora, it will be recalled, was an agent 
in the infliction of revenge of mankind by 
an angry Zeus. Curiosity led to her opening 
the box from which all the evils now in the 
world emerged. Biting, stinging creatures 
flew through the air and attacked mortals ; 
but remaining behind was one good little 
sprite, man’s consolation, Hope. But if 
Hope was a blessing, why did she remain 
in the box ? And if, on the other hand, she 
was an evil like the rest, perhaps even 
the worst evil of all, why did she not fly 
out with them and begin work ? 

The Greeks mostly did consider hope an 
evil. The Greek philosophers and the later 
Greek literature tended more and more to 
the view that since fate was unchangeable, 
hope was an illusion, “the food of exiles” 
(Aeschylus) and, indeed, “man’s curse ! 
(Euripides). Quotations from Solon, Si- 
monides, Pindar, Thucydides and others 
say this in different ways. The Greek feeling 
about hope is vividly expressed in Anouilh’s 
adaptation of Sophocles’ Antigone, where, 
referring to herself, the heroine cries, “We 
are of the tribe that asks questions, and we 
ask them to the bitter end—until no tiniest 
chance of hope remains to be strangled by 
our hands, We are of the tribe that hates 
your filthy hope, your docile, female hope ; 
hope, your whore. . . $ J 

From this one can see that it was intrepid 


—— 
3 Which Creon interrupts with "Shut up ! If you 
could see how ugly you are, shrieking those ! 


men,” now echo in our ears. 


But many poets have tended to ассер 2 
(rather bitterly) the fatalistic if not cynical: 
view of the Greeks : 

Hope—fortune’s cheating lottery, where for one — - 
prize a hundred blanks there be. (Cowley, 2 
1647) 4 
Worse than despair, worse than the bittemess 
of death, is hope. (Shelley : The Cenci, 1819) © 


Hope is the worst of evils, for it prolongs the 
torment of man. (Nietzsche : Human All-too- 
Human, 1878) 


I have had some patients who agreed 
with these poets. Partly that is why they 
were patients. But when I searched the 
literature for some kind words about hope, 
I experienced some uneasiness lest I find 
that very little (that my colleagues would 
accept) had ever been said for hope! And 
very little I found, indeed. But the cup- 
board proved not to be entirely bare. Par- 
ticularly Dr. Thomas French, in his 5 vol- 
ume examination of the psychoanalytic 
process, has dealt extensively with hope as 
the activating force of the ego's integrative 
function. 


eS 
Anouilh, Jean: Antigone and Eurydice: Two Plays. 
London: Methuen, 1951. 


ў 


" 


484 


Twenty years ago Mrs. Menninger and 1 
‘submitted the thesis in Love Against Hate 
that hope was the dim awareness of un- 
conscious wishes which, like dreams, tend 
to come true. We said, 


There is no such thing as “idle hope.” The 

" thoughts and hopes and wishes that we en- 
tertain are already correlated to the plan of 
action which would bring these about, even 

| though the whole project is ultimately re- 
—mounced as too difficult or too dangerous. . . . 
M This essential identity of hoping, wishing, 
. g, intending, attempting, and doing is 
a little difficult for the practical common-sense 
man to grasp, because for him it makes a great 
nce whether a thing is executed or only 
or only hoped for. There is an external 
nce, to be sure ; and there is an internal 


ice, too. But internally, (psychological- 
from the standpoint of motive, there is no 
nce. There is a difference in the fate of 
ipulse, the degree with which it is cor- 
d with reality, inhibited by internal fears, 
ted by other motives, etc.—but the mo- 
force is the same. . . . The hopes we 
p are therefore a measure of our ma- 


best expressed the hope of the human 
But today I think I see the expression 
in many clinical phenomena, as 


— Each of us here who has been in prac- 
‘tice more than a decade has seen the “hope- 
case" recover. And we have sometimes 
seen, or so it seemed, that a mother's or 
ther's indomitable hope was a factor in 
is recovery. True, we have also seen hope 
e making the heart sick. But hope 
ust be distinguished from expectation. 
are saved by hope,” wrote St. Paul 
‚ оте Roman Christians, “but hope that 
seen is not hope : for what a man seeth, 
doth he yet hope for ?” 
_ Nor is hope identical with optimism ; 
sm always implies some distance 
reality, as Marcel points out, so that 
acles appear attenuated. The optimist, 
i the pessimist, emphasizes the impor- 
tance of "I. But hope is humble, it is 
. modest, it is self-less. Unconcerned with 
_ the ambiguity of past experience, hope 
implies process; it is ап adventure, a 
going forward, a confident search. 
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When Doctors Bartemeier, Romano, Ki 
bie and Whitehorn and I went to tl 
E Theatre of World War II fort 
brother Will and the surgeon-general, 
arrived at the Buchenwald prison camp 
few days after it had been entered by oum 
armed forces. What I remember most vivid- 
ly of that terrible place was something 
didn't actually see. But we heard it at first 
hand, The night before we got there, 0 
U. S. Army doctors had given what hey. 
called a “smoker” for the physician prise 
oners they had discovered and released. 
It was a kind of unearthly medical society 
meeting. Army rations were put out as 
refreshment, with some wine and tobae 
co, incredibly relished by the emaciated but 
overjoyed guests. Communication in words 
was imperfect because of language difficul- 
ties, but the spirit was unmistakable. The 
members of a fraternity were reunited: 
And in the spirit of the fraternity, experi 
ences were exchanged. E 

These doctors, prisoners along with al 
the others, had followed the same routine 
of 4:00 a.m. rising, shivering roll calls, days 
long drudgery on the Autobahn, shivering 
roll calls again, and finally a cold bowl 
thin soup. They were starved and beaten 
and overworked like all the others, with no 
reason to expect any other fate than the 
miserable death and cremation which 
observed about them daily. 

But now comes the surprise. At night = 
when the other prisoners were asleep, these 
thin, hungry, weary doctors got up ? 
huddled together in a group, and tal 
They discussed cases. They organized | 
medical society. They prepared and р 
sented papers. They made plans for 
proving health conditions. Then they beg 
to smuggle in materials to make variou 
medical instruments. And finally they built 
of all things, an X-ray machine ! The pie 
had to be found somewhere; they had t 
be stolen, they had to be concealed in t4 
prisoners’ clothes ; they had to be 
back to the prison on the long, We 
marches after work. The guards had to 9 
bribed or otherwise thrown off the 50 
But little by little, with the aid of 80 
engineers and electricians among the P 
oners, these doctors put together a V 
able X-ray machine and used it, se 
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at night, in their efforts to ameliorate the 
lot of their fellow prisoners. This was what 
dedication to medicine and humanity could 
do—kept alive by hope. 

But, someone who remembered may ask, 
bitterly—what of the thousands who died 
miserably for all the hopes they nurtured ? 
Even here I would not concede that hope 
had altogether failed. I would believe that 
hope had sustained them in their martyr- 
dom, and that their hopefulness, however 
frail and tortured and ultimately defeated, 
was communicated on down through prison 
generations to those who were ultimately 
freed and brought us the record of this 
medical miracle. Who can read the elo- 
quent last messages of the condemned as 
collected by Gottwitzer, Kuhn and Schnei- 
der and published as Dying We Lice, and 
fail to catch a spark of hope from them? 

Confirmation for the sustaining function 
of hope in life has recently come from a 
most unexpected quarter—the psychobio- 
logical laboratory. At the annual convention 
of the American Psychological Associa- 
tion in September 1956, Curt Richter of 
Johns Hopkins reported an astonishing 
phenomenon. It was simply this, that when 
placed in certain situations which seemed 
to permit of no chance for escape, even 
vigorous animals gave up their and 
rapidly succumbed to death. This was ob- 
served experimentally in both laboratory 
rats and wild rats. “After elimination of the 
hopelessness feature,” reported Ritcher, 
“the rats do not die . . . (Indeed, the speed 
of their recovery is remarkable). A rat 
that would quite certainly have died in 
another minute or two, becomes nt 
active and aggressive,” swimming vigorous- 
ly for 50 to 60 hours. Ritcher emp. 
that not the restraint alone, nor the immer- 
sion, nor the exposure, nor the trimming of 
Whiskers will explain the phenomenon. It 
is, he insisted, the loss of hope. 

Richter added some confirmatory data 
from other fields and suggested an extra- 
polation from his laboratory observations to 
explain the occurrence of sudden death in 
rabbits, chimpanzees, foxes, raccoons, some 
birds, musk oxen, otters, mink and even 
human beings. "Some of these instances, 
he said, "can best be described in terms 
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of hopelessness, all avenues of escape a 
"a 


“helplessness” and “hopelessness” reflect a 
if not a sufficient condition fo 

the development of organic disease." — — 
And then there is the Queequeg phen 
ena of "Voodoo Death” in Moby Did 
which Walter Cannon and others b 
amply substantiated with authentic € 
from primitive societies. No doubt most o 
us can recall instances in which the lo: 
of hope seemed to accelerate the / 
of death for a patient. There are many 
ies, unconfirmed of course but 
suggestive, in the daily press. * і 


port the theoretical 
reflects the working of the life in 


а Richter, C. P.: Sudden Death Ph omenon 
Animals and Humans. Unpublish Manuscript. 
5 Schmale, A. Н., Jr.: Relationship of Separati 
and Depression to Disease (1) A Report 
Hospitalized Jopek адр 2 Medic 
uly-Aug. 1958. PP. s a 
iier cach: "Blass End Mother's Will to 
Live," Tucson, Arizona. p " 
te dq ago, Mrs. Helen E. Hopke lay in her — 
bed fighting to stay alive to see her daughters 


recent months was the thought of the impending, 
riage. T Р 
"he 3é-Tesrold mother heard the couple enter the | 
house laughing and talking about the April 4th — 
wedding. She heard them enter the next room. 
Their chatter ended in three blasts from a shotgun. . 
Police said Hopke, opposed to the marriage, wanted _ 
his daughter to continue to care for her mother. не 
became at reading the wedding notice in — 
the paper, shot the couple then tumed the gun on 1 
himself. Л 
Rose Marie was taken to one hospital where she 
is recovering, Her mother was taken to another. —— 
Tuesday night, Mrs. Hopke died. 
(Topeka Daily Capital, 
Thursday, April 2, 1959) 


‘its constant battle against the various 
forces that add up to self-destruction. It 
would be too narrow to regard it as a form 
of refined narcissism since, as Marcel points 
out, there is something essentially unnarcis- 
_ sistic and beyond self in hope. One sees 
this in the hopefulness, not of the patient 
but of the physician. How much our pa- 
tients do for us doctors ! 
We in Kansas have lived through the 
experience of a state hospital revival. Al- 
though we have built almost no new build- 
igs, and although our admissions have in- 
ed tenfold in 15 years, our once over- 
ded patient population has steadily 
inished until we now always have avail- 
empty beds. We have even closed 
ie wards as unneeded. We are proud 
this, and proud that the voters and 
cials of our state appreciate it, and con- 
er the cost per stay more significant than 
‘commonly used cost per day. A dis- 
shed governor visited us for several 
determined, as he said, to “discover 
secret." "Our state has more men and 
money than Kansas," he said. "Why 
t we do these things ?” 
le didnt discover the secret partly 
se he didn't believe what we told him. 
ny of my colleagues in this audience 
nay not believe it now, either. But we 
der the crucial element in the Kansas 


cation of hope. Not in the patients 
ectly, but in the doctors and all those 
vho help them, in the relatives of the pa- 
nts, in the responsible officials, in the 
ole community, and then in the patients. 
Was not just optimism ; it was not faith ; 
was not expectation. We had no reason 
expect what happened, and what still 
ppens, and our faith was only that which 
aul scientists share. But we did have hope. 
We had more than hope, you will say ; 
had had experiences which encouraged 

e. But these experiences were them- 
es based partly on hope, confirming 
е assumption that hope fires hope. This is 
a conscious process, or at least not 
ely so. I have wondered if we might 
aps understand the placebo effect in 
way, a transmitted hope or reinocula- 
ion, as it were ? In control research studies 
Of the new drugs, for example, patients who 
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hospital program to have been the: 
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receive only placebos sometimes show 
much improvement. In one study that I 
know about, testing an excellent drug, more 
patients in the group which had only place- 
bos were able to be discharged from the 
hospital than from the group of those who 
got the actual remedy (although a larger 
number of the latter showed marked im- 
provement). 

Another phenomenon that is perhaps re- 
lated to hope is the sudden improvement 
and even recovery of patients who have 
been for a long time fixed, as it were, at 
low levels of organization and regression. 
A new doctor arrives, or a new aide, and 
the patient promptly and most unexpected- 
ly begins to recover.? 

Whatever the explanation offered for 
such phenomena, to invoke suggestion or 
coincidence (whatever they are) will not 
suffice. There is more to it. And yet we 
doctors are so schooled against permitting 
ourselyes to believe the intangible or im- 
palpable or indefinite that we tend to dis- 
count the element of hope, its reviving 
effect as well as its survival function. Be- 
cause of the vulnerability of every doctor 
to the temptation of playing God and 
taking the credit for the workings of the 


vis medicatrix naturae, we are necessarily ' 


extremely cautious in attributing change to 
any particular thing and least of all to our 
own wishful thinking. 

There are many sufferers in the world, 
and there are many who seek to affo 
them relief. Among the latter there are 
those who use intuition and magic, and 
there are those who attempt to derive basic 
principles checked by experiment and ob- 
servation, which we call the scientific meth- 
od. For the former group, healing is more 
important than truth ; for the latter, truth 
is more important than healing. Indes 
the search for truth, the desire to heal, an 
the earning of one’s living are three persist- 
ently conflicting forces in medical prac 
tice. 


T But it is also true that just the opposite occurs: 
A patient on whom intensive efforts have been pons 
fails to respond and is given up in despair, dismiss 
by her physician or removed to a custodial hospita» 
We have all frequently seen this result in a poet 
improvement and even recovery. Perhaps we үче 
regard this as an awakening of dormant hope by 
desperate and unintentional shock-type method. 
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In the daily performance of healing acts, 
the scales are weighted heavily against 
scientific truth. Patients long to be de- 
ceived. Driven by pain and desperate with 
fear, they are ready to seize at "straws of 
hope." They prostrate themselves before 
the doctor ; they queue up in weary, strag- 
gling lines awaiting the opportunity to 
submit themselves to humiliations and new 
sufferings, or even to hear a few words of 
reassurance. Beseiged by such multitudes of 
petitioners, often with gifts in their hands, 
the doctor, knowing his limitations, must 
try to be patient, kind and merciful—but 
simultaneously “objective” and honest. The 
desire to bring comfort, the need to earn 
one’s living, the suppressed longing for 
prestige and popularity, the honest con- 


'viction of the efficacy of a pill or a program, 


sympathy for the pleading sufferer—all of 
these throw themselves upon the scales 
in the moment of decision. Every physician 
in the world has heard the devil whis- 
pering, “Command that these stones become 
bread . . . АП these things I will give thee 
if thou wilt fall down and . . .” And some- 
times he falls down. He exploits the pa- 
tient’s hope. 

Against such dangers there have been 
for 25 centuries an oath of loyalty, a tradi- 
tion of humility, and certain maxims of 
practice, One of the latter is the putting 
of diagnosis before treatment, empiricism 
before hope. Even in pre-scientific days it 
was indefensible for a doctor not to indi- 
cate some comprehension of what one 
claiming to be a healer was dealing with. 
For the patient, even a diagnosis offered 
some hope, since it showed that his condi- 
tion was not unique. But for the doctor, 
who was better acquainted with the impli- 
cations of a diagnosis for which he had no 
real treatment, the temptation was ever 
present to neglect diagnosis in the interests 
of hope, or at least in the interests of treat- 
ment. 

It should be remembered that there were 
once many different kinds of competing 
healers. There were the apothecaries who 
in 1617 were granted a charter permitting 
them to sever their 200 year association 
with the grocers. There were the vari 
trade guilds: the barber-surgeons, mid- 
Wives and bone setters; and then there 
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were the physicians, with their plasters and 
clysters. All were busy “treating.” 4 
Out of this confusion, under the leade 
ship of a gallery of immortals on pillar: 
erected here and there over a wide area 
there slowly arose the magnificent edifici 
of modern, scientific medicine. The elimi- 
nation of superstition and magic took a ce 
tury, but the purge strengthened me 
science mightily. Thousands of rem 
were tested, found wanting and discard 
Many improvements in diagnostic 
niques and instruments were introduc 
Treatment, except for the most supe: 
palliation, was apt to be regarded 
great suspicion, while the memory of 
cent quackery, pretention and deceit wa 
fresh. 
In psychiatry, the efforts of our predeces 
sors to bring order out of the apparent cha- 
os of the phenomena of madness were re- 
flected in assiduous efforts to describe dis: 
ease entities, to name them, to identify 
them, to graph them, and to seek for "etio 
ogies.” This was the traditional con 
of diagnosis and it offered little to justi 
hope. The broken or misshapen persom 
ities coming under medical observation 
were described or christened with tens 
thousands of es а groupings, pai 
takin t together by assiduous wor 
only de discarded by those of a 
generation. These old labels, like ep 
on tombstones, may be read with sober 
flections that life is short and the art lo 
that our grasp of human phenomena i 
limited and narrow, and that our conce] 
are ever changing and unclear. | 
Once diagnosis in the sense of recog- - 
nizing, naming, classifying and distinguish- 
ing between different forms of behavior | 
disorder seemed of fundamental impor- 
tance. The best psychiatrist in my early 
days was one who could most convincing 
distinguish between some of the many ( 
varieties of “paranoia” or "dementia prae- _ 
cox'9 or “psychopathic personality.” Some - 
of my colleagues “discovered” new varieties - 
of these ; I even thought that I did. 
Today it seems to me most important that 
we not do that. Our impressive labels only ` 


$A term introduced 99 years ago by B. A. Morel 
in 1860 describing the mental condition of a boy o 


14 years. 
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reify and freeze a phase of a process ; they 
misrepresent our modern concepts and they 
“ment. Words like non compos mentis or 
| “responsible” and “irresponsible” really in- 
dicate only whether or not we think an 
executed. “Psychotic” and “neurotic” can- 
_ not be competently defined, since what 
_ they mean at any one moment depends up- 
| - Many of us have urged their abolition, but 
| they persist as weapons in scientific name- 
. calling. Some colleagues incline to label 
admit having broken the law. And surely 
it is more than a little disturbing to us all 
_ to contemplate the results of the recent 
Redlich exposing the fact that what one 
called by psychiatrists depends to a 
upon what class of society one 
But over and above the matter of social 
political and medical misuse of terms, 
these diagnostic designations belie the 
he nature of illness. A name is not a diag- 
| nosis. It does not determine treatment. Its 
original purpose, perhaps, was to distin- 
^ tions, but its net effect has come to be that 
_ of destroying hope. 
{ 
states and entities and toward dynamics, 
| relativity and process. Just as the nature of 
7 matter has assumed a new aspect, so the 
- stood differently. The only entities in dis- 
ease, said Allbutt long ago, are the indi- 
vidual patients, Smith and Jones, in certain 
. Specifics such as cats and mushrooms ; they 
are abnormal’ behaviors of animals and 
- plants" Today we are following Allbutt. 
called doctors. And if the peculiar phases 
ОЁ existence which Jones and Smith are 
experiencing lead them to approach us in 
be called patients and their afllictions 
be called disease. But we cannot dis- 
ge our responsibility by "calling" We 


strike a blow at hope, and hence at treat- 

accused person is able to appreciate being 

on who is using them to describe whom. 

“psychopathic personality” all patients who 

_ researches by colleagues Hollingshead and 
- comes from. 

rogress we have made in understanding 

sh between wise and foolish expecta- 

__ Today there is a trend away from names, 

mature of disease has come to be under- 

_ phases of their being. “Diseases are not 

_ 1С is the privilege of some of us to be 

belief that we can help them, they can 

“not exorcise Smith's afflictions by 
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giving them a name. That is not the basis 
of our hope, and if it is the basis of Smith's 
hope, it is one we should not exploit. 

It is our responsibility as physicians to 
instigate some change in the relations of 
Smith to his environment—directly if pos- 
sible, indirectly and gradually most likely. 
To do this we must attempt to understand 
the man, how he has become what he is, 
what goes on inside of him, what goes on 
around him and how these interact. By 
observing the internal and external proc- 
esses we can discover what in his world 
is good for Smith and what is unbearable, 
what damage he inflicts upon himself and 
others, and what potentials within him re- 
main underdeveloped. And here enters in 
hope, for we acquire, thus, a rationale for 
therapeutic intervention. 

This is what we now call diagnosis. It 
were better to call it diagnosing, to indicate 
its transitive, continuing nature, its look 
toward the future rather than toward some- 
thing static or past. Diagnosing is the first 
step in a cooperative relation between 
patient, physician and environment work- 
ing toward the betterment of a situation, 
especialy as it affects our patient. This 
is based upon hope, hope implicit in our 
effort and hope nurtured in our patient. 

The practice of medicine today is vastly 
different from that of a hundred years ago 
when Samuel Gross wrote (1861) : 


It requires no prophetic eye, no special fore- 
sight, to discover that we are on the very 
verge of one of the most fearful and Ыг 7 
spread revolutions in medicine that the worl 
has ever witnessed.’ 


That revolution came about (Dr. Earl 
Bond reviewed it this morning) but not $0 
soon as Gross expected. Yet it is hard to 
believe today that there was ever a time 
when a doctor had to defend himself to 
his colleagues if he claimed to have cur 
someone. In those days hope was faint an 
precious, Today it seems sometimes almost 
as if hope was considered unnecessary. | 
The revolution that elevated our medion 
profession from a discouraged, submerge 


9 Gross, Samuel ; Quoted by Leikind, Morris C: 
The Evolution of Medical Research in the bm 
States. In History of American Medicine. (ed. F a 
Marti-Ibanez) N. Y. : MD Publications, 1958. Р. 12° 
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state to a progressive and confident one 
was partly the result of new discoveries, 

P and partly from the recognition of psychol- 
ogy as one of the basic medical sciences, 
along with physics and chemistry. This 
came about from the experiences of World 
War I, and from the discoveries of Sigmund 
Freud. The latter were introduced into 
American psychiatry about 1920, the way 
prepared for them by J. J. Putnam, Ernest 
Southard, Adolf Meyer, William A. White, 
A. A. Brill and Smith Ely Jelliffe. 

I cannot describe all of these old friends 
here, but I must say a word about South- 
ard, because he was my teacher and be- 
cause above all men I have known, and 
entirely out of keeping with the spirit of 
his day, he placed great hope in psychiatry. 

- He said here, long ago, in 1919, remember : 


May we not rejoice that we (psychiatrists) 
... аге to be equipped by training and experi- 
ence better, perhaps, than any other men to 
see through the apparent terrors of anarch- 
ism, of violence, of destructiveness, or paranoia 

| —whether these tendencies are showing in 
capitalists or in labor leaders, in universities 
or in tenements, in Congress or under deserted 
culverts. . . . Psychiatrists must carry their 
analytic powers, their ingrained optimism and 
their tried strength of purpose not merely into 
the narrow circle of frank disease, but, like 
Seguin of old, into education; like illi 
James, into the sphere of morals ; like Isaac 
Ray, into jurisprudence ; and above all, into 
economics and industry. I salute the coming 
years as high years for psychiatrists ! 


These “high years” really began after 
Southard died. The public had been alerted 
by the literary dissemination of the discov- 
eries of Freud and also by the growing 
“mental hygiene movement.” Most doc- 
tors had had almost no psychiatry in their 
medical school training. Twenty-five years 
after Southard had spoken those prophetic 
words—and died—we were in the midst of 
another World War. There was a shortage 
of psychiatrists. To enlist interest and re- 
cruit doctors, I visited medical schools over 
the country and talked at length to stu- 
dents, deans and faculty members. I found 
that a common objection to entering psy- 
chiatry was an impression that our patients 

never get well.” It is such a hopeless field, 
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they said. Penicillin and the other miracle 
drugs are more definite and exciting T 
the dreary wards of state hospitals, filles 
with silent, staring faces. \ 
We can see, now, that these students h 
been shown the wrong side of psychiatry 
its failures rather than its successes, But 
one thing struck me then which has re- 
mained in my mind indelibly. I perceives 
vividly how hopelessness breeds hope 
ness, how the non-expectant, hope-lacki 
or “unimaginative” teacher can beq 
to his student a sense of impotence 
utterly out of keeping with fact 
of them! Surely eve 
these misled students knew that some ps 
chiatric patients recover, even if they d 
know that the vast majority does so, Bul 
like their teachers, they adopted some 0 
the very symptoms of their patients : hope 
lessness and goal-lessness ! Physicians i 
state hospitals at that time did not expect 
their patients to recover, and were а 
surprised when recovery 
superintendents quite unabashedly 
nounced (published) recovery rates obs 
per year! : 
This experience only reinforced my con- 
viction that hope, that neglected member 
of the great triad, was an indispensable 
factor in psychiatric treatment and psy 
chiatric education. 3 
At the end of the war, veterans Te 
quiring continued psychiatric treatment be- 
gan returning to this country in large num- 
bers, and at the same time the physicians - 
who had seen these phenomena of stress _ 
and overstress develop and recede were - 
demobilizing. Many of these doctors now - 
sought to learn more about this psychiatry 
which seemed so important in understand- - 
ing these cases. During the first few months — 
of its existence, the Menninger School of | 
Psychiatry received over 600 applications. - 
Other training centers were similarly - 
flooded. m 
Some of them no doubt came into psy- 
because of an awareness of their 
own threatened disorganization and the 
dim realization that this human-all-too- ^ 
human tendency was one against which 
penicillin and heart surgery and all the 
discoveries of modern medicine offered no 
protection. By Freud discoveries of quit 


another sort had been made and knowledge 
of them had slowly become common prop- 
_ erty. These discoveries promised no mira- 
cles, no instantaneous cures; they did not 
seem to justify hope. In fact, Freud was 
uently accused of a devastating pes- 
mism. Surely hope has rarely entered 
medical science through so narrow and tor- 
tuous a crevice. But it did enter and its 
ys transformed the face of modern psy- 
atry in our lifetime. A whole new view- 
oint in medicine developed, one that gave 
uthority and technique to efforts at sys- 
ematic self-scrutiny, a kind of extended 
continuous diagnostic case study. 
In a way it seems curious that the psy- 
analytic process, which is so obviously 
gnostic, has generally come to be called 
itment. Diagnosis is the hopeful search 
way out ; but the setting forth on the 
y which one discovers and the unflinch- 
| persistence in making the effort—that 
the treatment ; that is the self-directed, 
-administered change. 

The psychoanalytic treatment method is 
a great discovery but this is not what 
nged psychiatry. It was the new under- 
nding that psychoanalytic research gave 
concerning men’s motives and inner 
urces, the intensity of partially buried 

ets, the unknown and unplumbed 
epths and heights of our nature, the for- 
nidable power each of us holds to deter- 
e whether he lives or dies, It was the 

ation that we must encourage each 
vidual to see himself not as а mere 
tator of cosmic events but as a prime 
mover ; to regard himself not as a passive 
cident in the infinite universe but as one 
portant unit possessing the power to in- 
ence great decisions by making small 


ТЕ was not the treatment technique of 

choanalysis that changed psychiatry ; 
was the new understanding of men's 
motives and inner resources, of the inten- 
of partially buried conflicts, the un- 
n and unplumbed depths and heights 
nature, the formidable power each 
of us holds to determine whether he lives 
г dies. Wrote William James : 


you or won't you have it so? is the most 
: we are ever asked." We are 
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asked it every hour of the day, and about the 
largest as well as the smallest, the most theoreti- 
cal as well as the most practical things. We 
answer by consents or non-consents and not 
by words. What wonder that these dumb re- 
sponses should seem our deepest organs of 
communication with the nature of things! 
What wonder if the effort demanded by them 
be the measure of our worth as men! 


*Ye shall know the truth and the truth 
shall make you free," said another wise 
One. For this emancipating truth Freud 
searched not in physics or chemistry or 
biology, but in the tabooed land of the emo- 
tions. From the Pandora chest of man’s 
mind, full of harmful and unlovely things 
to be released upon a protesting world, 
there turned up—last of all—Hope. 

Selfishness, vengefulness, hate, greed, 
pettiness, bitterness, vindictiveness, ruth- 
lessness, cruelty, destructiveness and even 
self-destructiveness—all these are in us. But 
not only those. Invisible at first, but slowly 
pervasive and neutralizing came love, and 
then—perhaps because of it—came faith, 
and then hope. 

Love, faith, hope—in that order. The 
Greeks were wrong. Of course hope is real, 
and of course it is not evil. It is the enemy 
of evil, and an ally of love, which is good- 
ness, 

Freud’s great courage led him to look 
honestly at the evil in man’s nature. But he 
persisted in his researches to the bottom of 
the chest, and he discerned that potentially 
love is stronger than hate, that for all its 
core of malignancy, the nature of men can 
be transformed with the nurture and dis- 
persion of love. d 

This was the hope that Freud’s discov- 
eries gave us. This was the spirit of the new 
psychiatry. It enabled us to replace thera- 
peutic nihilism with constructive effort, a 
replace unsound expectations—first wit 
hope, and then with sound expectations. | 

This is what it did for us, for psychia- 
trists. And for our patients—miserable, ap- 
prehensive, discouraged and often des- 
perate—what can we do better than that. 
What can we do better than to dispel their 
false expectations—good and bad—and then 
light for them a candle of hope to show 
them possibilities that may become sou” 
expectations ? 


* 
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And we who are teachers—can we do 
better by our eager, young seekers for the 
keys to wisdom than to help them sharpen 
the accuracy of their expectations without 
extinguishing the divine fire ? 

But there are many people in the world 
who are neither our patients nor our stu- 
dents, and who are nonetheless filled with 
great apprehensiveness, partly from ignor- 
ance and mistrust of one another. They are 
afflicted with great suffering which all our 
discoveries have not ameliorated, and awed 
by vast discoveries which none of us fully 
comprehend. Some of them look to us for 
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counsel, to us whom they have 

honored and so generously rews 

prerogatives and opportunities. Th 
our friends, our brothers and sisters, © 
neighbors, our cousins in foreign la 
For these people—for them and fo 
selves—are we not now duty bound to 
up as scientists, not about a new ro cket с 
a new fuel or a new bomb or a new gi 
but about this ancient but rediscove 
truth, the validity of Hope in human. ov 
opment,—Hope, alongside of its immor 
sisters, Faith and Love. T 


Е: Victoria, geographically, is the second 
smallest of the 6 Australian states ; but on 
the other hand its population is the sec- 
highest. Although the following short 
unt is a description of psychiatry in 
ictoria, it could be taken as fairly typical 
psychiatry throughout Australia. There 
naturally some variation between the 
erent states, but generally speaking all 
to conform to a somewhat similar 


m the year 1836 when the Colony of 
storia was founded, until 1848 at which 
me the first asylum was erected, lunatics 
confined and cared for in the various 
. It was not until about 1872, by which 
there were 4 asylums in the Colony, 
lunatic patients were finally cleared 
the gaols, and all new patients were 
mitted directly to one or other of the 
ums. 
e first private asylum was established 
1868, and 5 years later the institution for 
the inebriates under the provision of the 
briates Act was set up. Possibly this 
institution was the first of its kind 
the world where inebriates were com- 
d by law to enter for treatment. The 
1887 saw the opening of a special 


ng the first quarter of the century, 
О important advances were made. In 
2 there was opened a Receiving House, 
admission and early treatment of certi- 
cases, and in 1990 the Voluntary 
arder Act allowed the admission to state 
tions of voluntary cases for the first 


volution from custodial asylums to ther- 
tic mental hospitals during the first 
the century was indeed very slow 
was not until 1951, when the Menta] 
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great strides in raising the overall standard 
of mental hospital psychiatry were possible. 

The first psychiatric outpatient clinic 
attached to a general hospital began to 
function in 1927 and several years later all 
4 teaching hospitals had followed suit. 
By the end of the thirties the state Mental 
Hygiene Department had opened 4 full- 
time child guidance clinics. 


PRESENT SITUATION OF STATE SERVICES 


"Today the state provides mental hygiene 
services for a population approaching 3 
million people, and in many respects some- 
what resembles the system as I saw it in 
the province of Ontario. This service is 
controlled by the Mental Hygiene Author- 
ity consisting of a Chairman and Deputy 
Chairman (both psychiatrists) and an Ad- 
ministrative lay member. M. 

The Department consists of 3 psychiatric 
hospitals (early treatment), 9 mental Бо 
pitals, 4 institutions with residential schools 
for retarded children, 5 full-time children's 
clinics, 9 adult clinics conducted on a ses- 
sional basis, 3 hostels for ex-patients, З day 
hospitals and a research centre. In addito 
the state subsidises some 24 special s 
care centres for the medium grade intel- 
lectually retarded children. e 

During the year 1958, new admission 
state institutions amounted to 5,878 and the 
average number in residence was 8,697. 
The total number of new outpatients seen 
for the year was 2,845. Treatment receive : 
in all hospitals, clinics and outpatient bo 
tres is free, and costs are met by the "s 

Broadly speaking, the old hospitals аш 
similar in design to those of the same Mr 
age seen in parts of Canada and cu 
Britain. For the most part, however, thes 
older institutions have been a y 
remodelled and modernised. Together ; 
the more modern hospitals they Mee ч 
pear to be superior in design and bec 
to many of the mental hospitals in и 
two countries. Hospitals in Ontario, оп bly 
other hand, would seem to be more lavish’) 


equipped. 
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During the past 8 years all hospitals here 
in Victoria have adopted the “open-door” 
policy, perhaps not to the same extent as in 

England but to a greater extent than was 
evidenced in Canada. A serious attempt 
is being made to carry out a full-scale 

| program of resocialisation and rehabilita- 
tion for the long-term patient. In spite of 
considerable progress, we have as yet by 
no means reached standards anything like 
that existing in England, where adminis- 
trative psychiatry is at a very high level. 

In regard to physical treatment of psy- 
chiatric disorders, here in Australia we 
seem to have kept reasonably well abreast 
of changes and prevailing fashions in treat- 
ment overseas, but on the other hand our 
psychotherapeutic procedures are perhaps 
not as well developed as in Canada. 

Psychiatric and mental deficiency nurses 
(male and female) receive a 3 years 
training, and on qualification are registered 
as psychiatric and mental deficiency nurses 
respectively. The training program is based 
on the English nursing syllabus, emphasis 
being placed on the study of interpersonal 
relationships, patient management, reso- 
cialisation and rehabilitation. For senior 
posts and early treatment units, preference 
is given to those holding both psychiatric 
and general nursing certificates. An in- 
creasing number of general nurses are now 
doing a years post-graduate study and 
training in psychiatry and thus qualifying 
in a double certificate. 

The total number of medical personnel 
at present attached to the Department is 
100, although there is an establishment for 
190. Our biggest deficiency in the medical 


service is at the level of consultants, but 
it is expected that these vacancies will 
be gradually filled by recruitment overseas 
and by speeding up our own post-graduate 
training in psychiatry for junior officers. 
In regard to ancilliary staff, full use is 


made of psychologists, social workers, oc- 
cupational therapists, and so on in clinics, 
but apart from a certain amount of research 
work, psychologists as yet are not employed 
in the mental hospital setting. Most hos- 
pitals have their own resident chaplains. 
Victoria, as indeed most Australian 
states, in the past has lagged behind Eng- 


land and Canada in matters of research. 


During recent years however research pi 
grams have been organised with the variou: 
institutions from our central Research In- 
stitute. Although still in its infancy а 
very useful work has been done and s 
very worth while contributions are now 
beginning to appear. This Institute h 
initiated an extensive program for disse 
ination of knowledge to both para-psy 
atric organisations, public bodies, and th 
community. 
Day hospitals here are still in the initial 
stages of development. Those already in 
existence are conducted as therapeutic 
centres for early treatment. In the 
near future it is hoped that other cen! 
will be operating more as day-care cen 
for patients returned to the commun 
hospital in a state of incomplete remissi 
such as the schizophrenic and geria 
types. Day-care centres for mentally re- 
tarded children, referred to above, have 
been operating since 1951. These are of 
a high standard and receive very strong 
support from a large section of the com: 
munity. · 4 
Over the past 20 years or so there h 
become a complete change in attitud 
the community towards mental illness, а: 
in fact many of the recent reforms in m 
tal health have originated through pressure | 
from the public. A very important organi- | 
zation in this field is the Mental Health | 
Federation, which is the top-level body | 
for all mental hospital auxiliaries and asso- - 
ciated bodies interested in mental health. 
It was through the demands of the public 
that the Victorian Council for Mentally — 
Retarded Children, now a very strong — 
body, was organised with the original sole - 
purpose of providing facilities for the care. 
of non-institutionalised defective children. | 
In planning for the future, the Authority - 
has decided that additional hospital beds 
are needed immediately to overcome over- - 
crowding. In future early treatment hos- 
pitals will not exceed 100 beds and mental 
hospitals will be limited to a maximum of - 
500. During the next 10 years it is expected 
that 5 early treatment centres will be erect- 
ed in decentralised areas to meet the local 
needs of these regions. Outpatient facilities. 
are to be extended eventually to every main. 
country general hospital and for the most. 
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part will be staffed on a sessional basis by 
medical officers from the nearby psychiatric 
centres. A sociopathic clinic is to be opened 
within the next 3 months. At a later date 
this will be followed by the setting up of 
an emergency clinic and information bu- 
reau. Psychiatric services are already being 
provided for children's courts and penal 
establishments. The Department expects 
to take over psychiatric services in the 
Education and Children's Welfare Depart- 
ments within the next 12 months. 


REPATRIATION DEPARTMENT 


| Psychiatric care of the ex-serviceman is 

provided by the Commonwealth Repatria- 

tion Department for each state, in the way 

of inpatient and outpatient services. This 

service is on similar lines to the service for 
veterans in Canada. 


PRIVATE PSYCHIATRIC PRACTICE 
Wheras some 35 years ago there was 


— only one private psychiatrist in the city of 
- Melbourne, there are now no fewer than 
— 25 engaged in private practice. The major- 
ity of private psychiatrists are attached 
part-time as consultants to the psychiatric 
units of one or other of the 6 university 
_ teaching hospitals. These units have grad- 
© wall grown in strength and importance 
resulting in psychiatry now being accepted 
here as one of the major medical specialties. 
Although many of our psychiatrists are 
choanalytically orientated, those active- 
; engaged in psychoanalysis still constitute 
pe 
р uence ce psychiatry was 
mde inca for the ac- 
3 ce of psy упатіс psychiatry in 
í this country. To the young group of Mel- 
bourne private psychiatrists must go the 
_ credit for initiating the formation of the 
Australasian Association of Psychiatrists in 
. This Association now has 180 mem- 
and 70 associate members. Full mem- 
_ bership is restricted to those members of 
- the profession holding an appropriate post- 
p uate degree or diploma, and who have 
. been in full-time psychiatric practice for a 
, minimum of 5 years. Annual meetings of 
the Association are held successively in 
_ one or other of the capital cities, Each of 
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the 6 states has its own branch which con- 
ducts its own affairs. The strength of the 
Victorian Branch at the present time is 
49 members and 32 associates. 


POST-GRADUATE EDUCATION 


Medical postgraduates wishing to ob- 
tain the Melbourne D.P.M. are required to 
undergo a minimum of 2 years’ training 
at approved mental hospitals and psychi- 
atric units. The course given closely resem- 
bles that of the United Kingdom, the ac 
cent perhaps being at present on academic 
rather than on clinical training. While 
purely academic subjects such as psy- 
chology, psychopathology, neuroanatomy 
and neurophysiology, are undertaken by 
the respective university faculties, courses 
of lectures and demonstrations in psy- 
chiatry, neuropathology and neurophys- 
iology are organised under the auspices 
the permanent medical postgraduate com- 
mittee and the Australasian Association of 
Psychiatrists. In actual practice teaching 
responsibilities are shared between b 
the private and departmental psychiatrists. 
The examination of D.P.M. is condu 
in two parts: Part I consisting of neurol- 
ogy, neurophysiology and psychology 1, 
being taken at the end of the first year ; 
Part II, psychiatry, neuropathology, neuro- 
logy and psychopathology, at the 
of the second year. The examinations have 
always been maintained at a very hig 
standard as is shown by the number, 
successful candidates at each examination — 
—approximately 1/3 of those sitting. 

In order to raise the level of postgraduate 
training in Victoria, the Association O 
Psychiatrists is at this moment negotiating 
with the university authorities to have 
established a university department in psy 
chiatry, and for the appointment of ? 
professor. Incidentally, New Sou wee 
is the only state in Australia at the presen 
time which has such a department and а 
chair of psychiatry, although Queensl. 
has had for a number of years a res 
professor. 

C. R. D. Brothers, М.Р» 
Deputy Chairman, | 
Mental peni | 
Authority, State 
Victoria, Australia. i 
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ANALYSIS OF POPULATION REDUCTION IN NEW YORK 
STATE MENTAL HOSPITALS DURING THE FIRST FOUR YEARS 
THERAPY WITH PSYCHOTROPIC DRUGS ' 


OF LARGE-SCALE 


INTRODUCTION AND BACKGROUND DATA 


On June 30, 1955 the resident population 
of New York State's mental hospitals had 
reached an all time high of 93,600. The 
previous year had brought an increase of 
2.400 (Fig. 1) ; this was the continuation of 
a long-term trend that had doubled the 
mental hospital cases since 1929. Many fac- 
tors had changed during that time; the 
population of the state had increased ; the 
proportion of aged had grown; mortality 

diminished, 


resented a problem in itself and there was 
no indication of a slackening of pace. Over- 
crowding had reached an overall figure of 
33%(1) and the existing shortage of 23,000 
beds seemed destined to be increased each 
year by another 2,000 or more cases. At 
little comfort in the 
in first admis- 


risen further, or that significant advances 
had been taking place in psychiatric treat- 
ment. 

In 1955-56 this upward trend was abrupt- 
ly reversed and.converted into à 
500 for the year (Fig. 1)- In itself, this 
was a small change but it gained signifi- 
cance from several associated circum- 
stances : 1. The speed and consistency of 
the previous rise. 2. The fact that 
decreases were reported quite widely from 
other mental hospitals, both in this country 
and abroad. 3. It was coincidental with the 
introduction of a new form of psychiatric 
therapy, that of the tranquilizing drugs. In 
New York State this method of treatment 


1Read at the 115th annual meeting of The Ameti- 
can Psychiatric Association, Philadelphia, Ра, Apr: 
27-May 1, 1959. 

?Department of Mental Hygiene, State of New 
York, Albany, N. Y. 
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was created by the mental hospital and for 
that reason it could be solved only 


served to reach the same conclu- 
was that due to 
the problem was no longer 
itals could be 
abandoned. Actually, we had had only a 
small and brief though promising expe- 
rience. Many questions remain unanswi 
—some of them quite decisive—for example, 
“How stable and how extensive would the 
change prove to be?" The answer was of. 
more than academic interest. If, as some 
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ANNUAL INCREASE IN RESIDENT PATIENTS 


1948 1949 1950 1951 1952 


laimed, this was the beginning of a far- 
ing decrease, building programs might 
be abandoned and the problem of 
tal hospital psychiatry could be con- 
ed solved except for the small amount 
t time required to complete the transition. 
the other hand, many felt that the 
ange was coincidental or that drug effects 
masked the symptoms of mental 
sorde for a time and produced a type of 

ious superficial improvement which 
d soon be unmasked with a return to 
hospital for individual cases and, in 
aggregate, a reversion to the previous 
of hospital statistics. According to 


nly time could resolve such questions ; 
ral years of additional experience have 
ccum 55. It is already quite ob- 
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1953 1954 1955 
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vious that regardless of theoretical p 
ations drug therapy оп a large sc n 
more than a transitory fad in mental ent 
pital practice. It also is becoming clear i 
whatever the causes of the original еа 
in the hospital statistics they represent mi 
than a brief cyclical reversal of an д 
trend ; we are faced with a phenome 
that does not have any precedent and da 
bearing on this important topic are Me i 
analysis and review since the interpreta? js 
of the changes which have taken ples а 
still a matter of active controversy an i 
portant practical decisions of positive m 
negative nature hang on such interpr 
tions. 


METHOD AND ASSUMPTIONS 


In New York the fall in population be 
continued for 4 consecutive years an 


a 


tistical data for the first 3 of these years 
are now available for study. It will be the 
purpose of this paper to analyze the over- 
all figures to try to identify those classes 
and kinds of patients most, and those least, 
affected, and to trace some tendencies 
which seem to have implications for the 
future, seeking at least partial answers to 
some of the questions mentioned above. 
The method, similar to that outlined in our 
first report(2) will not be further de- 
scribed here except to say that it represents 
an analysis of the total work of the insti- 
tutions during one period compared with 
the total results at another. The assump- 
tion is that such total comparisons may 
reveal the operation of factors which might 
be less certainly recognized when smaller 
numbers are used. Particularly a measure of 
the change in the total therapeutic poten- 
tial of the mental hospital system is bein 
sought. Such a comparison is facilita 
when the two periods are closely spaced 
so that as few conditions may change as 
possible. As time goes on, there is more 
opportunity for other known and unknown 
factors to be introduced ; to a certain extent 
this has already taken place in our series, 
and this will be described below. 

The measure of therapeutic potential has 
been the capacity to return patients to so- 
ciety. It is recognized that return to the 
community does not represent an end in 
itself and can be easily subject to changes 
of administrative policy. We can only say 
that such policy changes have not taken 
place. Moreover, anyone who has at- 
tempted to change the operating condi- 
tions of a large organization knows the in- 
herent difficulties and will recognize that 
sweeping administrative changes are vir- 
tually impossible to achieve quickly, but 
require a period of years. The fact is that 
no effort was made to produce any admin- 
istrative changes during the first year of 
large-scale drug therapy ; during the last 
3, a very active program of change and 
liberalization has been under way. We can 
now go on to examine the specific statis- 
tical changes comparing 3 successive 
periods : 

l. The year 1954-55 when no drug ther- 
apy was in use. 


3. The years 
other favorable factors were a 


VOLUME OF DRUG THERAPY 


From the start there has been a 
increase in the volume of drug th 
(Fig. 2). Since all treatment is at the initi 
tive of the treating physician, and the met 
ical staff of the Department numbers abou 
900, this reflects a relatively broad pre 
sional judgment, sustained 
firm opinion among 
various grades. The number now unde 
treatment is over 48,000 (including 3/80 
in the state schools) and the budget 
psychiatric drugs is $2,200,000 per ye 
Chlorpromazine still accounts for 
largest share with 26,000 cases and r 
pine is next with 5,700 but a te 


a thousand cases are listed as rec 
electric shock therapy as compared 
4,000 in 1954, and psychosurgery has b 
all but H yet most obse і 
agree that these treatments still have 8 
place in the therapeutic armamentarium, — 
The proportion of cases under therapy 
with all forms of somatic therapy is greatest ^ 
among the newly admitted at 68% (Table 3) 
and least among cases of over 10 years with 
195 ; it falls rapidly after the 1-4 year group. 
where it still reaches 42% of the cases. It 
is interesting to note that drugs are most 
used in those classes of patients which һауе 
shown the greatest response in absolute 
numbers ; improvement relative to previous. 
results has less weight. The authors are of © 
the opinion that experience with favorable - 
response encourages more treatment of | 
similar cases and failures have the opposite” 
effect. When we turn to diagnosis as al 
guide to choice of therapy, we find much 
less specificity, and the percentage сопи 
sidered suitable for treatment shows sur- 
prisingly little variation from the general 
30% average. a 


Reduction in the use of restraint and 
ion was one of the earliest overall 
of the new drugs, and the one which 

been most consistent (Fig. 2). This 
apid at first but has now apparently 
d a plateau value at one-eighth the 

level. In spite of early fears, the 
gs did not “wear off” although there has 

а a rather general tendency to try new 

ducts as they appear and each of these 
to find patients who respond particu- 
vell to them. A. variable preference 

sicians for one or another drug is 


also to be noted and this is taken | 
mean that the differences among many © 
the agents is not a decisive one. 


POPULATION FALL (OVERALL) E 

The overall effect of drugs on the рор 
ulation had the same sequence as E 
on individual cases (Fig. 2). A be a} 
response was already measurable very © 
during the limited experimental b 
chlorpromazine and reserpine in a 
was quite well marked early in 19 4 
lease effects came much more Нона 
months of large-scale use ; by the end 
first year this was clear. 


nel алаад. 


TABLE 3 
Civit State Mextar Hosrrracs sy Tis 


PATIENT TReEaTMENTS IN New York 


Since ADMISSION OF PATIENTS TREATED, 
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| Total ae 14 | 3-9 | 10-19 
1 
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Fiscan Year Ехоко Mancu 31, 1958 


Time Since Admission (Years) 7 


Therapy 

Total Treatments Started 48,064 22,729 12,165 4,423 4317 К 
With Tranquilizing Drugs 32,961 14,729. 7,521 3,405 3,571 Et 
With Electro Convulsive 

Therapy . 3,488 2,356 872 132 65 
With All Other 11,615 5,614 3,715 886 681 
Total Number of Patients 

Treated ... fa 35,698 15,595 9,021 3,587 3,698 
Average number of treat- 

ments per patient ...... 1.35 1.46 1.35 1.23 1.17 
Per cent of Patients available 

treated . . :.4s4s 452 RÀ 31% 68% 42% 23% 19% 
A CAUSE AND EFFECT RELATION hospital policy and it is generally acce ote 

among our staffs that it would be quite 


The establishment of a cause-effect rela- 
tion between drug use and fall in popula- 
tion was difficult for the first year but we 
could report that there was no important 
change of general operating conditions or of 
policy, and this left the drug effect as the 
most simple and direct explanation, sup- 
ported by internal evidence (distribution 
of improvement in releases). The situation 
is more complex for the last 3 years of this 
program. In 1956 the Department began a 
new program of intensified treatment for 
newly admitted patients which has gradual- 
ly been extended to all the institutions. In 
addition, a sweeping program of liberali- 
zation of hospital operations began to be 
felt in the second year and has gone on to 
full development in the last two years. A 
part of it, the “open hospital" system, 
brought freedom of the grounds to some 
60% of all cases by March 1959, fully 10 
times the figure recorded in 1956. 

Without the first year’s study, it would 
now be indeed difficult to identify the 
effect of drug therapy among the various 
new influences on the patient population. 
However, when compared with the first 
year’s results it becomes apparent that the 
effect of the additional resources has been 
to intensify the results already noted in the 
first year but not to change their pattern 
materially. It also seems certain that the 
drug effect facilitated the liberalization of 
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possible to operate as we now do 


number of admissions by voluntary ай 
semi-voluntary procedures from 1,770 й 
1955 to 5,910 in 1958. This has led to an ins 
crease in number of direct d 

and may in the future lead to a 


charg 


of owing popula 

State with 4,100 beds less than they needed : 
4 years ago and apparen the need is 
still decreasing. It is important to know :- 
what types of cases are decreasing and how | 
is this improvement distributed through the’ 
hospital population ? Is there any evidence | 
as to the stability of this change ? Are we 
dealing with a process which returns pa- 
tients more rapidly to the community only 
to get them back into the hospital more . 
rapidly? Is there a tendency to release - 
the patients for a year or so and then re- 
ceive them back as readmissions ? The size 
of the population of a hospital is the result. 
of a balance between additions and re- 
movals, and among the removals are deaths | 
as well as discharges and other releases. 
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TABLE 1 


Movement or REsmENT Patients IN New York Суп Stare Mentat HosPITALS 
Fiscat Years Enpinc Marcu 31, 1955 THROUGH Marcs 31, 1959 


Fiscal — 


Resident ie All | Resident Chan 
55 x T Admissions | Deaths releases | Tum Р гуен R a 
[00 March 31 period д SEE period | Patient 
1955. 90,893 21,459 8,078 16,069 5,109 93,314 +24 
1956 93,314 21,454 8,345 18,862 5,301 92,862 
1957 92,862 21,828 8,555 19,785 6,059 92,409 : 
И 1958. . 92,400 23,2986 9,491 21,733 6,650 91,191 - 
91,191 25,254 9,197 25,607 7,562 ) 


— What has happened to the other com- 
— ponents of the equation ? 


- STABILITY OF RESPONSE (IMMEDIATE) 
| It remained to be seen after the first year 
_ of success whether the results in terms of 
— overall hospital figures would prove per- 
“manent. There were many who postulated 
at the effect on an individual patient was 
ely to mask the symptoms for a time, 
the disease process went on relent- 
ly and would soon bring the patient 
k to the institutions in as bad a condi- 
as if he had never had this brief re- 
eve. Even a brief reprieve would have 
_ been welcome but the overall figures up 
to the present time do not give any indica- 
n that we are dealing with an essentially 

orary effect. Clinically, it has proved 
ical to carry an estimated 50% of cases 


s may be a result of selection of cases 
during the year 1954-55, 13,992 were 
d on convalescent care and 5,104 
returned, or a total of 35%, and this 
entage of returns has remained essen- 

constant since. In other words, a 
ply increased number of patients re- 
d proved to be as stable in their ad- 
iment measured by return figures as a 
alle) number previously released. Judged 
this criterion, it would seem that the 

of cases released was not different 
that previously obtaining ; the number 


oe 


INI 


89,203 -1,9 


lease criteria of the hospital but the пш 
ber of cases returned is a function of soci 
tolerance. We have no reason to бейеу 
that the social tolerance has increased i 
New York State during the last 4 years. 


LONG-TERM STABILITY 


A delayed instability of therapeutic Te 
sult would be reflected ір a rising propor 
tion of readmissions ; in fact, however, t 
proportion of readmissions has not rise 
Tracing the relation between the two # 
ures back to 1952, we find that readn 
have steadily made up almost exactly 27 
of all admissions and this has remain ) 
during the 3 years of large-scale drug the 
apy for which figures are available. It mi 
be expected that this percentage 
increased, however, as the new and 
alized policy of voluntary admission be 
to take effect since releases after such à 
missions usually result in administra : 
discharge, and more of the returning 
will probably be listed technically as 
missions and less as "returns from conva? 
cent status,” now usually maintained £ 
about a year. 

It is generally thought that 
economic factors have an important 
ence on the admission and release of m 
hospital patients. From this point of Е 
it is interesting to note that there was 
unfavorable effect from the economic 
cession of 1958. Population reduction €? 
tinued during that year of dep 
economy and increased unemployment 
though we had expected that an econ 
change might well reverse the trend. - 


A 
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TABLE 4 


RELEASE FROM AND RETURN TO ALL New YORK Слуп. State MxxrAL HosPrTALS. BY | 
TREATMENT STATUS, FiscaL Yean ENDING МАВСИ 31, 1958 b 


a мй. a лада майы a TT 


__HENRY BRILL AND ROBERT Е. PATTON 


Males Females 
Treated Treated 
with Not with Not 
Tranquilizing Treated. Tranquiliziag T ! 

Denes Dep 
Population at risk * 21,433 28,906 35,294 x 
Release Alive Rate 5 21.3 11.1 19.3 
Return Percentage © . . 39% 48% 35% 


а Resident Patients 3/31/57 plus admissions during year. 
b Includes releases on convalescent care, family care and escape per 100 at risk. 
с Includes returns from all above statuses per 100 released alive. 


DIFFERENTIAL EFFECT OF THE NEW TREND 
WITH REGARD TO MALE AND FEMALE CASES 


The population fall of the last 3 years 
has been 506 for men and 1,617 for women. 
It was noted that 21,433 male and 35,294 
female cases received therapy (Table 4), 
that is, 60% of the women and only 43% of 
the men were considered suitable for ther- 
apy with drugs. This difference is noted 
in each of the age groups and in each 
diagnostic group and also when patients 
are divided according to duration of hos- 
pital stay. Nevertheless, the release rate 
for treated males is slightly higher than 
that for females, and the same is true 
the rates for untreated male and female 
cases although releases among treated cases 
are twice those of untreated cases. It is an 
important question why а smaller propor- 
tion of male cases is considered treatable 
by drugs and by practically all other 
methods. 


DEATHS 

It will be noted in Table I that in 1958 
there were 9,421 deaths in hospitals and 
‚ that this represents a considerable increase 
over the 1957 figure of 8,555. Some of this 
is due to a trend toward aging of the pop- 
ulation (Fig. 3) but it is in large part 
due to the recent epidemic of Asian influ- 
enza. Because of concern about possible 
late morbidity and mortality after drug 
therapy, we have been observing mortality 
statistics as a possible lead to any long-term 
effects not detectable clinically. It will be 


because 
1,209 of the 1,343 increase of deaths since f 
1955 were in the over 65 group and 113 in d 
the 55-64 group. Below the age of 54 the | 
increase was 21 cases, yet the population 
effect with which we are most concerned is | 
in the younger groups (Fig. 3). - 4 
Clinically it has not been е to 
identify any evidence that there is any | 
morbidity associated with long-term use of © 
drug therapy, nor has this appeared in any ^ 
of the reports of the state hospital 
departments carrying on routine post- | 
ссн studies. Another fact of interest 
is that although a certain number of cases 
develop depressions in the course of ther- 
apy with the phenothiazines the number 
of suicides reported from the mental hos- 
pitals has remained consistently below the 
average for the preceding 10 years although 
the variations in the totals are too small to 


be statistically significant. 
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Less than 25 to 44 Years 45 to 64 Years 65 Years 
25 Years and Over 


TABLE 6 


1 
2 PATIENTS ADMITTED TO New York Олуп, State MENTAL HosPrrALS WHO DIED 
i WITHIN 6 MONTHS OF ADMISSION AS A PER CENT OF ALL ADMISSIONS, BY AGE 


Fiscal per 
сч Age (Years) 

ended Less 75 and 

on than 25-34 : 65-74 over 
Lad ы 5.3 35-44 45-64 | 5 Me 
E 13.0 04 0.8 14 Тл 43.0 
Bea 12.4 0:3 0.6 Ll 6.8 24.6 41.5 
bes. 12.1 0.1 0.8 1.0 6.4 24.9 40.3 

"E ; 
FECT ON AGE DISTRIBUTION now taken place has been most marked in 


e emphasis on the increase the 25-44 category, which was reduced by | 
in the mental hospitals and i wu. 3,368, while the group aged 45-64 decreased : 
problems of preparing to care for а 967. A rise in the over 65 cases and in the 7. 
dily increasing proportion of such in- “der 25 group continued, leaving an over 4 
ividuals makes it important to notice how all decrease of 2,123 for the 3 years ан 
population reduction is distributed as alyzed. It should be noted that the ranks 0 
ge. It will be noted (Fig. 3) that be- the 65 and over are augmented by aging ; 
veen 19: and 1955 all age groups in- within the hospital cases by some 1, m 
cr although the largest increase was each year. This aging is an expression | 
group over 65. The fall which has the chronicity of mental disease and 4^ _ 
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Fic. 4 
Resment Patients By MENTAL DISORDER 
Thousand 
Patients 
60 


40 


30 


20 


Schizophrenia Psychoses 
of Senium 


2112 decrease 26 increase 


counts for fully half of all the over 65 
cases. The reduction of population among 
the younger age groups apparent in Fig. 3 
is one of the most hopeful elements in our 
data but a reservoir of chronic younger 
cases still remains and it is still being aug- 
mented by therapeutic failures. 


"REDUCTION BY DIAGNOSIS 

Comparing the hospital population of 
March 31, 1955 with that of March 3l, 1958 
(Fig. 4) after 3 full years of large-scale 
drug therapy, we find that there has been 
an overall reduction of 2,123 with a fall of 
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Manic-Depres- 


Involutional 
395 decrease . 267 increase 


aN EM 


Character 
Disorders 


Alcoholic 
sive and Psychoses 


511 increase TR 


- 
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9,112 in the schizophrenic group, 395 in the 
affective psychoses and 420 in a mix d. 
group including psychoneuroses, paresis, 
organic states of various types, etc. Thes 
were counter-balanced by an increas 
511 in character disorders, 267 alcoholi 
and 26 in the senium. 

Within the group of schizophrenics (F 
5), the 25-44 age group showed a 3-yea 
reduction of 2,979, the 45-64 year gro р 
showed a fall of 183 and there was an. 
increase in the under 25 and the over 65, - 
the first from a marked increase“in admis- 
sions under age 16 and the latter as a. 


RESIDENT Patients WrrH SCHIZOPHRENIA, By АСЕ 


25 to 44 Years 


of receiving additions from hospital 
of long residence. 
hen we examine the schizophrenic 
for duration of hospital residence 
g. 6), the problem of chronicity ap- 
rs in startling clearness. At one end of 
the scale is the 10 years plus group num- 


to grow, while the 2-4 year 
by 1,463, and the schizop 


65 Years 
and Over 


45 to 64 Years 


in the second, third and fourth-year cases 
must in the long-term cut total сшош 
very significantly. However, the problem o 
chronic schizophrenia will never be gone 
until its feed lines are cut off and we have 
no indications that we have done more than 
reduced them as yet. If we reduce the size 
of these sources by a quarter or à a 
we may expect that much reduction of ag 
chronicity but not more. Then, depen "i 
on such counterbalancing factors as E ) 
further extension of length of life ; (b) of й 
tinued increase of total population © н 
state; and (с) increase of other рен 
sychiatry, we may come to а new 1 
а which will require some further tech 
nical advance before it can be pem н 
A glance at Fig. 6 will show that mio 
are some 50,000 cases other than di 
schizophrenics in the New York бше ee 
tal hospitals and even if the chronic $ 
phrenics were to be entirely elimina e 
which appears to be unlikely from 
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RresmNT PATIENTS WrrH SCHIZOPHRENIA, By Time SINCE fuum 


Thousand 
Patients 


tted Admitted Admitted 


i Admitted Admi 
даве During 2to4 5 #09 10 or More 
Year Previous Yeors Ago Years Ago Years Ago 
Year 


above data, there will be need for exten- › 
sive facilities for these other cases, most 97.9% of all cases(2). This was a 250% 
of whom belong to categories where mod- 
em therapeutic advances have made rela- 
tively little impression. 

SUMMARY data for that year were analyzed and 

In 1955 the New York State mental hos- 

Pitals undertook a large-scale of 


tranquilizing drug therapy w! ch dı 


САЩ, 2.7 
V" > 


n of drug therapy was the only signifi- 
identifiable change which had oc- 
curred in the treatment conditions of the 
Department and that the favorable change 
is attributable in major degree to the 
use of chlorpromazine and reserpine. 
- Another 3 years have now passed and 
the fall has continued. The population on 
March 31, 1959 was 4,100 below the figure 
of 4 years before and this apparently rep- 
‘resents a well-marked trend. It is, however, 
no longer possible to say that circumstances 
e remained essentially the same as they 
ere before the use of drug therapy was 
ertaken ; a whole series of progressive 
nges have occurred ; a sweeping pro- 
m of liberalization of hospital policy has 
eloped ; open hospital techniques, en- 
ouragement of admissions other than by 
icial certification and the organization of 
number of experimental programs have 
n undertaken. Intensification of treat- 
nt for newly admitted patients has been 
ed through assignment of additional 
onnel for admission services and spe- 
geriatric and continued treatment pro- 
s have also been set up. In spite of 
the pattern of change has not deviated 
nificantly from that already identified 
en drug therapy was the only new 
ty. A significant increase of amount 
change has, however, taken place but it 
becomes quite impossible to assign a quan- 
- titative role to each factor; what seems 
- certain is that all these elements are mu- 
tually interdependent and reinforce each 
_ other. It now becomes important to analyze 
the trends for their significance with regard 
to future plans for mental hospitals, es- 
pecially as many mental hospitals in vari- 
ous parts of the world have noted a de- 
creased pressure for hospital beds or an 
outright fall in population. In some quarters 
hese changes have been discounted as 
clical and unimportant and in others the 
itude has been that it is now a matter 
ofa relatively short time before mental hos- 
- pitals will be empty and that the problem 
of hospital psychiatry has at long last been 
solved. 
Ош own data lead us to take a position 
_ somewhat between these two extremes and 
. considerably toward the conservative side. 
The persistence of reduction for 4 succes- 
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sive years seems to rule out any cyclical 
variation and the fact that the reduction of 
population is limited to functional cases and 
most marked in schizophrenics points to the 
action of a specific therapeutic influence 
rather than a general change of policy. In 
New York during the last 5 years the num- 
ber of cases actively carried on somatic 
therapy at all times has jumped from 
4,000 to over 40,000, the number released 
from hospitals has gone from 14,362 in 1955 
to 19,334 in 1958, and, in addition, the 
atmosphere of the state mental hospitals has 
been virtually revolutionized. Restraint and 
seclusion have been reduced to an eighth 
of their previous level and a series of lib- 
eral policies has been facilitated beyond 
what might have been dreamed of on such 
a scale 5 years ago. 

However important these changes may 
be from the point of view of the mental 
hospital as a therapeutic organization, there 
are other facts which tend to support a 
more conservative attitude with regard to 
the extent that the present change may be 
projected into the future, and especially 
the projection of any factor of acceleration 
in the present process. 

Although there has been a 34% increase 
in patient releases in New York State 
during the first 3 years of drug use, ad- 
missions were up about 12% and informa- 
tion from other hospital systems here and 
abroad indicates that this is à general 
phenomenon. The number of schizophrenic 
patients released has increased 39% during 
the 3 years for which data are available and 
the release percentage of chronic cases of 
up to 10 years’ hospital residence has been 
increased strikingly, yet a simple review 0 
the present mental hospital population hr 
dicates that there still are a considerable 
number of cases on the way to becoming 
chronic hospital residents ; the number 0 
2-4 year cases, for instance, has been re- 
duced by 27% but this gives secure promise 
to reduce the eventual permanently chronic 
group by this amount. Furthermore, menta 
hospital operations involve far more than 
schizophrenics. There are many other cate- 
gories of cases and in our hospitals these 
have either remained stationary in numbers 
or have continued a long-term increase: Ț 

Finally, there is a small but very $ 


MN oA xx TX +. 


ч 


" 
е 


1959 ] 


cant group of cases, especially in the age 
group below 16, which have been coming 
rapidly to the fore in the past few years. 
Numbering less than 400 in 1950, these 
now are being admitted at the rate of 700 
to 800 per year, and that figure would be 
higher if our facilities were more adequate. 
These cases must have more than double 
the hospital space of adults and much more 
personal service. Those who fail in therapy 
may look forward to a long life in hospital 
or a long career of behavior disorder in the 
community. Some feel that these should 
be elsewhere than in a mental hospital but 
society seems to have decided otherwise 
and we have been for several years sub- 
jected to unremitting pressure for their 
care and treatment, and whatever else one 
may say it must be admitted that the prob- 
lem is a psychiatric one. 

Another group which warrants comment 
is the so-called character disorders. Pa- 
tients in this group increased from 1,293 
in 1955 to 1,804 in 1958. To a large extent 
this group overlaps the teen-age problem 
just described but some of them are adults. 
Although here, too, the battle rages as to 
the proper function of a state hospital, 
the result is still to send a larger group for 
such care. In the main, they, too, represent 
a type of psychiatric problem, although this 
is far from saying that every case of acting- 
out is properly classified in a mental hos- 
pital. What we are discussing here is the 
fact that an increasing proportion of such 
cases actually are coming to us and must 
be considered in our plans. Still in the 
same category are the alcoholics whose 
number increased somewhat in the last few 
years from 3,693 to 3,960. In the past, the 
mental hospitals have made but a limited 
contribution in this field, taking an almost 
neutral attitude in the rehabilitation of 
such individuals. This was justified only 
so long as we could do no better. As our 
facilities improve, a greater interest must 
be taken in this disorder. Alcoholism has 
long been identified as a psychiatric prob- 
lem and whatever treatment has been avail- 
able has tended to be in mental hospitals. 
It is inevitable that we shall be called upon 
to take a more positive role in this situa- 
tion which is said to involve some 3,000,000 
Americans. Up to the present, much of this 
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has been forced into the category of а sc 
of “deferred business" due to sheer 
facilities. It seems inevitable that as 
as any space becomes available this 
tion will be moved for a more satisfa 
disposition. If we look only at the red 
in our population, we may forecast a 
gradual melting away of the chronic 

phrenic cases to perhaps 50 to 75% of 
present number which is a humane 
practical advance that would relieve 
York State of a quarter of its present mi 
hospital population. Statistical data 
clinical experience indicate that the 
tion will be more rapid on the wome 
services than on the male side where 
cases are found for therapy. For som 
to come the number of long-term s 
phrenic cases who pass their old 
the mental hospitals will continue 
crease and will continue to leave 
impression that the hospitals have 
overwhelmed with geriatric admissions 


DIVERSIFICATION OF PRACTICE 


more broadly we may see a somewhat 
ferent picture ; if the mental hospitals 
to meet the demands of society, they will 
have to continue to diversify their practice 
even beyond what has already been done. 
This will involve a continually larger admis- 
sion rate, a more rapid turnover of cases, 
and the development of psychiatric care for 
a wide variety of conditions which at 
present are received in our hospitals 
accorded relatively little attention. Society 
has many unmet needs in this area, and the 
mental hospitals have a responsibility here. | 
It does appear that within the next few | 
years some beds will become available аб 
least in geographical areas which have al- - 
ready been able to keep up with previous — 
needs to a reasonable degree. At the present 3 
time the New York statistics and the New 
York experience indicate that the unmet ` 
needs may outrun the prospects of new - 
available mental hospital space, failing 
some revolutionary therapeutic advances. 
Yet it must be remembered that New York | 
State now has some 580 mental hospital 
beds for each 100,000 of its general p 
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“ulation. What the vim of events may — servative attitude is justified. So far 
- be in localities which ve far less available have not heard of a single instance whe 
Lr» rend were no longer able to be 
p factors, such as degree of urbaniza- 1 
"tion, use of alternative facilities, especially BIBLIOGRAPHY 
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New York Отуп, State MENTAL Hosprravs 


i Time Since Admission 
К Fiscal Year (Years) 
Ending on March 31 


D 


1-4 5-9 | 10-19 | 204 
14,362 . 6,012 7,280 746 254 
17,058 6,772 8,876 996 
19,334 8,133 9,660 1,042 426 
18.8 12.6 21.9 33.5 33.9 


34.6 35.3 32.7 39.7 67.7 


4,277 5,795 929 321 
52.6 - 60.0 89.2 75.4 


TABLE 5 
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DISCUSSION 


ЈоѕеРН Bannerr, M.D. ( Williamsburg, 
Va.)—Any program that can reduce the 
population of a hospital system to the ex- 
tent reported here must be quite gratifying, 
The fact that the 18 hospitals described in 
this paper are now serving the total mental 
hospital needs of the growing торов в 
of New York State with 4,100 beds less 
than they needed 4 years ago justifies the 
program. Percentagewise this is a 4.4% drop 
or 1.1% annually. 

It seems to me that there may be a 
number of factors which make this t 
migration out of the hospitals pénis 
something other than the ataractic drugs. 

First, there has been a decided improve- 
ment in the numbers of medical and nurs- 
ing personnel. The need for this 
was hard to sell on the basis of better care 
and increased psychotherapy, etc., but the 
general public can actually buy this addi- 
tional personnel for the purpose of admin- 
istering drugs, etc. This has led to more 
individual attention to patients, which in 
essence is an improved or increased total 
push program. 

vede e ае 
attitude not only on the part e 
but also on the part of neighbors toward 
a mentally sick person returning to their 
midst. Here is a person who has actually 


a more favorable attitude toward the men- 

tally ill patient and we have found that not 

only previous employers but also new em- 

ployers have a more favorable attitude 

[уа a successfully treated mental pa- 
ent. 

Third, I think there has been a very 
definite change in attitude on the part of 
the general practitioner in the community. 
Here is a form of pru he can акч 
participate in not only contributing 
the continuation of medication and obser- 
vation of the results, but we see num 
of cases coming to the hospitals which the 
family doctor has tried to prevent by in- 
adequate medication. 

I have recently had correspondence from 
a family physician wanting to know 
we were able to send home at the end of 
3 weeks treatment a patient he had sent in 


sometime. 
follow-up clinics, which I 
has too, and here we meet 


Volume of Drug Therapy in Virginia: 
During the year ending June 30, 1958 in = 
the Virginia hospitals we had a total of 1 
15,385 patients under drug treatment. This - 
is an increase of 5,800 over the previous — 
year. We still use much shock therapy, but. — 
on a reduced scale. , 


setae J Response : А 

І do believe that the degree of stability 

derived from the various drugs must be _ 
à 


attributed to many other factors such as 
attitudes, concepts and general willingness _ 
to accept what appears to be permanent - 
damage in some P of mental disorders, о 
and the ability e hospital or clinic to 
proffer continued guidance. | 


Since 1935 the author has personally 
_ known 33 boys and girls who, before they 
‘were 16 years of age, had been associated 
with the death of another person either by 
causing or being blamed for a death by 
hemselves or others. All of these boys and 
girls have been examined, many of them 
atedly, in public institutions of New 
York. 
` This present brief study will analyze the 
significant data concerning this group of 
individuals in terms of their background, 
incident that resulted in death to the 
m, any specific clinical pathology, the 
tion of the young person involved and 
r her subsequent career. There will be 
effort to discuss individual cases or 
orate on psychodynamics. This has 
en done before for some of these cases 
‚ 2, 3). Longitudinal or followup studies 
ve also been published(4) which have 
been further extended for the present study. 
There were only 2 girls in the series. They 
were 5 and 8 years of age when each 
ccidentally ignited the clothes of a 
'ounger sister leading to death within a 
hours. The 31 boys were 5-15 years 
ge at the time of the fatal incident 
which they were involved. Six were 5 
d 6 years, 5 were 7 to 10 years, 9 were 
nd 12 years, and 11 were 13 to 15 years. 
us, 13 children were under 11 years or 


There were 11 Protestants of whom 9 
were Negroes and 17 Catholics including 
2 Puerto Ricans. 

 Intellectually, 2 were grossly retarded, 5 
were borderline defective, 20 were in the 
al range with IQ’s recorded from 80 
10, 6 had higher IQ's. Eight of the boys 
e non-readers (including the two gross- 
defective), 9 were retarded readers, 9 


-lRead at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

— ?New York State Department of Mental Hygiene, 

Creedmoor State Hospital, Children's Unit, Queens 
‘Village, N. Y. 
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attained average reading skill and 4 were 
superior readers. 
Before considering the clinical data it 
will be well to emphasize that the 33 boys 
and girls can be readily considered in two 
nearly equal groups. Sixteen were involved 
with the fatal incident and known to the 
author between 1935 and 1944 or the first 
10 years of this study, They are now 20 to 
40 years of age. This group is characterized 
by the lack of more recent intensive meth- 
ods of clinical study and diagnostic evalua- 
tions and by their adulthood and followup 
studies that indicate the course of their 
life patterns. Seven are in high security 
institutions. None was considered schizo- 
phrenic at the time of the fatal incidents, 
although several were considered defec- 
tive or brain damaged. However, 5 have 
been diagnosed as schizophrenic and psy- 
chotic subsequently. Two are known to be 
doing well, including a girl, in spite of very 
bad home circumstances. Three are pre- 
sumed to be doing well, having been 
placed in adequate foster care and further 
difficulties are not reported. The remain- 
ing four, after a considerable period of 
training school or hospital care, are main- 
taining a precarious status in the com- 
munity. 
Seventeen were involved in the fatal 
incident in the last 10 years since 1948 
and are currently 8 to 22 years of age (10 
are still under 16 years). This group have 
been subjects of intensive clinical studies 
and most of them are still under treatment | 
in New York State hospitals or training 
schools immediately available to the author 
(5 are currently in the children's unit 0 
the Creedmoor State Hospital). Five are 10 
the community under careful supervision, 
two others have been out but further | 
trouble led to higher security institution- | 
alization. It is in this younger group 
a great deal of severe pathology was Un* 
covered which will be described. _ by 
Next, let us consider a classification 9Y 
mode of death. 6 
1. Death was caused by fires set by б. а 
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children, including the two girls. Their ages 
were 5 years (two), 6, 8 and 12 years (two 
boys). These were all evidently uninten- 
tional deaths. However, like the serious 
fire-setters described by Helen Yarnell(5, 
6) they all had very disturbing home 
situations. One was grossly defective and 
his two defective younger brothers perished 
in the fire, set by the three while they were 
left alone. Two of these children now 
under hospital care are schizophrenic. The 
other three, belonging to the older age 
group, have made satisfactory adjustments, 
two to foster care. All of these children 
showed the severe depressive, guilt-ridden 
grief reaction previously described(1). 
There was no record of these children 
setting fires subsequently. On the other 
hand, among the 27 children who caused 
death by some other means than fire, there 
were 8 who were compulsive fire-setters, 
including all 5 who were associated with 
a death by drowning. 

2. Death by drowning was associated 
with 5 children, ages 5, 9, 10 (two boys) 
and 11 years. Because of the nature of this 
type death, in none of these instances was 
it ever known whether the child implicated 
was guilty of any intentional act either of 
omission or commission. In one case of a 
10-year-old boy, he and his friend were 
having a friendly wrestle on the river bank 
and his friend fell in and could not be 
saved, This boy had the most violent re- 
active psychotic depression with a phobia 
against water even for washing, bathing or 
drinking for some time. Like the others 
in this series he also had nightly dreams of 
drowning himself or other people or of 
sea monsters after him or of submarine 
disasters. These boys all required months or 
years of hospital care for their reactive 
depression. Two were put on convalescent 
care but after aggressive crimes were 
placed in corrective institutions. All were 
fire-setters. All have threatened to kill. 
Three have been diagnosed as schizophre- 
ма. One was associated with the death 
of two children at some months’ interval. 

3. Three younger children were asso- 
ciated with deaths not readily classified. 
A 5-year-old blind defective boy with re- 
trolental fibroplasia following premature 
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birth choked his 4-week-old sister to deat 
when he was bothered by her crying. E 
also threatened to repeat this on othe 
crying children. He is hospitalized. | 
5-year-old boy considered retarded am 
showing an impulse disorder following & 
infectious encephalitis, was ов P 
pushing his 3-year-old brother out the win 
dow. Now at the age of 23 he is ho: 
pitalized as a psychotic schizophrenic. A 
7-year-old boy, long recognized as a prob- 
lem, mildly microcephalic, impulsive 
retarded, was playing on the roof wit 
another boy who fell off and died. _ 

At this point we can summarize thi 
younger group of 14 children who neithe 
intended nor expected the death that w 
the consequence of their activities. Exe 
for the low grade defectives they reai 
with shock which was not closely е 
to their basic psychiatric disorder. None 
however, was free, even before the in 
dent, from very disturbing family, soci 
and personal disorders. A few involved i 
fires were able to mature satisfactorily. 1 

4. Death by stabbing with sharp instru- 
ments. This was caused by 7 boys ages € 
9, 11 (two boys), 13 (two boys), and 1 t 
years. The necessarily close physical rela- 
tionship usually left little doubt as to the 
person involved. In 5 cases it represented 
an impulsive act of uncontrollable rage, 
with the weapon happening to be available 
or offered by another boy. The psycho- - 
pathology will be discussed briefly with 
the next two groups. 

5. Death by repeated blows with а 
heavy object. There were 6 boys in this 
group ages 8, 9, 13 (two boys), 14 and 
years. It was usual that the first blow was 
impulsive like the above Bees group 
and then the blows were continu blindly 
or to quiet the victim. In one case a se 
act had preceded the blows, in another a 
robbery. , 

6. ‘Shooting caused death by 6 adoles- 
cent boys, 11-14 years. This act implied | 
some planning and preparation or ‘ 
defective judgment. In one case the death. 
seemed entirely accidental, a friend being. 
shot while the two boys examined a gun. - 

These last three categories, in which. 
death was caused by striking with a sh 
instrument, or repeated blows with a hea’ 
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ting the victims were aimed at directly 
ough often impulsively. This group 
owed the most pathology with schizo- 
enia, brain disease and/or epilepsy in 
all cases but three. These 3 were among 
the older cases in which such pathology 
had not been determined. Also in this 
oup only 4 of the 18 boys were under 
In this group consequently we get the 

on typical of puberty or of the young 
lescent boy. This represents an attempt 
enial, suppression of anxiety and guilt, 
sia and various repressive phenomena. 
pseudopsychopathic defenses(7, 8) 
mask the basic schizophrenic picture 
ganic or epileptic disorganization for 

e. However, several of these boys 
showed “no psychosis” at the time of 


transferred to mental hospitals or hos- 
for the criminally insane and were 
ignosed schizophrenic and/or epileptic. 
Mf equal interest is the evidence that 3 
developed clinical epilepsy with con- 


tended to become normal in the years 
у$ were under treatment in a con- 
environment and received anticon- 
nt drugs. But under emotional strain 
were liable to explode and tended to 
solation to control themselves, 
ve adolescent boys had accomplices. 
Cases, a weapon was furnished by one 
y to another in a fight. In the other 3 
es it could never be determined which 
f two boys was responsible for the fatal 
or shot. 
- Six boys caused 2 deaths each and one 
3 deaths. With one exception, these 
e young boys and the multiple deaths 
ted from a single fire, In only one 
сазе in this series was a boy associated with 
deaths (by drowning) at some 
ths' interval. 
he final diagnostic classification in- 

E 
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des 3 familial defectives (1 low grade, 
2 borderline), 12 schizophrenics (9 in 
childhood and 3 recognized first in adult- 
hood), 3 epileptics (and a fourth possibil- 
ity), 7 chronic brain syndromes without 
epilepsy but impulse disorders, and 10 
psychoneurotic depressions reactive to the 
situation. 

Fifteen of these 33 boys and girls had 
psychiatric evaluation preceding the inci- 
dent that led to the death of the other 
person or persons. In the majority of these 
cases there had been recommendations 
which had not been followed. In 5 cases 
there are on record official reports indicat- 
ing that the boy was seriously dangerous. 
Of course, many other children have been 
described as dangerous who have not 
proven so, and in general we do have to 
remember that for a child to kill requires 
a certain combination of factors which in- 
clude a disturbed, poorly controlled, im- 
pulsive child ; the victim as an irritant, and 
an appropriate or handy weapon coinciding 
with lack of protective supervision. 

However, there are certain dangerous 
symptoms of a psychiatric nature which 
should be considered as significant, espe- 
cially when they occur in combinations, as 
follows : R 

l. Organic brain damage with an im- 
pulse disorder, and abnormal EEG and 
epilepsy (perhaps latent). 

2. Childhood schizophrenia with pre- 
occupations with death and killing in the 
pseudoneurotic phase or with antisocial 
paranoid preoccupations in the pseudo- 
psychopathic phase. 

3. Compulsive fire-setting. / 

4. Defeating school retardation (reading 
disability). р 

5. Extremely unfavorable home condi- 
tions and life experiences. | 

6. A personal experience with violent 
death ; thus having once been associated 
with a death, a child is always dangerous 
thereafter. 

The psychodynamics of a child or adoles- 
cent held accountable for a death is a sep- 
arate topic. Essentially the prepuberty 
child experiments with every method ie 
prove to himself that death is not possible, 


while the adolescent tries to deny to others | 
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both his guilt and feelings of guilt. Thu 
both are dangerous and misunderstood. 
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The practice of general medicine on a 
ecial psychiatric ward encountered con- 
sistent difficulties which appeared to be 
manifestations of patterned emotional pro- 
cesses. The medical practice was one part 
Ё the clinical services offered a series of 
nily groups with a schizophrenic son or 
ughter who participated in a project de- 
med to study the emotional problems of 
the family unit from the vantage point of a 
long term psychotherapy. The considera- 
ion of the difficulties in the medical situa- 
tion led to an effort to describe and 
ceptualize characteristic modes of re- 
iting of the family members in much the 
me way that difficulties in psychotherapy 
e studied as derivatives of emotional 
processes. 

The project of which this work was one 
part has been described elsewhere(3, 4, 5). 
series of 7 family groups consisting of 
Xh parents and a schizophrenic son or 
iughter participated for periods ranging 
4 to 33 months. The clinica] work 


ent the families lived on a special psy- 
tric ward operated by the project staff. 
The medical work was carried out in 
a ward clinic operated by a psychiatrist on 
e project staff. This service was supple- 
ented as indicated with consultation and 
her clinical services easily available in a 
ge medical research center, The clinic 
structured to operate as much as pos- 
sible like an outpatient service. The re- 
_ ѕроп ibilities of the clinic were carefully 
defined to distinguish them from psychi- 
_ atric functions. When an emotional prob- 
_ lem was presented for medical attention, 
e responsibility of the clinic was con- 
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sidered discharged when the nature of the 
problem had been recognized. The treat- 
ment of emotional problems was a psy- 
chiatric responsibility, and many things 
commonly handled symptomatically in 
medical] practice were, in this situation, 
matters for attention in psychotherapy. The 
doctor necessarily dealt with those emotion- 
al problems that operated to impair the 
medical functioning of the clinic. The ex- 
perience over a 3-year period was that 
intense emotional forces were consistently 
present which could cause difficulties of 
this kind. 

The total clinical situation afforded con- 
tinuous direct observation of the function- 
ing of each individual in relation to his 
family and others both in psychotherapy 
and on the ward ; this provided a view 0 
ongoing family functioning in which the 
relating in the medical situation could be 
seen in its current context. It appeared that 
the turning to and using of medical services 
was often to a striking extent an enacted 
emotional process which took the form of 
an interest in medical diagnosis and treat- 
ment. 

The presence of such a problem was of 
practical relevance since significant, poorly 
defined medical problems were not uncom- 
mon especially in the parents, and effective 
medical service was often clearly indicated. 
The use of the medical setting by the family 
members for emotional purposes was often 
so intense as to make it difficult for the 
doctor to function responsibly as a physi- 
cian. This was the case whether or n 
significant medical problems were present, 
but was minimal on the few occasions 0 
actual medical emergency. The process ы 
settling even trivial medical matters 1D 
satisfactory sensible way was often la e 
rious and difficult. These difficulties os : 
characteristic in the medical work with t 3 
parents and the schizophrenic sons 9 
daughters, but were rarely experien di- 
with normal siblings. The histories in А 
cated that the families’ use of medical ser" 
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ices in the past had been similarly in- 
volved in acted out emotional issues. 
An example of the problem : 


A mother had avoided serious medical con- 
sideration of a lower abdominal pain associat- 
ed with the menses, of gradually increasing 
intensity over several years’ time. She was 
anxious and tentative in approaching the clinic 
about it. A consultant in gynecology was asked 
to examine her. He found a pelvic mass and 
recommended examination under anesthesia, 
D&C, and laparotomy if indicated. With no 
mention of it on the ward, the mother con- 
sulted practicing gynecologists during visits 
to the city. One doctor called to describe his 
experience. He said that the mother had been 
unwilling to provide a history and asked for 
his professional opinion on the basis of exam- 
ination only. He said he had done the best he 
could for her under difficult circumstances and 
asked to be informed of the findings if surgery 
was done in order to check his clinical impres- 
sion. Later a laparotomy was performed and 
a rather large fibroid uterus successfully 
removed, 


The numerous difficulties in the medical 
situation take on some order when seen as 
manifestations of specific emotional proc- 
esses. Many observations indicated that 
the parents and the schizophrenic child 
discriminated poorly between intense feel- 
ings of helplessness and anxiety on the one 
hand and evidences of medical problems on 
the other. Much of their functioning ap- 
peared to follow from an assumption that 
feeling helpless was equivalent to being 
ill, and not feeling helpless was equivalent 
to being healthy. For example, a person 
could notice something physical and esti- 
mate it to be of no consequence. The esti- 
mate might be accurate or not and yet be 
largely in the service of a denial of feelings 
of helplessness. 

By defining the characteristic ways the 
family members were dealing with intense 
feelings of helplessness in the medical sit- 
uation two general modes of functioning 
are identified. The first and more common 
is described as an acting out of feelings 
of helplessness, the second as an acting out 
of a denial of such feelings. 

The first mode of functioning, was char- 
acteristic of the mothers and the schizo- 
Phrenic sons or daughters and was also 
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common for the fathers. It could be gross 
or so subtle as to masquerade for sensib 
action. The person related himself at 
step of his dealings with the doctor in a w 
that accented helplessness. The decision 
arrange an appointment could be avoided 
and the doctor's attention sought outsic 
the clinic. This took the form of vague 2 
sions to health matters in the context of 
social greeting, acting sick or speaking 
symptoms to others in the doctor's presenc 
and messages about vague ailings that tl 
doctor heard as a rumor from others. 
doctor could later discover that his respon 
or lack of it had been given the weight | 
a professional opinion. Under such cii 
cumstances, there was ambiguity abo 
whether or not the person was dealing wi 
the doctor in his professional capacity. 
ambiguity was frequently present in 
appointments also when the person related 
himself as though he were in a social situ 
tion. i 
In speaking of his problem the pers 
emphasized illness. Physical experienc 
and incapacity were elaborated beyon 
the actual difficulty. Medical terms w 
used authoritatively as though they ч 
quately defined the situation. Past histories 
were distorted and past medical opinions | 
and diagnoses introduced to document a _ 
picture of major illness. The emotional tone _ 
was commonly grim, urgent, and serious - 
and could be imperiously demanding, _ 
plaintive, or simply insistent. This feeling 
was infectious and could tend to hurry . 
the doctor into a view that the problem — 
was actually an 
quiry about specific points and attempts 
to confirm impressions often met with ob- 
tuseness, vagueness, irrelevant elabora- | 
tion, helpless unresponsiveness, or pressure . 
for treatment. 7 
When the doctor stated an initial clinical — 
impression, the patient often became more : 
thoughtful and at times decided to post- 
pone medical work. A statement that diag- | 
nostic study revealed no evidence of a med- - Р 
ical problem was often followed by a - 
critical point in the clinical relationship. 
When a definite diagnosis was made i 
tended to be seen as the source of all. 
problems. Medical treatment was often - 
complicated by vagueness about symptoms 
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and pressures to prolong the use of medi- 

- cations, With the completion of treatment, 
a similar critical point in the clinical rela- 
‘tionship was often reached. 

At such critical points the person could 
create an unmistakable impression that he 
found the doctor unsatisfactory. This op- 
erated as an intense pressure to alter med- 
іса] opinion to accommodate to emotional 
| goals. The doctor seemed to be faced with 
- the choice of losing working contact or 
compromising his best judgment. When 
- such a point was reached the extent of the 
. emotional use of the medical situation was 
‘unequivocally apparent. This anxious en- 
counter between the emotional process and 
- medical judgment could then resolve to- 
ward a more adequate recognition of the 
actual problems. 
| Throughout the medical relationship, 
_ the acted out helplessness appeared to 
- maintain an emotional pressure to induce 

the doctor to assume a very great responsi- 
bility for the intense feelings by virtue of 
s _ а diagnosis of illness, The person functions 

as though the action message is—“I feel 
| intensely helpless, therefore I am ill. The 
_ doctor must recognize this, and when he 
_ has agreed, I then have an answer to my 
_ problem." The finding of any physical con- 
_ dition is one of the things that the doctor 
| сап do which appears to be taken as at least 
. & token concurrence. 
A characteristic example : 


7 


А mother in her 50's arranged an appoint- 
. ment several weeks after the family arrived. 

In the early weeks on the ward she had often 
- commented about a variety of ailments. In the 
- initial appointment she spoke with an urgent 

- plaintiveness of pains in the neck. Persistence 
_ by the doctor developed a reasonably trust- 
_ worthy history out of much diffuse talk. After 
_ а local examination a preliminary clinical im- 
.. pression was conveyed. The mother responded 
_ by repeating her own diagnosis as though to 
- ask the doctor's assent. When he replied that 
his impression was somewhat different, the 
- mother introduced another problem. Further 
jn diagnostic study over a number of weeks re- 
1 vealed a minor chronic medical problem which 
л was not responsible for the long standing dis- 
.. tresses of which she complained, and sup- 
ported the view that these were on an emo- 
tional basis. The mother's acted out presenta- 
tion of herself as a chronically ill helpless 


woman made for difficulty in evaluating her 
actual medical condition. 


A second mode of functioning is des- 
cribed as an acting out of a denial of 
feelings of helplessness. It was character- 
istic of the fathers, occurred also in 
mothers, but was not seen in the son or 
daughter. Problems were presented in a 
manner that emphasized the health of the 
person. Symptoms and incapacity were min- 
imized out of proportion to actual difficulty. 
Past histories were distorted, the negative 
findings from previous medical check-ups 
emphasized, and the value of previous med- 
ical efforts minimized to support a picture 
of physical health. The possibility that a 
problem was psychological could be given 
prominence. The emotional tone was com- 
monly casual, friendly, jocular, and appeal- 
ing, and tended to lull the doctor into a 
premature view that no problem existed. 
Medical inquiry encountered vagueness 
about simple facts, plausible explanations, 
reassurances that the doctor need not wor- 
ry, and when anxiety mounted, actual re- 
treating. An opinion that a medical problem 
existed was the occasion for an anxious 
point in the clinical relationship. The acted 
out denial could continue into the treat- 
ment situation in the form of a casualness 
about treatment measures and unreliable 
reports of progress. 

The emotional pressures appear to oper- 
ate to induce the doctor to assume a respon- 
sibility for problems with feelings of help- 
lessness by virtue of a diagnosis of health. 
The person acts as though he were convey- 
ing the message, “I am almost certain that 
I am not helpless, therefore I am in go 
health; a doctor must recognize this and 
when he has agreed I will then be certain 
of my answer to the problem." 1 

A striking example from the medical 
history of a father : 


After a period of some weeks during which 
he had noticed difficulties in an important 
sense organ, he casually mentioned them to 
a physician friend. His friend apparently sen | 
ing that the matter might be of some momen 
examined him and quickly recognized a ser- 
ious problem. Appropriate attention from an 
outstanding specialist was promptly arrange 
The indications were that the serious loss 0 


pom 
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function that resulted was largely a conse- 
quence of delay in arranging appropriate med- 
ical attention. 


On many occasions two or more family 
members were active about a medical mat- 
ter. A variation of the acting out of feelings 
of helplessness could be identified in these 
situations which differed in that the prob- 
lem was seen to exist in another rather than 
in the self. The most common form was a 
parent's action from concern for the schizo- 
phrenic son or daughter, the mother more 
commonly than the father. The mother's 
acted out concerns about the father were 
also significant. 

In some situations the concern for the 
other brought about the medical consulta- 
tion. In other situations, medical work al- 
ready initiated by one member could be- 
come the focus of the acting out process 
of a second. The second member might 
even move to displace the other from his 
position of dealing with the doctor about 
his own problem. In a milder form he could 
simply invite himself to be also present at 
the others appointment. The member 
whose health was being considered might 
accept the concern of the second member 
as his own ; might go along with it without 
acceptance ; defensively oppose it, or on oc- 
casion maintain his own view. The doctor 
was often looked to for a resolution of the 
intense differences. 

The emotional pressure in this other ap- 
peared to operate to induce the doctor to 
assume a great responsibility for feelings of 
helplessness by virtue of a diagnosis of ill- 
ness in the other. The person functions as 
though he were saying, “I feel helpless, it 
is because he is ill; a doctor must agree 
with me, and when he does, I then have an 
answer to my problem.” The most promi- 
nent and intense of all the situations involv- 
ing more than one member were those in 
which one or both parents acted out intense 
feelings of helplessness externalized as a 
medical problem seen in the son or 
daughter. 


SuwMARY AND CONCLUSIONS 


Medical practice with 7 families with a 
schizophrenic son or daughter regularly 


medical evaluations and treatment, 
use of medical services by the parents а 
the son or daughter was extensively i 
volved in intense emotional processes, Two 
modes of relating are described as an acti 
out of feelings of helplessness and an actin 
out of a denial of these feelings. A varia- 
tion is described in which the acting out 
feelings of helplessness took the form 
à concern about another. 
The emotional pressures tended to k 
to inaccurate medical overdiagnosis 
overtreatment in response to the acted 0 
feelings of helplessness and to inaccur 
medical estimates of good health in 
sponse to the acted out denial patter 
When medical findings differed from th 


could reach a difficult point. The prob 
in the medical experiences appeared to 

one clear evidence of general processes pet 
vading the family emotional life. { 


1. Ackerman, N.: The Ps | 
Family Life. New York; Basic Books, 19 

2. Balint, M.: The Doctor, his Patient ant 
the Illness, International Universities Pr 
1957. $ 
3. Bowen, M.: Family Participation in 
Schizophrenia, read at the annual meeting of 
the American Psychiatric Association, Chicago, © 
IlL, May 1957. 

4. Bowen, M. : A Family Concept of Schiz- - 
ophrenia, in Studies in Schizophrenia, edited — 
by D. Jackson and to be published by Basic — 
Books 


5. Bowen, M., Dysinger, R. H., Basamania, 
B. : The Role of the Father in Families with a 
Schizophrenic Patient, Am. J. Psychiat., 115 " 
1017, May 1959. 

6. Dysinger, R. H.: A Family Perspective 
on Individual Diagnosis, presented in a work — 
shop of the American Orthopsychiatric Aso 
ciation Meeting in San Francisco, Cal, March - 
1959. 3 

7. Fleck, S., Cornelison, A. R., Norton, N., 
Lidz, T.: Psychiatry, 20: 343, Nov. 1957. — — 

8. Richardson, H. B.: Patients Have Fam- - 
ilies, The Commonwealth Fund, 1945. D 

9. Schilder, P. : Psychotherapy. New York : 
W. W. Norton, 1938. 


3 


" 


> 


— We psychiatrists sometimes overlook the 
fact that the major portion of psychiatric 
| саге is being handled by the general prac- 
-titioner. It therefore behooves the psy- 
chiatrist to try to understand and help the 
generalist with the problems he encounters 
‘in this field of medicine. With this in mind, 
we have made a survey of the attitudes 
ОЁ some general practitioners toward psy- 
‘chiatry and psychiatrists. 

| A questionnaire was sent to 600 members 
of the Washington State Academy of Gen- 
eral Practice. The comments contained in 
416 questionnaires that were completed 
d returned form the subject of this 


DO 


ULTS 
CHIATRIC EDUCATION 


— Sixty percent of the respondents felt 
that their psychiatric training in medical 
school was reasonably adequate for their 
neral practice needs. This was enhanced 
subsequent postgraduate courses and 
g but their own clinical experience 
the main basis for their psycho- 
apeutic endeavors. 

x Some typical criticisms of their psy- 
chiatric education were as follows : 


Too many cases were shown of psychoses, 
h we refer anyway, and not enough 
tention was given to the usual run of office 
es such as anxiety tension states, 


Our course was impractical with too much 
y and almost no demonstration of ordi- 
? counseling techniques such as I have to 
use every day in my practice. 


Psychiatrists should keep on teaching us at 
our county medical society or hospital staff 
“meetings, but mostly with our own patients 
that we refer to them. 


— I would like to have more round table dis- 


Read at the 115th annual meeting of The Ameri- 
Psychiatric Association, Philadelphia, Pa. Ks, 
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cussions of actual problem cases instead of 
formal postgraduate lectures. 


PSYCHIATRIC PATIENTS IN GENERAL PRACTICE 


The respondents generally seemed to be 
well aware of the emotional component 


of illness. 


Anyone who is sick is bound to be more or 
less upset and vice versa. I try to give all of 
my patients what moral and emotional support 
they need. 


The percent of general practice that was 
predominantly psychiatric averaged 24%. 
'The respondents estimated that on the 
average they could take care of 78% of 
their psychiatric patients themselves. Fifty- 
one percent enjoyed taking care of their 
psychiatric patients as much as caring for 
their other patients. 

The main complaint about psychiatric 
patients in general practice was that they 
take too much time, and that they are 
difficult patients to help. 


These patients take a lot more time and 
are less remunerative than other patients. 


My results with these patients are hampered 
by the fact that often there is not much to 
work with or the environmental pressures are 
so overwhelming, and there is not much I can 
do to correct these. 


PSYCHIATRIC REFERRALS 


Sixty-nine percent of those who replied 
would like to refer more of their patients 
to psychiatrists. They hesitate to do so, how- 
ever, because of the expense to the patient 
(72%), patients often resent it (43%), the 
lack of available psychiatrists (32%) and the 
failure of psychiatrists to have been о 
much help in the past (25%). Some typica 
comments regarding referrals were : 


The patients who need psychiatric care the 
most, often resist such a suggestion. It is often 
hard to get a patient to accept an emotiona 
cause for his illness and I have to approac 
the problem obliquely or lose the patient. 


I would like to refer more patients but only 


the well-to-do can afford psychiatric care and | 


gol —- 


few of my patients fall in this class, especially 
when the results are often uncertain. 


Seventy-two percent of our respondents 
spontaneously complained of the lack, or 
the inadequate nature, of psychiatric re- 
ports. 

Psychiatrists should keep the family doctor 
informed of the patient's progress. Too often 
we never hear from the psychiatrist at all. 


Few of the psychiatrists ever tell me what 
is really wrong with the patient or how 1 
should proceed with treatment. 


OPINION OF PSYCHIATRISTS 


Twenty percent of the respondents were 
more critical of psychiatrists than other 
specialists. Of those who were critical, 
41% felt that psychiatrists are unrealistic, 
33% that they are too unstable ves 
and 27% that they seldom helped their 
patients. Some typical comments were as 
follows : 


Only too often my patients tell me that the 
first interview with the psychiatrist has been 
a discussion of fees to be paid. I do not prac- 
tice this way nor do any of the other doctors 
I know. 


Psychiatrists should be doctors first and 
psychiatrists second. We never see them at 
staff or medical meetings. 


I get up at 3:00 A.M. to see patients yet 
when I have an emergency psychiatric case, 
the psychiatrist’s secretary. won't let me talk 
to him and when he eventually does call back 
he can't see my emergency patient for two 
weeks. 


Surprisingly, 36 of the respondents spon- 
taneously criticized psychiatrists for giving 
too much electroshock and drug treatment 


and not enough psychotherapy. 


It is hard to find a good psychiatrist. Some 
of them want to give most of the patients 
I refer a Freudian psychoanalysis. Others rush 
them into shock treatment and tranquilizers 
when what I had in mind was some exper 
enced counseling for the patient. 


While most of this paper has dealt with 
adverse criticism of psychiatrists, the gen- 
eral tone of the respondents was sympa- 
thetic and understanding of the psychia- 
trist’s special problems. 
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, not 
doctors’ calls while in a therapeutic session 


prognosis 
орай. Better 
changing some of our 
them more in line with the accepted stand- 
ards of our medical colleagues. 
5, The most obvious need is for more 
trists and better therapeutic tech- 
niques so that more patients can be helped 
at less cost to the patient. 


COMMENTS 


The increasing acceptance of psychiatry 
by the public has been due to orientation 


рүүчү. 


regarding the facts of mental illness. With 
current efforts under way to achieve this 
at the lay level, it seems worthwhile to 
review some of the obstacles and misunder- 


standings that persist within the "family" 
of our own profession. The rapport used 
- by psychiatrists with their patients might 
well be employed "at home" to strengthen 
 intra-professional ties. One example of 
- such an effort is the American Psychiatric 
_ Association-American Academy of General 
Practice Joint Liaison Committee. 

_ That obstacles exist to mutual under- 
standing has been demonstrated by the 
— difficulty of these two groups in laying 
the groundwork for a free avenue of com- 


- general practitioner set aside one afternoon 
‘or evening a week for his psychiatric 
patients. When one considers that most 
eralists see from 40 to 60 patients a 
ay, it should be obvious that this would 
pose an impossible strain on the prac- 
oner whose much needed time for family 
recreation is already in jeopardy. 
common ancestral prototype, the 
-fashioned country doctor, also saw 40 
о 60 patients а day and yet he demon- 
strated an instinctive understanding of 
human frailties that gained for him the 
enduring respect of the American public. 
Since his pharmacological specifics were 
mited, it is apparent that psychotherapy, 
crude or otherwise, was his most effective 


task of trying to adapt the psychiatrist's 
hour-long techniques to a practice that can- 
mot allot such time to a given patient. 
Improvement in psychotherapeutic tech- 
niques that would give better results in 
shorter time is necessary if psychiatry is 
going to keep up with the advances that 
_ have been made in other fields of medicine. 
It has been suggested that a solution of 
4 this problem would benefit the overworked 
psychiatrist as much as the overworked 
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__ The spectre of psychiatric fees received 


its full measure of criticism by our те 
spondents. Many of those, however, who 
felt that psychiatric fees were out of line, 
paradoxically, declined to care for these 
same patients on economic grounds. Some- 
what like the pot calling the kettle black? 

The often heard complaint against psy- 
chiatric jargon was also raised. The general- 
ist feels that he has important functions 
that take precedence over learning un- 
needed phraseology, and that communi- 
cation between psychiatrists and other doc- 
tors could be greatly improved by a more 
medically oriented terminology with gain 
rather than loss of professional stature. 

In the matter of referrals, there some- 
times arises a situation in which the psy- 
chiatrist refuses to accept a patient because 
of finances or a poor prognosis. The general- 
ist compares this unfavorably to his own 
sense of professional responsibility to hope- 
less cardiac patients or terminal cancer 
victims. 

We could go on indefinitely, but we 
will conclude with some quotes from the 
questionnaires that will leave some fo 
for thought. 


No person is all mind or all body. I cannot 
separate the two. I'm afraid many psychiatrists 
forget the physical. 

I cannot charge these patients commensurate 
with the time they take. Unlike the psychi- 
atrist, I have a tremendous overhead to pay 
before I can even break even. А 

Do not underestimate the general practi- 
tioner’s ability along these lines. 

Psychiatrists should be more human and а 
friend to their patients. They are afraid their 
patients will seduce them. 

I am less critical of psychiatrists than 
specialists because they have more œ 
patients to treat. d 

Many times one of the family comes Jn to 
discuss the case. I should be able to help but 
the psychiatrist has bee incommunicado bes 
is a difficult position as the uninformed middle 
man. ern 

The psychiatrist often fails to check with A: 
regarding the environment and goes Оп jus 
what the patient tells him. I am familiar S 
the whole picture and background of the qu 

Stop acting aloof, allow yourselves to 7" 
seen and let's get acquainted. 
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l. Sixty percent of 416 general prac 
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‘titioner respondents felt that their psy- 
chiatric training was reasonably adequate. 

- A desire for more presentations and in- 
formal discussions of office-type cases was 
expressed. 

2, Generalists are in need of more in- 
struction in counseling techniques. 

3. Twenty-four percent of general prac- 
tice was considered to be primarily psy- 
chiatric in nature. The respondents es- 
timated that they could take care of 78% 
of their psychiatric patients themselves. The 
main complaint about psychiatric patients 
was that they take too much time and are 
often difficult to help. 

4. The main difficulties with referring 
patients to a psychiatrist were the expense 
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to the patient (728), resistance on | 
part of the patient (43%) and ack 


available psychiatrists (32%). a 
5. The main complaints of these депе! 
ists about psychiatrists were their lack 
availability and the inadequate nature: 
psychiatric reports to the referring 
6. That progress is being made v 
dicated by the fact that the younger 
practitioners were better satisfied wi 
psychiatric training, and felt that they cou 
and wished to take care of more of th 
psychiatric patients as compared 
older practitioners. Some suggestio 
made for improving the help th 
psychiatrist can give to the 
this important area of medical рга 


ns а 
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RESEARCH IN HUMAN SUBJECTS AND THE 
L ARTIFICIAL TRAUMATIC NEUROSIS : 

1 WHERE DOES OUR RESPONSIBILITY LIE ? ' 
х 


4 The authors are engaged in a research 
- project at Duke University? dealing with 
isolation and sensory deprivation which 
uses human subjects selected at random. 
_ These subjects evidenced no gross psycho- 
| pathology. The experiment is, on the sur- 
| face, a comparatively simple one. Without 
- previous instruction the subject is placed in 
а small, soundproof, completely darkened 
chamber for a period of two hours, at 
— the end of which he is interviewed in the 
"chamber to obtain his immediate impres- 
_ sions and reactions. Following this, he is 
‘seen outside the chamber by another inter- 
| viewer, who questions him further on the 
- cues picked up in the initial interview 
— (which is taped). Then the subject fills out 
a comparatively simple written question- 
naire regarding his impression of the ex- 
riment. On the day following the ex- 
nent he meets with a third interviewer 
evaluation of his memory of his reaction 
the experiment and also, generally, to 
nine how he has handled the total 
perience. 
Xeviewing our experience with one sub- 
a seemingly well adjusted, bright 
g woman obtaining her Ph.D. in psy- 


description of h i 

a pion of her progress during and 
- following the experiment will indicate the 
exact nature of our concern. 

It was quite apparent from the initial 
interview inside the chamber that the 
"subject was experiencing a great deal of 
anxiety, and as she described it, 


— lRead at the 115th a 1 i 

) ‹ | Annual meeting of The 
- American Psychiatric Association, Philadelphia, Pa. 
Apr. 27-May 1, 1959. Н 
... ?Psychophysiology Laboratory, Department of Psy. 
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“My heart is beating quite fast.” She described 
the feeling of “trying to get some kind of 
anchor; some kind of bearing,” since all of 
her visual cues were gone. She reported periods 
of uneasiness, reassuring herself that she didn't 
have claustrophobia, and a headache which 
lasted for a short time. It was readily apparent 
(as is typical for almost all subjects) that she 
had no idea of the time elapsed despite her 
intellectual realization that she hadn't been in 
the chamber very long. When asked for a 
specific time estimate of her isolation she re- 
plied “Oh, hours.” Her initial appearance was 
that of a perplexed, frightened, uncomfortable 
and anxious person. Her thinking process was 
quite slowed, and there was a great change in 
her verbalization and general speech patterns. 
As the interviewer entered the chamber her 
first impression was that he looked much larger 
than his actual size, and it was at this moment 
that she began to feel anxiety. Also she pro- 
duced several bizarre fantasies : one about a 
submarine and another, derived from a science 
fiction story, about people locked in a room 
where they were slowly frozen to death. She 
required roughly an hour and a half to recover 
her normal intellectual functioning since, as 
she stated, “I was bewildered.” 

Following the isolation experience the sub- 
ject described her feelings as “being shaken 
up inside.” She said that she had a tremendous 
impulse to find someone she could trust and 
tell him “all about it.” On her arrival home са 
was very hungry, something quite unus 
for her, since she rarely eats at night. She 
played a few records and fixed something to 
eat although “it wasn’t real hunger, just son 
thing to do.” Finally, after great difficulty she 
went to sleep, awaking in the morning to 
that the sheets had all been kicked away from 
the bed. 

In the interview the next day she further 
elaborated some of her isolation fantasies. Sy 
example, she had the thought that May f 
there was only two or three hours’ worth 0 
oxygen in the room.” She identified herself i 
sailors in a submarine, a submarine which hi 
obviously in danger. She recalled skipping from 
one dangerous situation to another and po 
that she had concentrated on such Situ E 
One of the dangers was "that the experimen 
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walked into the room, and an enemy closed 
the door behind him. Of course, there were no 
locks. He couldn’t get out, and the fellow froze 
to death.” At times she had some near paranoid 
ideas, i.e., thinking that the room was de- 
liberately overheated, that her headache was 
due to deliberate oxygen deprivation, etc. At 
one point she became very threatened and 
thought “Well, I'll play a trick on you. If I go 
to sleep, you'll get me out." She said she had 
tried sleeping, and actually it was at this 
moment that the experiment was interrupted, 
and an interviewer entered. 

At first, "You know I couldn't answer proper- 
ly. I had a feeling I had nothing to say. I felt 
slowed down. Then there was that tremendous 
thumping of my heart." She said that at one 
point she reviewed her past and present life 
but had no thoughts about the future. Although 
she had a lot of love fantasies, she was unable 
to describe them to the interviewer who had 
teased her in the past. She thought about the 
opera "Aida," in which Radames was put into 
a vault to die. Her reaction to the total isola- 
tion experiment was: "There was something 
fascinating about it. It's not entertaining like 
going to a movie, but it's something fascinating, 
it’s like having gone through the war. I'll never 
regret having gone through the war and having 
had my experiences despite the fact that they 
were pretty uncomfortable. There is something 
about it that just fascinates me." 


Some time elapsed during which we 
had no further contact with the subject. 
However, it was subsequently decided to 
retest this subject (and others) in order 
to further evaluate the material under 
different circumstances. The experiment 
was repeated exactly as before, except that 
this time she was told in detail exactly 
what would happen. 

One of the most remarkable effects of 
this second isolation experience on the 
subject was : 


"| said to myself now I can really get my 
lantasies going. In other words I didn't start 
thinking of the present as I did before ; this 
time I tended to wander more towards the 
past and towards the future, towards trying to 
solve problems, You know it seemed a lot 
longer this time, it was much harder for me to 
stay awake, and I was much less alert. 

Later she indicated that she was sure she 
fell asleep, despite her intention to stay awake 
and watch her fantasies, and although she had 
taken a nap earlier to avoid being sleepy dur- 


were related to “having to avoid 
The subject indicated that she was quite 


the chamber only two hours 

She had many feelings of being 
ous situation, despite the reassurance 
this before and that ^ 
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It is to be noted that this woman was 
in a period of transition ; she was leaving 
her present position, a very protective 
training program, to go on her own. This 
leaving was directly reminiscent by asso- 
ciation of leaving her homeland in child- 


hood. | 
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One other interesting incident occurred dur- 
`2 the second interview. At one time the 
е ject suddenly felt as if the room were 
~ tilted and noticed that her head was tilted, 
— too. Try as she might she could not right 
| herself. Not until she forcefully “straightened” 
her head with her hands did the room resume 
its normal position. 

In the interview on the day following the 
experiment the subject greatly elaborated the 
material reported in the previous interview. 
She described her experience as “a kind of 
numbness. In a sense all of my feelings were 
- sort of on even keel.” This is a secondary dis- 

tortion. Despite her massive denial she did 
experience moments of anxiety. She said in 
reply to a question that it was “as if I weren't 

responding to anything.” This statement again 
exposes her attempted repression and—when 

‘this was massive denial, * 
“pen beige’ mes. би, eni tien 

were bun А from 
my high school days and people that I knew 
_ (in her home country) as a little girl, and the 

E Көбүн Seale sort of sur- 
_ prised. I thought to m t on earth are 
all these people doing here, I haven't seen 
them for years." 


"States. Her feelings about the separation trau- 
ma were very much like her feelings about 
- being separated from Duke. She said further 
\ t the experience in the chamber “I said 
Та come back again. I didn't enjoy the ex- 
; a im аы it was fascinat- 
" e never ined her excessi 
_ of the word “fascination.”) ссн 
= Following this interview it was necessary 
_ to have another session because of a very 
. peculiar symptom she developed. 


Br 
She seemed to have lost sense of direction an 

was confused whether to take a left or Pen 
_ turn as she was leaving a room, This symptom 
- was clearly related to her tremendous inde- 
_ cision over "where to go,” i.e, the separation 
ош the present was, in turn, related to the feel- 
- ings of separation from her country as a child 
which had been stirred up by the isolation 
5 experiment. 


Another subject reported immediately 
following the experiment that he had di- 


_ isolation. He said that thinking of specific 
| events made him more comfortable and 


_ rected his thinking during the period of 


that he found these thoughts reassuring 
since the darkness and silence were dis- 
quieting. 


The subject, a medical student, mentioned that 
one of the things he had reviewed was an 
interview with a young patient the day before, 
and he implied that thinking of this kept his 
mind from other thoughts. The initial inter- 
viewer believed the subject to be more upset 
by the experience than he described, but there 
was no direct evidence thereof. Associations 
during the interview were only followed in 
terms of the immediate experimental situa- 
tion for fear that allowing the subject to asso- 
ciate to past events might either (a) enhance 
any disorganization which the subject already 
felt or (b) allow the subject to escape into 
the past and "forget" the present provocative 
events. Furthermore it had been decided that 
extensive exploration should not be attempted 
during the first interview if the subject ap- 
peared to be confused, disoriented or extreme- 
ly uncomfortable. When the subject was in- 
terviewed on the following day, he was 
considerably more comfortable although he still 
expressed much embarrassment and discom- 
fort in regard to the previous day's experience. 
To reassure him the interviewer spoke of 
many unusual thoughts subjects had during 
this experiment and pointed out that sometimes 
discussing these feelings and ideas allowed the 
subject to look at them realistically and feel 
more comfortable about them. At this point 
the subject remarked that not only had he 
been thinking about his young male patient, 
but that there were some sexual connotations; 
Furthermore, the previous interview conduct 
in the chamber just after the completion of 
the experiment was associated with se 
feelings he experienced in regard to the inter- 
viewer. He described feeling panic at this time 
and feeling panic at the previous thoughts 
about the patient but he had felt unable to 
report it. Certainly the experience acted as а 
traumatic event for this subject by bringing 
to the conscious level latent homosexual feel- 
ings and thoughts. 


There is some evidence that these feelings 
have remained conscious. For several days 
thereafter and indeed, until the present 
time, this subject is unable to look © 
rectly at the interviewer and is apparen 
embarrassed when they chance to meet. 

A female subject requested release pr 
the chamber, and when this was not on 
rapidly enough, she located the emergency 
door and walked out of the chamber 
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half hour before the official termination 
of the experiment, 


In the interview which followed, the subject 
stated that she was beginning to feel restless, 
and described a certain amount of anxiety and 
fear although she did not consider the experi- 
ence overwhelming. All of the interviewers 
noted that the subject’s usual vivaciousness 
was replaced by an affective state which varied 
from flatness to irritability and petulance. She 
seemed extremely suspicious, exhibited poor 
judgment in the things she had expressed and 
the manner in which she expressed them. When 
she was first seen, she appeared quite con- 
fused and had the appearance of g 
This state lasted for several days, and a full 
month passed before she was her usual viva- 


cious self. 


might enter the house.” She then described 
how she had attempted to resist this thought 


increased until she had to leave the chamber 
despite strong inhibitions based on her 
to help and to please the experimenters. 


DISCUSSION 


It seems reasonably clear that the proc- 
essing of these subjects in an experiment 
which was, on the surface, comparatively 
innocuous, acted as a traumatic event. This 
result is even more significant in view of 
the fact that the subjects were y 
chosen as individuals with “strong egos. 
Although intelligence and education are 
not necessarily the attributes of a strong 
ego, these factors plus our knowledge of 
the subjects had made us reasonably secure 
in our evaluations of them. 
By definition the amount of psychic 
energy which one’s ego is unable to master 
within a reasonable span of time is desig- 
nated as a trauma; ordinarily there are 
protective barriers (i.e. the defenses) 
against the outcropping of such stim 
i.e., id impulses. It is also known that there 
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larly true in the sensory deprivation 
periment we have conducted in which ve 
have introduced a temporary abrogation Of 
other words 


the ego 

gerous situation 
circumstances, if the protective det 
barriers break down, the ego loses its 


jousness hich might otherwise Te 
th icts з 
handled slowly or more realistically but 

which can no longer be put off by а 


ego. 
Subsequently it is our feeling that " { 


—— "ү" 


same intensity in ordinary circumstances. — —- 
In view of our experiences, and since it -— 
is clear that the trend in psychiatrie re- _ 
search is toward the utilization of human - 
beings as experimental subjects, we must 
ask : 1. What is our responsibility, irrespec- 
tive of the terms—moral, legal, medical, etc. 
—used, towards the subjects ? 2. How can 
we best protect subjects from traumatic re- 
actions to an experiment ? It is to be noted 
that our subjects underwent a relatively 
mild experience (or so it seemed) while - 


т 


e “dangerous” situations can certainly 
conceived. 3. What should be the cri- 
ia for the selection of subjects ? Can we 

oid those subjects who are “sick,” or 

e they an intergral part of our research ? 

It is our belief that, regardless of our 

earch motivations, we have a responsi- 

to these persons as doctors, as thera- 

ts and as fellow human beings and must, 

in the future, make some provision for 

helping them with the inevitable traumatic 
reaction to experiments. 

his attitude leads to the question of 

ards during research. Should re- 

rch grants be extended to include the 

owup care of subjects in terms of time 


oblem is immeasurably complicated 


ien certain kinds of research (which 
eivably could be traumatic) are under- 
by investigators who are not therapy 
ted. Ideally, then, provisions must be 


o include therapy-oriented person- 


nel who may not be directly involved in 
the experiment in the research grant. 

A further important complication occurs 
when research is done on a patient in 
therapy. It is extremely difficult to evalu- 
ate the effect of concomitant research on 
therapy; most dynamically-oriented psy- 
chotherapists, especially analysts, emphat- 
ically state that the introduction of a new 
artificial parameter not only adds to general 
resistances, on the part of the patient but 
can also serve as "a flight away from 
therapy.” For this reason analysts were 
very reluctant for many years to allow 
psychophysiological studies to be made 
on patients in analysis. 


CONCLUSION 

In conclusion it seems that if we are to 
continue doing research in clinical psychi- 
atry on human subjects, we do have à 
responsibility to the subjects, to somehow 
protect them against the possible trau- 
matic effects of an experiment. How this 
might best be done should not long remain 
an unanswered question. 
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PSYCHOTHERAPY OF THE HOSPITALIZED ADOLESCENT * 


WILLARD J. HENDRICKSON, M.D., DONALD J. HOLMES, M.D., AND 
RAYMOND W. WAGGONER, M.D., Sc.D.? 


Undertaking the psychotherapy of ad- 
olescents always involves opportunities, 
hazards and challenges unique to this 
period of development. It requires 
which often differ materially from those 
used with adults or children, and which 
may stand in contrast to more usual con- 
cepts of treatment, 

This paper and previous reports(4, 5, 
6) represent some 10 years’ experience with 
more than 300 patients between the ages of 
13 and 18. During the past 2% years, they 
have been treated on either the adult wards 
or on the 25-bed adolescent ward of the 
Neuropsychiatric Institute. Prior to this, 
all adolescent patients were treated on one 
of the adult units. The patients could be 
classified among all the major official 
diagnostic categories. 

This report is concerned only with the 
inpatient psychotherapy of youngsters 
whose severe personal and family path- 
ology required their separation from home 
for a period of hospitalization. As there 
are no very well-established treatment 
procedures in this field, the many dramatic 
adventures and mis-adventures provided 
by patients of this age have led us to the 
formulation of some tentative treatment 
principles. 


INITIATION OF TREATMENT—ADMISSION PROB- 
LEMS 


Prior to the first outpatient contact, 
which marks the beginning of hospital 
treatment, these youngsters have usually 
found their entire world disrupted by the 
disintegrating influences of adolescence. by 
the inroads of illness on mental function- 
ing, and by unsatisfactory family relation- 
ships. 

Admission to a hospital poses further 
threats by removing the support gain 
from familiar, if manifestly intolerable 
home situations. For these and other rea- 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa, Apr. 
27-May 1, 1959. ; 

2 Neuropsychiatric Institute, Ann Arbor, Mich. 


sons, psychiatric hospitalization is assoc 
ated with more exaggerated fears for 
adolescents than for any other group € 
patients, This fear and its concomitant 
resistance is, in fact, so usual that we hat 

come to regard the presence of an accepti 
and cooperative attitude towards hospit 
ization as an ominous sign. 

Parents are often even more frightened: 
than their teen-age child by the prospect” 
of his admission. Not only is adolescence 
a period of emotional upheaval for the’ 
youngster, but also a period in which ny 
neurotic or psychotic potential in his pi 
ents is maximized as well. 

All adults find it hard to react re 
tically with these attractive, геа 
manipulative, anxiety-provoking young 
For the parents this may be quite 
possible. At first parental anxiety 
threatening symptomatology in the pati 
will often offset their anxiety over hav 
the child hospitalized. At this time 
may be able to nominally "accept" ( 
with private reservations, and often even 
with secret "deals" with the patient) the E 
initial advice for admission. Maintaining 
the decision for the many months that 
hospitalization usually requires is quite - 
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treatment has been sabotaged after a prom- 
ising beginning by parents removing the 
patient prematurely from the hospital. 

As a result, we are more and more fre- 
quently requiring in selected cases that 
parents petition the juvenile court to as- 
sume temporary custody over the child | 
as a condition of treatment. This supportive 
use of court authority to supplement inten- 
sive case-work treatment of parents may 
serve to deter, but does not necessarily 
prevent the parents from signing a child 
out against medical advice on a neurotically 
determined impulse. This procedure can 
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actually reassure the parents, as well as the 
patient. The patient may feel more secure 
in his hospitalization, being relieved of the 
temptation to test his parents’ reliability by 
pressuring them to remove him. 

Although such active medical interven- 
tion obviously carries many risks and dis- 
advantages, our own experience has led to 
the conclusion that any less vigorous ap- 
proach may be utterly inadequate to the 
task at hand. From the very first the doctor 
must “take charge,” demonstrating his will- 
ingness to invest unlimited time, energy, 
skill and medical authority to establish the 
necessary treatment program. 


SETTING-METHODS OF THERAPY 


The overall hospital environment, with 
its demanding school and activity programs, 
realistic social standards, and methods of 
dealing therapeutically with antisocial be- 
havior, have been described in earlier 


papers(4, 5, 6). 


In this setting, psychotherapy is con- 


— ducted with infinite flexibility regarding 


frequency, duration, circumstances and 
methods of interviewing. A treatment plan 
is not based on formal diagnostic pre- 
conceptions, or the therapists favorite 
theoretical orientation, but rather on the 
doctor's best estimate of the patient's ego 
resources and deficits at that time, and, of 
course, on reality circumstances. 
3 The average adolescent is too busy 
growing up" to waste energy on many of 
the therapeutic systems we find most inter- 
esting. He cannot afford any elective treat- 
ment of symptoms or conflicts. The princi- 
pal subject matter of treatment is not so 
much psychopathology as “adolescence,” 
with its need for therapeutic promotion of 
maturation in critical ego capacities. 
Psychotherapy proceeds through resolu- 


- tion of emotional crises occurring principall 
|. between the patient and ds da and 


doctor, and 
also between the patient, his family, other 
staff adults and fellow patients, "Therapy 
concerns itself with “real things"—school 
problems of the day, behavioral difficulties. 
All these are regularly discussed as the 
doctor regards every significant daily ex- 
perience as a part of psychotherapy. In- 
terpretive work with emotionally important 
experiences of the past is done only in 
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relation to these current, concrete essel 
activities. 


THE RELATIONSHIP IN PSYCHOTHERAPY 


The psychology of the adolescent and! 
treatment can best be understood in ter 
of the adolescent-adult relationship, | 
only framework in which we can st 
him directly. Although we may be aware 
the adolescent's continuing hunger for ii 
fantile satisfactions, he cannot acknowledg 
it openly. This partially accounts for 
need to be devious and manipulative” 
his relationships, particularly with а 
He must maneuver us into supplying | 
wants without making their exact mat 
public, The behavioral consequences of 
are so very characteristic of the adolescet 
They are reflected in his over-determine 
strivings for “emancipation,” his ambiva 
lently belligerent reaction to adults, 
inordinate intolerance to any special 
cessions, or direct expressions of айе 
or proffered “help,” and his highly stra 
disarming use of words and ideas in 
municating with others. 

In dealing with the necessarily strenuous 
treatment relationship, it is important 
recognize that the doctors most г 
ally is the patient himself. Beneath 
smoke and noise lie the youngsters 
conscious ego-ideals, his wish to 
respect and trust others and to receive 
the same from them, his adaptive eg? 
mechanisms, and the vitally important pro- 
mise of progressive biological maturation. 

It appears that the best way to ч 
a relationship" with an adolescent is“ 
avoid scrupulously any self-conscious а 
to do so. That the therapist must frequently 
act as a frustrating, depriving деши 
narian always excites concern that suc® 
action will prevent the growth of a thera - 
peutic relationship. It is often assumed that | 
a patient’s reactive anger to frustra on 
equivalent to hatred. Therefore, unple 
but necessary intervention in the life 
the patient is commonly undertaken by 
therapist with considerable anxiety, 4 
often regarded as an unfortunate СОП 
nant of the treatment relationship. Аеш 
the disturbed adolescent can initially 
great comfort in regarding his Њега 
an unreasonable tyrant. А 
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The doctor, in neutralizing or remedying 
external problems which the patient has 
found too big to handle, and in acting 
without apology, threat or reluctance to 
assist his patient in any way necessary with 
the task of managing his own instincts, 
actually facilitates the kind of relationship 
which is prerequisite to any effective psy- 
chotherapy. 

Insistence upon assuming any valid 
responsibilities in conducting a patient’s 
treatment is one quality of the therapist's 
attitude which seems to be recognized 
regularly and deeply appreciated by the 
patient through the stormy vicissitudes of 
therapy. The patient who enjoys this kind 
of relationship with his therapist can usual- 
ly successfully weather our inevitable errors 
of judgment, clumsy and inaccurate inter- 
pretations, and his own periods of sympto- 
matic exacerbation. 


PROBLEMS IN COMMUNICATION 


The problem of communication may also 
best be approached through attempting 
an understanding of the inherently troubled 
relationship between the adolescent patient 
and the adult therapist. 
that the adolescent 


feel a more intense need to depend upon 
adults than does a small child, but unlike 


needs. 

So, although we meet with the patient 
for the nominal purpose of exchanging 
ideas through words, it is seldom that we 
hear a direct verbal expression from an 
adolescent in which the important feelings 
involved correspond to the literal content 


of his statement. 


expressions, inf 
“acting-out” behavior, 


overemphasized. That adolescents seeming- 
ly “talk” most directly via behavioral clues 
is well known. Learning to “read” behavior 
of the patient is a challenging task, but not 
nearly so difficult as developing appropriate 


fascinating ' 
of ourselves we tend to take literally, 9 
The adolescent's militant use of logical 
argumentation, though partly an effort to 
assert himself as a power to be recko 
with, frequently seems to serve another 
in his recurring struggle to come to 
terms with adults. When important pe 
sonal issues are in the foreground he € 
plead his case with formidable logic 
even an intelligent adult, who has first bet 
set off balance by the emotional ntensity- 
of the presentation, can find very diffi 
to assail. Even so, when 
successful in sweeping 
rhetoric with a simple, direct 


seeking to penetrate the camouflage of our - 
patient's logic, his emotional smoke screen, 

in an effort to (a) understand the essential” 
communication and (b) matter of factly - 
translate this into an idea he can under” 
stand without his feeling condemned or 


The disturbed adolescent not only ex- 
this degree of perceptiveness 

directness in our approach to him, but he 
demands it. His uncanny sensitivity to our 
over-investment in words and ideas pro- 
vides him with a potent defensive weapon. 
In his own exaggerated anxiety about treat- 
ment, he is ready to capitalize, for a time 
on the therapist's often comparable anxiety 
level to seek a comfortable sanctuary ir 
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tellectual discussion of his inner conflicts. 
s may lead to a kind of ritual treatment 
‘with its apparently rich psychological con- 
ent and logical interpretations leading to 
new “insights.” Unlike many adult patients, 
the adolescent usually will not permit us 
^to go on interminably with such intellec- 
tually interesting but emotionally irrelevant 
‘bal exchanges. Eventually his frustration 
d disappointment will become manifest 
e way or another. His reactions usually 
ther disrupt treatment or compel a more 
ive approach to it. 


S OF INTERPRETATION 


cerning intensive, individual psycho- 
apy with adolescents, a few generali- 
ons may be made. 

Self-consciously analytical verbal inter- 
tions, even though quite accurate and 
the patient's conceptual reach, are 
ject to a variety of misapplications by 
He may correctly diagnose this ap- 
ach as a reflection of our exaggerated 
est in the treatment process itself, and 
talize upon this in the interest of resist- 
or secondary gains. Interpretations 
defense mechanisms are ordinarily best 
ected at demonstrating that maladaptive 
oms, or behavior, exist. They do not 
at encouraging the patient to a full 
ion of the unconscious conflict 
st which the defenses have been 
but at encouraging more effective 
s of handling the anxiety resulting 
abandonment of old defenses. The 
escent probably has something close 
› a child's potential for invoking new ways 
f handling old problems. Great ingenuity 
required of the therapist in helping the 
ent to realize this potential. 

ven when the content of an interpre- 


pretation of his behavior, but it is only 
when we are successful in rei the 
jords by curbing the behavioral expression 
elf that he is able to appreciate these 
ords as referring to immediate, proven 
ality. Eissler has observed(2) that while 
e delinquent is capable of abstraction, 
only the concrete has emotional meaning 


for him. Our experience has shown this 
to be equally true of all disturbed adoles- 
cents and that furthermore it points up an 
essential principle in their treatment. 

A source of effective non-verbal inter- 
pretation is in the central attitudes of all 
staff members toward the patient. He enters 
treatment with a powerful compulsion to 
maintain his neurotic equilibrium through 
established patterned responses, and with- 
out adequate regard for altered external 
conditions. In this socially organized 
setting (as opposed to an artificially permis- 
sive, self-consciously therapeutic atmos- 
phere) he encounters a substantial resist- 
ance to his acting-out in accordance with 
his existing, neurotic conception of reality. 

Here, the delinquent boy with swagger, 
D.A. haircut and long side-burns gets an 
entirely different reaction than he has been 
accustomed to having. As the defensive 
worth of his actions is undermined, he ex- 
periences disappointment and anxiety, and 
is forced to recognize a disparity between 
his own fantasies about the meaning of his 
behavior and the emphatically expressed 
attitude of a new group of adults. In this 
sense, the milieu is interpretive. Its specific 
functions in this regard must be actively 
maintained by the psychotherapist’s con- 
stant work with the staff. 

It should be emphasized that the success 
of this kind of interpretation is critically 
dependent upon the patient's ability to 
regard the staff, and particularly his own 
doctor, as extremely reliable, consistent and 
straightforward. We have come to fee 
that in this work, we must try to approach 
the patient with a degree of honesty whic 
ideally excludes even the conventional de- 
ceits and duplicities of ordinary adult 
society. , 

Very frequently some elliptical, essential- 
ly non-verbal communication will be more 
effective in bringing the patient to one © 
those painfully real understandings of him- 
self than will careful intellectual dissection. 
Some things are best left implicit, mutually 
understood by therapist and patient. : 

It often becomes quite important to ge 
at the roots of some extremely disturbing 
problem at a time when the patient Б 
unable to participate in a reasonable pit 
cussion, and circumstances—as for ехатр!'е 
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bouts of uncontrolled behavior—will not 
permit temporizing. At such times, the 
therapist may make a number of intelligent 
“guesses” about the origins of the acute 
problem, and present these to the patient 
as such. He offers tentative interpretations 
about possible meanings and awaits re- 
sponses which will point the way to further 
and increasingly fruitful “speculations.” 

We frequently talk with the patient about 
some of the ideas or strivings which are 
ordinarily unconscious with most adults, 
but not with the intention of helping him 
to recover and resolve infantile conflict. 
Rather, after recognizing that his guarded- 
ness results from feelings of guilt and shame 
over a conscious preoccupation, we refer to 
it openly only for the purpose of demon- 
strating to the patient that we are not 
frightened, horrified or accusatory, as he 
had anticipated. 

The adolescent will obviously experience 
important transference distortions in the 
therapeutic relationship. At the same time 
he is necessarily entertaining a number of 
very realistic expectations from the thera- 
pist-as-an-adult, who is furthermore a most 
important parent-like figure in the patient’s 
current life. 

It therefore becomes imperative that 
when the patient is expressing a particular 
need in relationship to his doctor, such as 
a feeling of helplessness, or the inability to 
make a particular decision, that the doctor 
judge correctly the degree to which this 
represents a transference distortion per- 
sisting from early childhood situations, and 
the degree to which it may reflect the pa- 
tient’s realistic appraisal of his own cur- 
rent incapacity. 

Generally, that which is transference is 
dealt with appropriately as such, often 
with limited interpretations designed to 
point up anachronistic distortions of reality. 
On the other hand, those needs of the pa- 
tient which belong naturally to this age and 
situation and state of ego functioning must 
be fulfilled by the therapist, either directly 

or indirectly. 
SUMMARY AND CONCLUSION 

Experience in psychotherapy with over 
300 hospitalized adolescents is described by 

brief reference to several important aspects 
of treatment. 


The patient's admission to the hospital й 
regarded as a critical phase in treatme 
Here the doctor first accepts tha 
level of responsibility for the patient's wel 
fare which must be maintained around-the 
clock during hospitalization, and general 
continued long after discharge. This | 
usually required to assure the patient 
continued treatment despite 
posing forces from within himself, his 
ily and sometimes others. By taking care 0 
his patient's realistic needs, without expe 
tation of immediate personal reward, th 
therapist incidentally lays the groundy 
for the gradual development of a rela 
ship which is in itself therapeutic and w 
later actually supports verbal psycho 
apy in the more conventional sense of 
word. The therapist not only may, but 
personally exercise needed authority 
the patient. He is constantly sup) 
this by the supervisor of psychothera| 
who is necessarily also the ward admini: 
trator. к 

The therapeutic hospital milieu was 
fully developed with the understanding 
the ego continues to shape itself against 


only in so far as the patient i: y 
genuinely unable to respond to realistic 


responsibility. Whatever a therapist expects. 
his patient to contribute to his own treat- - 
ment, by coping with unmodified realities, 
must be determined by the doctors own 
best estimate of his patient's abilities. P: 

Treatment of the adolescent is a highl 
interpersonal process. Attention to the 
qualities and_ vicissitudes of adolescent- 
adult relationships is seen as the best me 
of understanding the processes of psycho- 
therapy with patients in this age range. 
This is probably also the most useful ? 
framework in which to study the psychol- 
ogy of adolescence generally, as we rarely. 
have an opportunity to observe them direct- 
ly except in relationship to ourselves. We 
never see them in the kind of theoretical 
vacuum which is so often assumed in text- 
book discussions of them. 

In treatment, primary importance is at- 
tached to any efforts which foster the 


e. Psychotherapy, though derived from 
analytic psychology, emphasizes 
es which favor ego-synthesis without 

nsive analysis of infantile conflicts. 

ome of the universal sources of tension 
tween the adolescent and the adult are 
aentioned with particular regard to result- 
distortions in communication. The 
nition of essential verbal and non- 
communications is discussed as a 
ite to successful treatment. There 
re many complex countertransference 
'oblems which are characteristic of ther- 
py of adolescents, and which ultimately 
e detailed study. 
ly, it is proposed that adolescents, 
variety of reasons peculiar to their 
nd to compel effective treatment. 
appea to be much less tolerant of 


п 


ized treatment than adults, and be- 

their physical size and the strength 

their drives, they can convey the magni- 

de and urgency of their intolerance much 
e impressively than the child. 
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During the last few years a fairly con- 
sistent psychodynamic pattern accounting 
for the genesis and development of school 
phobia and more or less applicable to the 
individual case has been outlined and 
detailed by various workers on the North 
American continent. This paper is con- 
cerned with a neglected aspect, namely 
the importance and frequent occurrence 
of depressive anxieties in both the affected 
child and one or both of the parents, an 
affective disorder which appears to lie 
behind the presenting symptoms. In re- 
viewing the literature on school phobia 
only one reference to the frequent occur- 
rence of depression in these cases was 
found, in a paper on manic-depressive dis- 
orders in childhood by J. D. Campbell(1) 
who points out that a great many children 
who develop school phobia are really suf- 
fering from what he terms an endogenous 
depression. 


REVIEW OF THE LITERATURE 
Johnson and her co-workers(5, 6), the 
first to describe the psychodynamic de- 
velopment of school phobia, pointed out 
that the basic problem in the child is 
separation anxiety which may be mani- 
fested as an inability to go to school, or 
as homesickness, or refusal to visit relatives. 
The relationship between mother and child 
is described as one of unresolved de- 
pendency, characterized by mutual hostility 
and dating back to the earliest years of 
childhood. The outbreak of school phobia 
depends upon some type of marital stress 
such as infidelity on the part of the hus- 
band, financial threat, or severe sickness 
together with a simultaneous threat to the 
child's security such as an illness, accident, 
or a disturbing change at school. It is postu- 
lated that these happenings cause an in- 
crease in the childs dependency 
which are exploited by the mother in à 


1 From the Department of Psychiatry, The Montreal 
Children's Hospital ; under the supervision of Taylor 
Statten, M.D., Associate Professor of Psychiatry, Mc- 
Gill University ; Director of Child Psychiatric Service, 
The Montreal Children’s Hospital, Montreal, Que. 
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vicarious way. In this regressive type ¢ 
relationship the child’s hostility towards 
mother is aroused and becomes displac 
onto the teacher or some other part of t 
school situation, leading to phobic avoid= 
ance of school, and refusal to separate from: 
mother lest any harm befall her. Я 
A group of 53 cases seen at the Jud 
Baker Guidance Centre largely confir 
this psychodynamic outline(2, 12). 
workers there divide the syndrome into twi 


anxiety. This 
to gi уте, of the mother’s relation- 
ship with her own mother. 

Other authors lay stress upon the sexual 
problems of these children, upon their 
castration anxiety and masturbation guilt 
(7, 10). The transmission of anxiety from 

t to child is studied in detail by 
Eisenberg(3, 4). Many of these authors 
describe isolated cases in which the parents 
are di sed, but little emphasis is placed 
upon this finding(2, 11, 6). 


OBSERVATIONS ON SEVEN CASES OF SCHOOL 
PHOBIA 

Seven cases of school phobia presenting 
at the medical outdoor department of The 
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l Montreal Children's Hospital have been 
studied in detail, with investigation of the 
psychopathology of the family members. 
The criterion for selection of the cases 
studied was that the child expressed fear 
of school or some part of the school situ- 
ation or showed inability to go to school. 
The series comprised 3 girls aged 12, 9, 
and 6 years, and 4 boys aged 9%, 9, 8, and 
6 years. 

The symptoms shown by the children 
may be divided into : 1. Openly expressed 
fear of going to school; 2. Depressive or 
manic symptoms ; 3. Somatic complaints ; 
4. Other fears and paranoid features. All 
showed fear of going to school, mainly a 
diffuse type of fear involving all aspects of 
school although in one case the fear was 
at first limited to a particular child who 
had threatened to "get the patient" some 6 
months before the occurrence of the phobia. 
Depressive symptoms were shown by 6 of 
the 7 children. The most common, occur- 
ring in 6 cases was frequent outbursts of 
- weeping coming on for no apparent reason, 
in a previously happy child, together with 
a great deal of unhappy miserable whining 
behaviour. Three manifested both fear of 
dying and the wish to die, and one made 
several suicidal gestures. The remaining 
case showed little evidence of depression 
except when. talking about his father who 
had deserted the family, but instead was 
markedly overcheerful in an inappropriate 
manner, his mother describing several at- 
tacks of hyperactive behaviour in which he 
tore things up, smashed furniture, and be- 
came incoherent, necessitating intramus- 
cular sedation to stop him. These attacks 
appear to be of the hypomanic variety. 
Somatic symptoms were described in 5 
cases, consisting of stomach cramps occur- 
“ring before going to school during Ње 
weekdays and not at weekends, as well as 
nausea, vomiting, and headaches. Other 
fears noted were “fear of the dark,” “fear of 
things under the bed,” “fear of ghosts,” oc- 
curring in 3 of the cases, merging rather in- 
distinctly, since most of these fears were of 
being attacked, into more paranoid ideas 
of being kidnapped or having their food 
poisoned, which occurred in 2 cases. 

It is suggested that these children show 
4 a syndrome comprising depressive anxiety, 
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mania, somatic complaints, phobia, 
ideation, similar to Statten’s(9) 
descriptions of cases of homesickness i 
Campbell’s(1) descriptions of milder ca: 
of affective disorders in childhood. This 
is close phenomenologically t 
the depressive disorders of adults. 
Considering the psychopathology of t 
parents, it was found that 6 of the 7 mother 
showed signs of overt depression at the) 
time of initial consultation, and continued 
to show these signs for many weeks. There 
was, however, a marked tendency to deny. 
these feelings of sadness; in one instance, 
for example, the mother came to each inter. 
view with tear-filled eyes and a depressi 
facies, but maintained that “she felt just 
fine.” In 3 of these mothers the depression 
had definitely antedated the child’s phob 
from a few days to several months, while 
in the others the child's symptoms hag 
occurred before the onset of mother's de 
pression. The most common comp: aints. 
usually made in response to the questio 
“how do you feel” and made by 5 of these: 
women, were anxiety, feelings of sadness 
or depression, weeping spells, and various 
somatic complaints. In several cases the 
complaints, apart from the fear of school; 
mirrored the complaints of their children) 
yet only 2 mothers had sought psychiatrie: 
helo for themselves before bringing the 
child for treatment. Five had suffered from 
more than one depressive episode, and 3 
had been depressed following the birth of 
the affected child, depressions which ар“ 
peared to be reactive to some domestic: 
event. In the case of the one mother wid 
was not depressed at the first visit tc 
hospital it was discovered that she had 
suffered a depressive episode lasting seva 
months, a few years previously, and 
her husband was being treated for à W 
phobia, depression, and cancer phobia, 
again almost the exact symptoms whi 
child manifested. | 
Of the fathers in this series, 3 Were sm 
ject to bouts of alcoholism clearly à 
ciated with the onset of depressive feelin 
most typically feelings of being WO 
and inadequate, together with clear 
depressive affect. One had been 
talized on several occasions for psycho 
depressive episodes. Three others appen 
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passive, ineffectual individuals who were 
poor providers for their families, while the 
seventh had deserted the family and was 
not seen for evaluation. 


THE DEPRESSIVE CONSTELLATION 


From the above observations and from 
observations made while conducting family 
interviews there emerges a pattern of family 
interaction which might be called the de- 
pressive constellation. The main features of 
this constellation are a tendency towards 
depression in the mother with similar pa- 
thology in the child and some pathology or 
circumstance in the father preventing him 
from fulfilling the paternal role in an ade- 
quate way. This may be depression or some 
characterological weakness with tendencies 
towards passivity or occasionally merely the 
lack of ability to provide enough material 
support for the family. When any stress 
occurs either from within the family or 
from outside the brunt tends to fall upon 
the mother due to the incapacities of her 
husband. At this time there is reactivation 
of her depressive anxieties. A specific re- 
action now occurs, a reaction which has 


characteristic feature of which is her tend- 
ency towards babying or regression of the 
child. It is at this point tha 
the depressive anxieties 
aroused. The situation may of course occur 
in reverse ; the child may be the first mem- 
ber of the family to become depressed, 


these 


with the same outcome. Gross examples of 
the regressive relationship were encoun- 
tered in this series of cases, thus one girl 


A characteristic of these parents is their 
inability to tolerate and resolve depressive 
feelings and their tendency to avoi 


minimize these and other painful affects or 
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of the psychopathology of depression. It ~ 


is their in- - 
capacity to tolerate and resolve depressive - 
feelings, with a resultant return to the use — 
of projective mechanisms leading to para- 
noid ideation, the development of manic 
ptoms, or of psychosomatic disorders, 
and the liability to recurrent depressive 
episodes. Furthermore there is a recog- 
nisable family situation which has been 


Talbot writes of the “inbred family con- 
M Stellation”(11) pointing out how frequently 
these families live in close contact with 
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group, which may not 


The detailed in this 

second proposition can be 

tested by ing a series of 
g 
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knowledge of childhood depression. 
third proposition can be tested by folle 
studies, over a long period of time, of с 
of school phobia and families showing th 
depressive constellation, and also by геш 
spective studies in adults. 


Summary 
The thesis put forward in this paper 
that school phobia is part of the natum 


history of the depressive disorders, a 
is but one of the modes of presentation @ 
such disorders in childhood. A family со 
stellation, the depressive constellation, b 
been described as typical for these c 
and it is suspected that this type of fam 
will be found in many of the other modes 
of presentation of depression in childhood; 
Suggestions have been made by which th 
propositions put forward may be ch 
and expanded. 
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THE SIGNIFICANCE OF A DICHOTOMY IN 
CLINICAL PSYCHIATRIC CLASSIFICATION 


G. LANGFELDT, M.D.* 


In leading psychiatric circles the useful- 
ness of a dichotomy in clinical psychiatric 
diagnosis is generally recognized. As we do 
not know the real causes for several psy- 
chiatric disorders ít must be admitted that 
a differentiation between what we know 
and what we do not know should be eval- 
uated and used for diagnostic purposes. 
This in fact has been the dominating trend 
in the steadily changing classification of 
psychiatric disorders. 

It has always been the purpose of 
international classification to 
according to the aetiology of 
generally agreed upon. No 
exists, I suppose, as to the 
principle, although there will 
deviating conceptions as to 
respect 
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has been established. 
think that much disagreement 
the aim of basing psychiatric 
as much as possible on 
ified aetiological —— any rate the use- 


fulness of dichotomy for this has 
been evident in the past. аа to 


E 


among, other things to differentiate clearly 
between general paresis 


but as predominantly endogenic as opposed 
to predominantly non-genetic disorders 


1 Professor of Psychiatry at the University of Oslo, 
Norway and director of the University Psychiatric 
Clinic, Oslo. 


(such as the psychogenic, 
and traumatic disorders). 
dominantly P 
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_ types are frequently seen to repeat them- 
r. 


selves by rather small exogenic stimuli and 
that they are only little influenced by psy- 
chotherapy. This is the opposite of the 
‘conditions in psychogenic disorders in 
— which there is a much better outlook for 
_ а definitive cure by psychotherapy. 
-. Here, in relation to the constitutional 
reaction types we are not dealing with a 
— dichotomy based on verified aetiological 
"factors, as was the case with the endogenic 
psychoses. However, several studies con- 
cerned with characterology, and with he- 
reditary traits as well as with habitual 
_ offenders point strongly in the direction of 
a hereditary disposition, even though this— 
_ аз against the conditions in endogenic 
_psychoses—does not seem to be specific. 
It is above all the clinical studies of the 
personality types in question and of the 
course of the reaction types mentioned (as 
shown by individual follow-up investiga- 
) that have convinced me of the sig- 


tomy of diagnostic groups (endogenic, 
stitutional, organic) I would like also 
о mention that more and more experienced 
psychiatrists admit the advantage of oper- 
ating with a dichotomy within the different 
groups themselves. As to the groups usually 
Osed as neuroses, many psychiatrists, 
in Europe at least, find a great advantage 
іп differentiating between neuroses and 
psychopathies. Even if the many heredity 
investigations (especially from the Munich 
school, Riidin а.о.) do not prove the 
dstence of specific hereditary constitu- 
ons, there is much evidence of typical 
fferences between the groups mentioned. 
e advantage of differentiating the’ psy- 
chopathic (i.e. constitutional types) from 
the non-psychopathic (i.e. the psychogenic, 
and neurotic) types is previously men- 
tioned. Let me at this point focus attention 
_ on the significance of a dichotomy within 
the group of neuroses, even when the 
- psychopaths have been eliminated from it. 
_ What is then diagnosed as neuroses might 
- be divided with advantage into 2 groups, 

viz.: the group of real psychoneuroses, 

characterized by intrapsychic conflicts, and 

all the other types of neuroses in which 


 diaen 
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many aetiological factors may be con- 
sidered (neurasthenia, vegetative neuroses, 
some psychosomatic disorders etc.). The 
significance of such a dichotomy lies in the 
first place in the fact that it is predomi- 
nantly in the group of the real conflict- 
neuroses that a therapy based on deep 
psychology is indicated. 

From clinical points of view also there 
is reason to make differentiations within 
some of the constitutional reaction types. 
Thus a differentiation between paranoiac 
and paranoid reaction types may be of sig- 
nificance especially in the prognostic as- 
pect. (The paranoiac reaction types cor- 
respond mostly to the states previously 
described as paranoia, while the paranoid 
reaction types are met with in almost all 
psychiatric disorders). The author has al- 
so been much concerned with the signifi- 
cance of a differentiation between the 
typical compulsive character type (cor- 
responding to Freuds' anal erotic type) and 
all the other compulsive neuroses. The 
compulsive character type is, among other 
things, very little influenced by therapy, 
while in the usual compulsive neuroses the 
chance of cure is much better. Similar 
experiences are met with as to the differ- 
ence between the typical hysterical char- 
acter types and usual hysterical reaction 
types more psychogenically conditioned. 

Let me as a last point repeat what I 
have been advocating for more than 20 
years, viz. the dichotomy of the term 
schizophrenia. Based on the fact, stated 
primarily by Meduna, that there was à 
significance difference in symptomatology 
of cases cured by cardiazol treatment and 
those not cured, although both categories 
were diagnosed as schizophrenia, I pro- 
posed in 1937(2) to differentiate between 
the real schizophrenias, as a rule with a 
poor prognosis, and all the others which 
I proposed to diagnose as schizophreniform 
psychoses. Little by little as the symptoms 
of the real schizophrenia group became 
the object of more detailed studies and as 
it came out in different statistics that in 
fact there was a correlation between special 
symptoms in the initial states and the out- 
come after different treatments, the interest 
in a dichotomy became greater. Here I 
shall only point out the fact that Bellak(3), 


y 
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1959 | 

as a result of his comprehensive study of 
the different conceptions on the problem, 
proposed a dichotomy between the central 
group of schizophrenia, which he proposed 
should be given the name dementia prae- 
cox, and all the others which he proposed 
should be diagnosed as schizophrenia. 
Rümcke (4) also has contributed many 
well reasoned studies to the question and 
is much interested in a dichotomy. At the 
2nd International Congress of Psychiatry 
in Zürich 1957, several speakers were in 
favour of a dichotomy between schizo- 
phrenia and schizophreniform disorders. 
It is of great interest that also H. Ey(5) 
on the basis of individual follow-up investi- 
gations has arrived at very similar conclu- 
sions. Ey differentiates between 5 forms 
of schizophrenia. The two first forms (the 
severe forms (Kraepelin types) and the 
medium forms (Bleuler type with chronic 
autistic disintegration and typical defect) 
are as Ey writes, “in effect the cases which, 
I think, all psychiatrists would be unani- 
mous in designating as “true shizophre- 
nias.” They also correspond strictly to what 
I call process-schizophrenias, which in ac- 
cordance with the results of Ey, I also have 
found regularly, to run an unfavourable 
course. The 3 other types of Ey (delusional 
marginal forms, without marked disinte- 
gration, marginal schizoneurotic forms 
(pseudoschizophrenic neuroses) and acute 
or cyclic forms) correspond fairly well 
to what I have proposed to i 
phreniform psychoses. So Ey's investi- 
gations, which like those from the Univer- 
sity Psychiatric Clinic of Oslo, are based 
on individual followup investigations, 


strongly support the claim for a dichotomy tiati 


of the schizophrenia group. Such a dicho- 
tomy is the only way in which international 
comparative psychiatry in this field can be 
of real, scientific value. The dichotomy is 
also of great significance in teaching stu- 
dents the prognosis and treatment of the 
different subgroups of schizophrenia. 
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SUMMARY о 

I wish to stress the fact that it | 
always been the differentiation of aet 
logically different psychiatric sync 
that has made useful psychiatric 
tion possible by providing clear d 
tions of inherent characteristics. Howes 
as there are several psychiatric disord 
the causes of which are still um 
clinical experience calls urgently 
classification of psychiatric grou 
have several common traits in re 
course and 


90%. In addition it is also possible 
initial stage to indicate which of 


accepted it 
advantage in interna 
psychiatry. 
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This paper will describe the academic 
апа social adjustment of 41 children with 
school phobia at a mean (and median) in- 
“tel al of 3 years following their initial clinic 
contact. The results on this group, to our 
^ knowledge the largest reported with this 
long a followup, are presented in validation 
a therapeutic method which emphasizes 


V OF THE LITERATURE 


menologically as partial or total inability to 


s and symptoms of anxiety when school 
endance is imminent. Physiologic mani- 
ations may be the most prominent 
atures and may take the form of anorexia, 
ausea, syncope, malaise or even recurrent 
grade fever. The overt expression of 
of school may be totally lacking but 
y be inferred from the correlation of 
mptoms with school days and their 
"absence on weekends and holidays. If the 
child is able to put his fear into words, he 
may ascribe it to a particular teacher, his 
classmates or the dread of failing. But 
changes of class, course or school are 

strikingly ineffective in altering the syn- 
_ drome. 
__ As Johnson and her coworkers(1) were 
the first to suggest, the basic difficulty is 
- not in going to school, but rather in leaving 
home; that is, anxiety about separation 
- from the family. In a report to the 113th 
annual meeting of this Association, one of 

le 


lRead at the annual meeting of The American 
ychiatric Association, Philadelphia, Pa. April 27- 
ay 1, 1959. 

= ?]nstructor in Psychiatry, Johns Hopkins Univ. 
= School of Medicine, Baltimore, Md. 

- B Associate Professor of Psychiatry and Pediatrics, 
тһе Johns Hopkins University School of Medicine, and 
The Children's Psychiatric Service, Harriet Lane 

Home, The Johns Hopkins Hospital, Baltimore, Md. 
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THE OUTCOME OF SCHOOL PHOBIA : 
A FOLLOW-UP STUDY BASED ON 41 CASES ' 


ALEJANDRO RODRIGUEZ, M.D. MARIA RODRIGUEZ, 
ann LEON EISENBERG, M.D. ? 


the authors of this paper(2) described 
observations of children with school phobia 
and their mothers, which provided further 
validation for this hypothesis. It was evident 
that the separation problem was bilateral ; 
the involved parent (usually the mother) 
initiated and reciprocated the child's anx- 
iety. Observation of the child’s symptoms 
in statu nascendi revealed that they were a 
response to the contradictory verbal and 
behavioral cues provided by his parents. 
This resulted in a direct communication of 
anxiety between the principal actors in 
the family drama. As a therapeutic corollary 
to this theory of symptom genesis, it was 
suggested that the treatment program 
should be centered about firm insistence 
on early return to school. 

This represents a rather sharp deviation 
from traditional methods of treatment 
which tend to emphasize insight before 
action. There appear at present to be two 
major trends in the treatment of school 
phobia. Certain workers(1, 3-6) stress the 
desirability of removing pressure for attend- 
ance, then a period of working through of 
dynamic issues, to be followed by a planned 
return when the child is “ready.” Others 
(2, 7-11) emphasize the importance of an 
insistence upon early return to school, after 
an initial psychiatric evaluation, to be fol- 
lowed by concurrent therapy while the 
child continues to attend. We have not 
hesitated to invoke the legal authority of 
the school to compel attendance when no 
real movement toward return to school was 
evident on the part of the family. 

In objection to the latter point of view, 
it has been argued that recurrence OT 
substitution of symptoms may occur, 1 
view of the obvious diminution in the 
motivation for prolonged treatment Once 
return to school has been accomplished, 
with the consequent likelihood of pre- 
mature termination of clinic visits. It was 
therefore of interest to examine the out- 
come of the cases that had been treated by 
this method. 


Our search of the literature has revealed 
only two large series of cases followed for 
appreciable periods after the termination of 
T treatment. Waldfogel and his coworkers 
F (8) followed a group of 36 patients for a 
period of 6 to 18 months. Twenty of these 
— children were treated briefly with an em- 
phasis similar to our own in a school setting. 
Eighteen continued to attend without re- 
currence of symptoms and two had but 
- brief flurries of anxiety. The authors found 
no evidence of symptom displacement. This 
outcome was contrasted with 11 cases, in 
7 of which treatment was refused by 
parents, and in 4 of which treatment was 
unavailable. Of these 11, only 3 had been 
able to resume full attendance. Glaser( 11), 
in a report of 38 cases treated with an 
emphasis on early return to school, noted 
that 36 were in regular attendance, of 
— whom only 3 had major persisting psy- 
chiatric symptoms, after a followup period 
of 1 to 2 years. 


CLINICAL MATERIAL 


~ The cases studied in the present in- 
Vestigation include all of the children with 
School phobia seen at the Children's Psy- 
“chiatric Service between 1952 and 1957, 
41 in all. 

OF this group, 14 were girls and 27 boys. 
In other reports(4, 7), girls have been as 
common as, if not more common than, boys 
(8). It is of interest to note the I.Q. dis- 
tribution (Table 1). 
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ТАВІЕ 1 
І. Q. DIsTRIBUTION IN 41 Cases 
or SCHOOL PHOBIA 
85-89 3 
90-99 5 
100-109 13 
110-119 T 
120-129 10 
over 130 3 


Total 


These children with school phobia were 
Боуе average in academic capability as а 
Oup. Not one patient tested below the 
normal range and half fell into the 


"^ Ten of these cases were included in a previous 
у(7) ; 31 have never before been reported. 
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bright to superior levels of intelligence. 
Table 2 lists the age distribution of the 
patients. 3 


TABLE 2 
Ace DISTRIBUTION Or 41 Cases 
or SCHOOL PHOBIA 
Age Range Number of 
5-7 9 
8-10 
11-13 


Total 


to 10 years of age; 14 were 11 to 13. 
call attention to this age distribution as 
important factor in outcome, an observation 
previously noted(7, 8). p 
The predominant short term emphasis ol 
the treatment program is evident fr 
Table 3. 


TABLE 3 3 
DISTRIBUTION or 41 Cases or Scuoor Pao 


Clinic Visits Number of 
5 or less 18 
6 to 12 14 i 
13 or more 9 
Total 41 


Three quarters of the cases were in 
treatment for less than 4 months ; only one- _ 
sixth were treated for as long as 6 months, — 


METHOD OF STUDY 3 
The 41 cases upon which this report is — 
based constitute the total population of — 
children with school phobia seen at our . 
clinic from 1952 through 1957. An effort - 
family and the school of each child. By tele- — 
phone and mail inquiry, information was 
sought on the attendance record, school - 
achievement and social adjustment of each - 
patient. Information was obtained from 
both sources in about 90% of the cases, but — 
from at least one source for all cases. In 
the 5 cases in which the family had moved ~ 
out of state, the followup period is listed ` 
as of the last information available to us. — 
It should be noted that the children them- | 
selves were not reexamined. Our data are — 
based upon family and school reports and . 


ust be reviewed with this limitation upon 
their completeness in mind. 
The duration of the followup period is 
esented in Table 4. 


TABLE 4 
_ Duration or ForLow-UP Іх 41 Cases 
: or ScHOOL PHOBIA 


Period Number of Cases 
15-23 months 12 
24-35 months 9 
36-47 months 9 
48-80 months 11 
Total 41 


(Mean duration equals 3 years) 


_ No case was followed for less than 15 
months; three quarters were reevaluated 
after at least 2 years and half after at least 


Let us focus, to begin with, upon the 
cord of school attendance, which we 
msider the primary measure of success. 
utcome was considered successful only 
the child was attending school regularly. 
this criterion, 29 (71%) of the 41 cases 


i Then outcome was examined separately 
for boys and girls, we found that 93% of 
_ the 14 girls but only 60% of the 27 boys 
were “successes.” However, the apparent 
sex differential seemed largely ascribable 
to the age distribution of the boys and 
. girls rather than to the sex of the patients. 
a ‘When the cases were divided into two 
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groups, less than 11 years of age and 11 
and older, a marked differential in outcome 
appeared. Of the 27 children younger than 
11, 892 had a successful outcome ; indeed, 
two of the three failures represented, not 
a lack of response to an adequate trial of 
treatment, but the result of injudicious 
medical management. It is noteworthy that 
once the child had attended school regu- 
larly for as long as a month, further prob- 
lems in attendance arose in only two. In 
contrast with this excellent record, only 
36% of the 14 children 11 or older were 
able to return to school. 

When this age criterion was applied to 
the boys and girls separately, it accounted 
for the major part of the apparent sex 
differential, as is evident in Table 5. 

Having established the patterns of school 
attendance, we then addressed ourselves 
to the over-all adjustment of the youngsters 
who were attending school regularly. Was 
it possible that other major functional dis- 
orders had been substituted for the school 
phobia ? On the basis of the replies from 
schools and families, we can state that 23 
of the 29 successful cases were reported 
to be making satisfactory academic and 
social progress at an average interval of 3 
years after the onset of their treatment ex- 
perience. The problems described in the 
remaining 6 patients centered about ag- 
gressive behavior disorders in 3 and aca- 
demic failure in З (of whom 2 had 1.Q.’s 
less than 90). It should be noted that our 
followup method is likely to have registered 
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т. Age & Sex $ 
— Less than 11 years =! 
; Boys 13 
Girls 11 
, Subtotal 24 
— 11 Years or older 
T Boys 3 
CN Girls 9 
5 Subtotal m" 
Total 29 


TABLE 5 


OUTCOME or 41 Cases or SCHOOL PHOBIA 
BY AGE AND SEX 


Outcome 

Failure Total 

2 15 

1 12 

^3 27 

9 12 

0 2 

"PS 14 

12 41 
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the presence of major maladjustments only. 
It seems significant, nonetheless, that func- 
tional impairment from phobic or anxious 
behavior was not described in any of the 
29 successful cases. 

We attempted to identify the major 
factors in the therapeutic failure of the 12 
children who did not return to school. AI- 
though a number of issues were involved in 
every case, Table 6 represents an effort to 
assign a primary cause for the poor out- 
come in each. 


TABLE 6 
PRIMARY FACTORS IN THE POOR OUTCOME 
IN 12 Cases or SCHOOL PHOBIA 


Factor Number of Cases 
Schizophrenia 3 
Family Decompensation 4 
Inadequate Treatment 3 
Medical Mismanagement 2 

12 


As a group, these patients were more 
disturbed than those who had been able 
to resume school attendance; 3, and pos- 
sibly 4, were ambulatory schizophrenics 
as contrasted with none in the successful 
group. They came from seriously disturbed 
families; 4 had a psychotic parent in the 
home and 3 a totally inadequate father. 
Five of the families were characterized by 
neurotic interaction, not too dissimilar from 
the successful group, but 7 fell into the 
so-called multiple-problem family category. 
Efforts by our clinic, the schools, and other 
social agencies were unavailing in the 
search for a point at which therapeutic 
leverage could be applied in these families. 

However, in 2 of the 5 neurotic families 
in which we believe a successful outcome 
might have been achieved, the parents 
broke off clinic contacts and obtained 
physicians' statements that the children 
were "too nervous” to attend school and 
required home teaching. Once this new 
family equilibrium had been established, 
the parents were able to utilize the medical 
certificates to defeat all efforts of the school 
authorities to require attendance. In 3 
cases, it is our impression that the poor 
outcome resulted from a failure to establish 


satisfactory liaison between the clinic and 


the school. For a variety of reasons in each 


case, the patient failed to receive sus 
attention. As we reappraised the 
record, it was evident that no con 
program had been carried out and i 
the patient and family had not had 
benefit of an adequate trial of treatment; 
DISCUSSION 1 

This series of cases confirms the ob: 
tion previously reported on the basis « 
smaller group(7) that the prognosis is 
much graver for the older child with school 
phobia. It is a well recognized principle i 


but one of the 27 
not misguided medical intervention 
other physicians removed 2 of the са 
from further treatment. On the other hand 
even if we suppose that the 3 cases, whose - 
failure we ascribe to inadequate treatment, 
had been given proper care and had 
sponded to it, the salvage rate in the 
cases older than 10 would not have 
ceeded 50%. 

It seems clear that school phobia is 
a disease entity but a symptom complex 
it may be a manifestation of a situation 
reaction at one end of the spectrum а: 
of a severely neurotic or even psychoti 
pattern at the other. This points to the 
importance of an adequate diagnosti: 
evaluation as the first step in treatment. 
Only on the basis of such a study can an 
appropriate treatment plan be formulated. 
The therapeutic program requires close 
collaboration between school and clinic(7) 

In our early experience with s 
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we were somewhat — ма 
apply pressure for prompt return to 1 
It became clear that we were sharing and 
"indeed reinforcing family anxieties by our 
'hesitance. As the feared untoward reactions 

failed to occur, we became increasingly 
aware of the considerable therapeutic value 
the insistence on early return itself. To 
sin with, it brings into sharp focus the 
nary issue of separation and dissociates 
therapist from the family’s displace- 
on to fantasied dangers in the school 
tion. Secondly, it emphasizes our 
cognition of the core of health in the 
child ; the fact that we act upon this prem- 
d constitutes effective reassurance to a 
-panic-striken family. A deemphasis on 
school attendance and a plan for prolonged 
erapy tend to signify to the family that 
e physician, too, is uncertain and regards 
the child as being as sick as they do, despite 
"verbal formulations to the contrary. Finally, 
return to school restores the child to a 
h-promoting environment and re- 
es him from his immersion in the cycle 
mutually reinforced anxieties in the 


phobia 


- All who have worked with cases of 
ool phobia agree on the importance of 
rompt intervention. We disregard the 
aiting list in assigning intake appoint- 
to such referrals on a semi-emer- 
basis. The longer the absence from 
l the more entrenched become the 
ginal anxieties and the greater the 
ength of secondary fears about missed 
hool work, the reaction of classmates, and 
. However, in reviewing our cases, we 
not able to demonstrate a correlation 


г as long as 3 to 6 months who were suc- 
y returned. The unsuccessful cases, 
wever, presented a considerably longer 
of emotional maladjustment before 
ley were brought to treatment. 
E SUMMARY 
„А clinical study of 41 cases of school 
obia confirmed the hypothesis that this 
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syndrome is а variant of separation anxiety ; 
the basic issue proved to be leaving home, 
not going to school. The outcome of these 
cases after a mean period of 3 years con- 
firmed the utility of a treatment program of 
brief psychotherapy centered about prompt 
return to school. Therapeutic success was 
shown to vary inversely with the age of the 
child and the severity of his psychopa- 
thology. 

School phobia constitutes a symptom 
complex which may be a manifestation of 
a readily reversible situational reaction or 
of a severely neurotic or even psychotic 
adjustment. Effective treatment should be 
based on a careful diagnostic formulation. 
But, with the sole exception of the overtly 
psychotic child, the central focus of the 
treatment program for all cases should be 
placed upon firm insistence on early return 
to school, reinforced by appropriate sanc- 
tions of authority. 
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The powerful behavioral changes in- 
duced by ataractic drugs are well known. 
Тһе physical correlate, however, still ap- 
pears to be obscure. EEG changes have 
been reported; and recently, Smith(1) 
called attention to the fact that drug- 
induced Parkinsonism may be accompanied 
by increase in spinal fluid protein. On the 
"ether hand, Bruetsch(2) reported increased 
Protein in schizophrenic patients not re- 
ceiving any drugs. 


METHOD 


Twenty-five patients (mainly schizo- 
gal were chosen at random from 
lose receiving either chlorpromazine or 
tiluopromazine, and cerebrospinal fluid 
Was obtained by lumbar puncture. None 
these patients had ever had a positive 
srology in blood or spinal fluid or any 
| ble neurologic disease. Twenty-five 
Mental patients not receiving any ataractic 
| cation and without apparent neuro- 
gic disease served as controls, In those 
Patients who had abnormal spinal fluid 
ез, a second specimen was obtained 
Mme Week after discontinuation of drug 
ag and, if possible, a third test was 
3 weeks after the medication was 
tnd Also the relationship of these 
ча gs to the incidence of Parkinsonism 
investigated, 


RESULTS 
Em was no essential difference be- 
the findings in the patients on 


C therapy and the control group.” 
ataractic therapy group, 6 


01 Troy Drive, Madison, 
17, 
ба have heen omitted owing to lack of space. 


CLINICAL NOTES ~ 


SPINAL FLUID CHANGES IN PATIENTS TREATED WITH 
ATARACTIC DRUGS 


н. A. DENZEL, M.D. 1 


had increased protein? (above 45 
and the mean protein value of the 
group was 44.8 mg. In the ol 
on the other hand, 8 patients had inci 
protein with a mean value of 37. 
Abnormal gold curves were ! 
cases of the ataractic therapy g 
in 6 cases of the 1 


incidence of Par| sm did 
to be related to the abnormal spin 
findings as only one patient had syn 
of Parkinsonism of that group. _ 


SUMMARY | 


In a series of 25 patients on 
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| Following the development of the qual- 
itative urine bromide test(1) reported from 
Northern State Hospital in the American 
‘Journal of Psychiatry of August 1959, it 
x decided to attempt a quantitative 
m determination. Preliminary investi- 
tion demonstrated it to be both simple 
d feasible? The determination is de- 
ndent upon the oxidation of the bromide 
to free bromine and the intensity of 
ne's inherent color is measured specto- 
otoelectrically. Chemically the reaction 
i NaBrO; + 6НСьСО» + 5NaBr —— 
d I + 3H, O + 6NaC.Cl,0.. 
This procedure can be routinely per- 
formed by the average clinical laboratory 
as the merit of following Beer's Law 
n a serum equivalent bromide concen- 
on of 25 mg. through 1000 та. 
"he routine serum bromide determina- 
as used by most clinical laboratories 
that of Wuth(2) which follows Beers 
Law to about 220 mg.%. Modifications of 
thi з test in order to read higher serum levels 
> inaccurate and according to Dr. Comp- 
(3), the Wuth method is “wholly un- 
ble for values over 300 т.” In our 
ratory modifications of the Wuth de- 
ation necessary to read known bro- 
mide concentrations, equivalent to serum 
els of 500 to 1000 mg.%, has resulted in 
‘ors of the magnitude of 200 mg.%. 
Reports of case histories with serum 
mide levels well over 1000 mg.% as 
tern ined by a modified Wuth method 
ontinue to appear in current literature, 
espite authoritative opinion(3) that such 
are incompatible with life. 


S AND METHODS 
. 10% trichloracetic acid: Ten grams of 
trichloracetic acid are dissolved in 100 


Director of Research, 
o Woolley, Wash. 
The author wishes to express his appreciation to 
C. H. Jones, Superintendent, and Dr. J. Joffe, 
ji of Medicine, for making this study possible 
24. А Deak, and criticisms. The technical 
: id Higgins and Willi i 
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ANEW QUANTITATIVE SERUM BROMIDE DETERMINATION 
GEORGE H. REYE, М.О! 


2. 5% sodium or potassium bromate: 5 
grams of the bromate are dissolved in 
100 ml. of distilled water. 


Procedure : 

1.A protein free filtrate is prepared by 
mixing 1 ml. of serum and 9 ml. of 10% 
trichloracetic acid and then filtering 
through No. 42 Whatman filter paper. 

2.5 ml. of the clear filtrate is pipetted into 
a photometer cuvette which will represent 
the unknown, and 5 ml. of 10% trichlorace- 
tic acid is pipetted into another cuvette 
which will represent the reagent blank. 

3. To both cuvettes, 1 ml. of 5% KBrO; is 
added and the contents mixed. 

4. Several drops of mineral oil then are 
added immediately to the unknown 
cuvette without agitation to prevent loss 
of bromine vapor which would result in 
low readings. 

5. Read in the spectophotometer at 445 mu 
with the reagent blank set at 100% trans- 
mittance. 

6. The unknown is read as % transmission at 
5 minutes after the addition of the bro- 
mate. The concentration of bromide in 
mg.% is then read directly from a semi-log 
graph or from a direct reading table 
abstracted from the graph and the results 
reported as sodium bromide. 


CALIBRATION CURVE 


All of the calibrations were performed on a 
Coleman Junior Spectophotometer, model 6A 
and 19 mm. cuvettes were used throughout. A 
Leitz or other similar photometer possessing a 
445 mu filter could be similarly calibrated. 

Standards were prepared as follows and are 
reproduced here in order to enable others to 
easily calibrate their own curve on semi-log 
paper. Working Standard (W.S.)—100 mg.% 
NaBr. 

The procedure for each of the above refer- 
ence standards is then exactly the same as 
previously outlined under procedure No. 3-6, 
the standard being treated as the unknown. 

A semi-log graph wherein % transmission is 
plotted against mg.% of sodium bromide is 
herein reproduced. Known concentrations from 
50 mg.% through 1000 mg.%, similarly diluted 
as in serum, were used. To be noted is the 
correlation with Beer’s Law from 90% trans- 
mission through 16% transmission. 
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100 mg. of NaBr is dissolved in 100 


To .25 ml of W.S. add 4.75 ml. of 
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SPECIFICITY AND INTERFERING SUBSTANCES 


on a variety of medications were tested an 
no false positives have been found 
It was postulated that iodides 
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At Elgin Ilinois State Hospital, a chlor- 
promazine project is presently in its 

1 Respectively : Clinical Director, Senior Psychia- 
ш; а Staff Psychologist, Elgin State Hospital, 
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ml. of 10% trichloracetic acid. 
10% trichloracetic acid = 


with the bromate reagent 
Serum equivalent concentrations of ! 


from 50 mg. to 600 


liberated. 
these concentrations 
bromine, i 


within 2 to 3 minutes to 


state. This oxidization is 
bromate reagent. 


equivalent 
mg through 100 2018.2. 


Psychiat., 114: 232, Nov. 1957. 
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G DRUG PATIENTS ? | 
DISCHARGES yes. 


year. Only female patients who had been 
incontinent, destructive, combative a 
who frequently disrobed were include 
By February 23, 1959, exactly 4 years atter 
the project had begun, 822 patients hac 
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been treated. Their average age was 41, 
_ their average hospitalization 8 years. Of this 
‘number, 258 had been discharged during 
the 4 years and remained оп chlorproma- 
_ zine and reported at 3-week intervals to a 
3 ial drug clinic at the hospital For 
farther details of the project and the func- 
- tioning of the drug clinic see previous re- 
ports(1, 2, 3, 4, 5, 6). 

— Of the 258 discharged, 101 patients were 
arned to the hospital during the 4-year 
. It is this group that is of special 
terest in this report. 

Forty-two of the 101 returnees were dis- 
arged a second time, but 18 of these 42 
once more. Six of these 18 were 
ed for a third time, and they re- 
^d again. Thus, at the end of the 4- 
period, 24 patients of the 101 returnees 


ed. 
e 77 patients of the original 958 
ed were back in the institution at 


he reasons for return of the 42 patients, 
е or several times, as the case may be, 
as follows : (a) Relapsed in spite of 
| drug regularly, 24; (b) uncoopera- 
to taking drug, 9; (c) placebo re- 
Pd (d) irregular clinic attendance, 
(e) family unwilling or unable to keep 
patient, although no relapse occurred, 3; 
- (f) patient herself desired to return, 1. 
_ The average length of time away from 
- the institution during the first discharge of 
. these 42, was 8 months, but the 18 dis. 
charged a second time merely stayed away 
or an average of 5 months. The 6 who 
e discharged a third time returned 
hee been away only for a 3 months 


2 Dosa Be of da 
Dosages orpromazine during th 
large period ranged from 200 to 600 
gs. а day. After return, drug dosages were 
justed to the needs of the patient. Where 
placebo study is being conducted parallel with 


t on our dischar, i 
ts being involved in this Pet UR $n Si 
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this did not apply, other facets of the over- 
all treatment plan, or undetermined factors 
helped to bring about again clinical im- 
provement to warrant discharge once more. 
As a rule, patients who relapsed due to an 
insufficient dosage of the drug responded 
within one or two weeks to an increased 
dosage (up to 800 mgs. a day orally). 

The 42 patients who had returned and 
were discharged a second time, spent an 
average of 8 months with us between re- 
turn and second discharge, while the 6 who 
were discharged a third time stayed in the 
institution before the third discharge an 
average of 6 months. 


SuMMARY 


A note of optimism is indicated regarding 
the future of hospital-returned tranquiliz- 
ing drug patients. At the close of 4 years 
of an extended chlorpromazine study on 
once extremely disturbed mental patients, 
24 of 101 returned patients were once more 
outside the institution. Some of these had 
been discharged and returned two or three 
times. These 24 amount to 23.7% of the 
total returnees. Returned tranquilizing 
drug patients must, therefore, not become 
“forgotten people,” but deserve further 
interest and consideration. 
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TEST FOR PHENOTHIAZINE 
—PIPERAZINE DRUGS 


(Compazine, Trilafon and Analoguous Compounds) 


Mix 1 ml. urine with 1 ml. 10% trichloracetic acid. 
Add 1 ml. 1/1000 molar mercuric nitrate reagent. 
(343 mg. Hg(NOs)2.H2O in 1000 ml. conc. HC1) 


Read against color chart within 30 seconds. 


Daily Drug Dose: 
10-30 mg. 30-70 mg. 70-120 mg. 125 mg. & over 


+ ++ +++ ++++ 
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Tests and reagents for phenothiazine 
compounds in urine and their significance 
in psychiatric practice were previously re- 
ported by us(1-4). The test solutions de- 
scribed for the detection of urinary 
phenothiazine compounds in small amounts 
(3) and for Vesprin (triflupromazine) (4) 
will also reveal the presence of phenothia- 
zine drugs coupled to a piperazine ring. 
However, the color development with these 
reagents is not sufficiently intense or gra- 
dient to permit the development of a color 
chart for simple and instantaneous semi- 
quantitative readings. Moreover, reports of 
side effects and toxicity in general medical 
and pediatric journals(5-13) seem to indi- 
cate the need for a specific and reliable 
test for the piperazine-linked phenothia- 
zine compounds, especially for proclorpera- 
zine (Compazine);. 3 and. perphenazine 
(Trilafon). The following test was de- 
vised to meet this specific requirement : 

A 1/1000 molar solution of mercuric 
nitrate in concentrated hydrochloric acid 
(343 mg. Hg(NO,)».H2O in 1000 ml. cone. 
HCl) was found to be a suitable test rea- 
gent for this class of drugs. It yields a 
scale of color reactions ranging from pale 
pink via more intense shades of pink to 


1 Respectively, Chief, Acute Service ; Research Bio- 

chemist; and Director, Professional Services, VA 
Hospital, Brockton, Mass. 
. ®Pollack, B. (Am. J. Psychiat. 115: 77, 1958) 
in evaluating our test 2, tried to extend it to Com- 
pazine and found it of limited usefulness for qualita- 
tive detection of 50-150 mg. daily dose. 

3 Vesell, E. S. (New Engl. J. Med., 260 : 1078, 
1959) : The claim made for a reagent consisting 
of 10% ferric chloride in 196 hydrochloric acid, of 
which 1 ml. are added to 3 ml. urine, whereby s 
amounts of urinary Compazine metabolite are te 
portedly demonstrable, could not be confirmed by 
us in a series of 200 urine specimens, containing 
metabolites of daily doses of 10 to 15 mg. of drug. 
The pH of approximately 3 prevailing in this test is 
unsuitable for the demonstration of Compazine me- 
tabolites which call for a test pH of 1 or less, and 
purple color reactions obtainable at pH 3 are due 


ko ep reactants eg. metabolites of acetylsalicylic 


A RAPID, SEMI-QUANTITATIVE URINE COLOR TEST FOR 


PIPERAZINE-LINKED PHENOTHIAZINE DRUGS (COMPAZINE, 
TRILAFON AND ANALOGUOUS COMPOUNDS) 


FRED M. FORREST, M.D., IRENE S. FORREST, Pn.D., AND 
AARON S. MASON, M.D. ! 
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light violet and finally more intense 
for drug doses of 10 to 125 mg. per Х 
The reaction is extremely sensitive and 
produced by a fraction of a microg 
of intermediary drug metabolite contain 
in l ml. of urine, after drug doses below 
100 mg. per day. i 
The test is performed by mixing 1 m 
of urine with 1 ml. 10% trichloracetic 
shaking gently, and then adding 1 ml. 
the mercuric nitrate reagent to the m 
The resulting color complexes are of 
ed stability, especially in the lower 
doses, and should be read against the col 
or chart, graded from (+) to (HHHH. 
within 30 seconds. The pale pink (+ J 
of the color chart represents average 
drug dosage of 10 to 30 mg. the 
(++) level dosage of 30 to 70 mg. 
light violet (+++)-70 to 120 mg., а 
the more intense violet (+++ 
—120 mg. and over. (See color chart.) 
The individual levels constitute avera 
reactions compiled on the basis of aj 
proximately 500 determinations per d 
and dosage level, obtained from appr 
mately 300 different patients. A total 
well over 3000 urine specimens containin 
Compazine or Trilafon were tested. Th 
two drugs give the same color reactions. 
Limited tests with Dartal (thiopropazate), — 
which has a very similar chemical structure, — 
yielded the same color reactions as de- - 
scribed above. However, representative | 
numbers of patients on Dartal have not | 
as yet been investigated. B 
Triflupromazine (Stelazine) usually pre 
scribed in daily dosage of 6 to 40 mg. 
conforms to the lower color intensi- 
ties (+) and (++) of the color chart. 
However, 3 to 6 weeks after insti- - 
tution of Stelazine therapy, the majority of. 
patients will show a higher intensity level | 
despite constant drug dosage, and violet 
to bluish test colors of varying intensity 
may be obtained in the urines of patients. 
receiving a total daily drug dose of as li 


drug 


as 24 mg. A small number of tests with SQ 
4918, fluphenazine (Prolixin), seemed to 
follow the same pattern as would be ex- 
~ pected in view of the close chemical rela- 
_ tionship of these two drugs. The cause of 
_ this color shift can not be explained at 
_ present, and we are currently investigating 
whether this unusual reaction of the triflu- 
__ emethylated derivatives of proclorperazine 

Мапа perphenazine is due to actual accumu- 
_ lation of the drugs in body tissues, or 
— whether there is a shift in the ratio of 
_ drug metabolites in favor of the inter- 
mediary oxidation compounds which ac- 
. count for the metal color complex. In the 
. meantime it is recommended that Stelazine 
- and Prolixin color reactions be considered 
rather a qualitative means of detecting the 
a means of semi-quantitatively 
estimating the urinary drug level by this 
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Y OF MERCURIC NITRATE TESTS 


- Among a number of heavy metal salts 
- dissolved in more or less concentrated 
cids, which we investigated for suitabil- 
in testing for urinary phenothiazine drug 
etabolites, there were a number of metals, 
- €£. cerium, thorium, vanadium, chromium, 

‘molybdenum, tungsten, uranium and os- 
um—all of which may change valency 
_ and were thus potential reactants with 

the intermediary oxidative drug metabo- 
!lites-which gave excellent and intense 
| color reactions with individual phenothia- 
zine drugs. For the specific group of 
the piperazine-linked phenothiazine com- 


; , and were less specific in most 
- instances, thus 


- percentage of false positive tests, 


nitrate reagent, none 
- have been seen in more than 3000 exami- 


- nations, including control tests, During per- 
__ formance of the test, when 10% trichlorace- 


: > doses or extremely 
{ false negative tests, In such cases, the test 


E 


should be performed 1 to 3 hours after drug 
administration, during the peak excretion 
period of drug metabolites. 

False positive tests were obtained in 
approximately 2% (9 in 500) in patients 
and personnel who were not on phenothi- 
azine drugs and served as controls. Most of 
these were encountered in cases of im- 
paired liver function, and seem to result 
from reactions between the mercuric ni- 
trate reagent and bile metabolites. Thus a 
positive test should not be uncritically ac- 
cepted in patients with liver abnormality, 
whereas a negative test is always an un- 
equivocal indication of no recent phenothi- 
azine intake. 

The simultaneous presence of any other 
phenothiazine drugs will interfere with 
the semi-quantitative evaluation of the 
phenothiazine-piperazine compounds. Pre- 
vious administration of other phenothia- 
zine drugs also will interfere with the color 
intensities, unless at least a 3 months drug- 
free interval is interposed, since phenothi- 
azine drugs are eliminated in small daily 
portions over a period of many weeks after 
discontinuation of drug therapy(4).* Non- 
phenothiazine derived drugs such as res- 
егріпе, meprobamate, various types of 
energizers, barbiturates, salicylates, hs 
amins etc, do not produce color reactions 
with the mercuric nitrate reagent, and do 
not interfere with this test. 


NOTES 


ADDENDUM 


Some in vitro tests on control urines to 
which very high doses of anti-tubercular drugs 
such as streptomycin, paraamino salicylic aci 
or isonicotinic acid hydrazide plus phenothia- 
zine drugs and their metabolites had lx 
added, indicated potential interference wi 
this and previously reported tests for pheno- 
thiazine I However, no false positive or 


4An unpublished drug discontinuation study has 
in progress in this hospital since Feb. 1959, 00 
a group of chronic mental patients stabilized on long 
term daily doses of various phenothiazine drugs. 
preliminary report was given at the Research Con- 
ference on VA Cooperative Chemotherapy Studies in 
‘Psychiatry at Memphis, May 20-22, 1959, and cur 
rently, after more than 18 weeks, 2596 of the pa- 
tients continue to exctete measurable amounts © 
drug metabolites. A full report, covering the PSY" 
chiatric, clinical, Psychological and biochemical data 
will be published at a later date. 


negative tests were encountered in patients 
actually receiving combination therapy of anti- 
tubercular and phenothiazine drugs, in any 
ratio tested to date. The chemical aspects and 
clinical implications of the interference ob- 
served in vitro is being further investigated in 
this hospital. 


STORAGE OF THE MERCURIC NITRATE REAGENT 


The addition of 10% trichloracetic acid 
to the urine before mixing with the mer- 
curic nitrate reagent, reduces the acidity 
of the total volume of the test solution 
(urine plus reagent), and prevents some 
false positive tests. However, the 10% 
trichloracetic acid can not be pre-mixed 
with the mercuric nitrate reagent, since 
aqueous or alcoholic components, or even 
prolonged exposure to atmospheric mois- 
ture renders the mercuric reagent inef- 
fective for formation of the color complex 
with the phenothiazine drug metabolites, 
due to a rapidly proceeding hydration proc- 
ess. The mercuric nitrate reagent must 
therefore be stored in a tightly closed 
bottle. 


SuMMARY 


A specific urine color test for the pipera- 
zine-linked phenothiazine drugs (Compa- 
zine, Trilafon, Dartal, Stelazine, Prolixin, 
etc.) is reported, in which 1 ml. of urine 
is mixed with 1 ml. 10% trichloracetic acid. 
To this mixture 1 ml. of 1/1000 molar 
solution of mercuric nitrate in concen- 
trated hydrochloric acid is added. The 
resulting color is read within 30 seconds 
against a color chart showing 4 color in- 
tensities, marked from (+) to (+-+++), 
for daily drug doses from 10 to 125 mg. 


BREVITAL ANESTHESIA IN ELECTROCEREBRAL THERAPY 


EMERICK FRIEDMAN, М.Ю! 


In a recent preliminary report(1) Brevi- 
tal? was found to be an ultrashort acting 
intravenous anesthetic agent well suited for 
ambulatory electrocerebral procedures. Ra- 
Pidity of action and recovery from an- 
esthetic effects were prominent, as well as 


1497 State St., Albany, N.Y. 
? Methohexital (Lilly) 
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The test is suitable for semi-quantitative 
determination of Stelazine and Prolixin í 
the first few weeks of administration j 
and thereafter should be used as a quali- 
tative test. T 
No false negative tests were encoun 
in over 3000 urine specimens. Two pe 
false positive tests seen in co 
specimens are tentatively ascribed to 
metabolites arising from impaired 
function. Potential errors in the intei 
tation of these tests in case of simultan 
or previous intake of other phenoth 
drugs are discussed. 
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ease of administration and freedom from. 
complications. Within the past year, 106. 
patients have been given a total of 1,460 
electrocerebral treatments employing E 
tal as the preliminary anesthetic agent. A 
wide variety of electrocerebral treatments - 
was administered. Anesthetic efficiency, 
ease of administration, freedom from com- 
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tions, compared favorably with thio- 
: turates. However, the duration of 
- anesthesia was considerably shortened and 
"treated patients returned home or to work 
—' from the office in less than half the time 
— noted for other barbiturates. Minimizing 
— the barbiturate effect was felt to have im- 
E in evaluating this method. 

- Similar, ultrashort anesthetic action was 
found in a series of 60 trials without electro- 
| eerebral procedures. In the latter, Brevital 
- was employed for narcosynthetic therapy 
апа. for induction of sleep during EEG 
‘studies. In all of this work there was noted 
n absence of unpleasant smell-taste ex- 
- perience, frequently encountered with thio- 
— It was concluded that Brevital was of 
distinct usefulness in ambulatory electro- 
cerebral and in narcosynthetic therapies as 
well as in procedures requiring very brief 
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A satisfactory standardization for ECT 
work was developed. To each 500 mg. am- 
pule of Brevital, was added 30cc. distilled 
water and 10сс. doses of the solution were 
drawn in individual syringes. Immediately 
before administration, atropine sulphate, 
0,6 mg. and 20-30 mg. succinylcholine, in 
solution were added to the syringe. In- 
jection took 10 seconds. ECT (unidirec- 
tional) with resumption of respiration was 
completed in 60 seconds. Awakening oc- 
curred in 3-5 minutes with the patients out 
of bed, ready to leave in about 15 minutes. 

Prolonged electrocoma or electrostimu- 
lation at times required an additional 5- 
10cc. of Brevital solution (without suc- 
cinylcholine) and patients would frequently 
awaken at the end of 3-7 minutes. 
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E: CLINICAL RESULTS WITH NIALAMIDE (NIAMID) 


X Sigmund Freud is universally accepted 
as the father of modern та гаан 

ychiatry. However, we sometimes lose 
of the fact that he was originally an 


‘structure of , one da 

- would find the workings of the тд à 

—. plainable in organic and biochemical terms. 
- Most of us who have used electro-cerebral 


_ treatments of one type or another have 
. come to feel that the current causes some 
. electrochemical change in some part of 
__ the brain. Possibly the biochemists and the 
ч neurophysiologists are at the threshold of 
Ње discovery of the “magic key” that will 
_ open the portals to the unknown workings 
_ ОЁ the psyche. Some of our more enthu- 
_ Siastic_pharmacologically-oriented psychi- 
atrists and some pharmaceutical houses 
would have us believe that we have al. 
1 Attending Psychiatrist M. i 
ame id sy ary Immaculate Hospital, 


IN CHRONIC REFRACTORY MENTAL DEPRESSIONS 
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ready passed beyond the threshold. How- 
ever, the writer feels that we still have 
quite a way to go down "Chemistry Road" 
before we have reached the goal. Never- 
theless one of the important signposts along 
the road is the new group of drugs called 
the mono-amine oxidase inhibitors and 
their use as antidepressants. They have 
been euphemistically called psychoener- 
gizers, a term originally credited to 
Freud(1). 

The frst such drug was iproniazid. It 
proved to be quite successful as an anti- 
depressant. However, iproniazid was also 
highly toxic, especially to the liver, and 
has been incriminated in several fatalities. 
Naturally, there has been considerable in- 
terest in finding a suitable safe replace- 
ment. Nialamide? brought to my attention 
as a candidate with less toxicity and equiv- 
alent potency, has been used for the past 

2 Тһе author wishes to express his thanks to 


Charles Pfizer & Co. who supplied the Nialamide 
(Niamid) for this study, 
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6 months in a specially selected private 
group of chronic refractory depressions. 

Nialamide was given to 42 chronic de- 

patients that the writer was 
thoroughly familiar with for 1 to 12 years. 
All had received one or more courses 
ECT, and many were on maintenance ECT 
for several years. The criterion for success 
of the drug was the discontinuance of ECT 
entirely or the marked diminution of ECT 
administration to these hard core patients. 
In common with many psychiatrists who 
have given thousands of ECT, there is a 
desire to substitute a less hazardous and 
less formidable procedure. Despite the 
technique as described by Impastato(2, 3), 
which makes the administration of ECT 
smooth and sophisticated as compared to 
the early days of “straight” ECT with 
resultant complications and fractures, we 
would rather avoid this type of treatment 
if an equally efficacious agent could be 
substituted. 

This study reveals that almost 80% of the 
refractory patients treated were improved 
on nialamide alone or nialamide combined 
with occasional ECT. The various types of 
depressions included both psychotic and 
neurotic categories. The results show that 
12 (29%) markedly improved (i.e. no fur- 
ther ECT necessary) 21 (50%) improved 
(i.e. the number of ECT was cut to at least 


SERUM OXIDASE ACTIVITY IN CHRONIC SCHIZOPHRENICS 
TREATED WITH TRANQUILIZING DRUGS 


LEO E. HOLLISTER, M.D., AMEDEO S. MARRAZZI, М.О. AND 
CASEY, M.D.* 


JESSE F. 


In recent years oxidation of N, N-di- 
methyl-p-phenylene-diamine .(DPP) by 
serum has been studied extensively in 
schizophrenic and normal populations. 
Originally it was thought that elevated se- 
tum oxidase activity in schizophrenics 
might provide a biochemical diagnostic 
test(1). This belief has not been substan- 
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half because the time interval be 
maintenance treatments was at le 
doubled), and 9 (21%) were unimproved. 
The patients who did not respond with 
this drug were those classified in the agi- 
tated depressed group. The drug effect is 
often slow in onset, requiring about 10 or 
12 days at a dose level of 75-100 mg. d 
Because of this, extreme caution should 
used in depending on drug alone in highly 
suicidal patients. F 
Nialamide showed no toxicity in 


would be a safe drug in the hands of the 
average physician. It may be used a 
or in combination with ECT, chlorp: 
zine, meprobamate, barbiturates. The fi 
ings indicate that nialamide is a valual 
addition to the group of mono-amine о 
dase inhibitors commonly known as psy: 

izers, and is extremely safe and 
free of toxicity. a 
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tiated by a number of observers. Either no . 
essential difference between schizophrenic ' 
and normal populations in regard to oxidase - 
activity was found or the overlap between _ 
groups was so great that the test was value- _ 
less for individual patients(2, 3). Even - 
in schizophrenic patients having increased _ 
serum oxidase activity, this has been ex- + 
plained as an artifact due to decreased as- - 
corbic acid levels from marginal nutritional - 
intakes(4, 5). i 

Regardless of whether the test has any | 
diagnostic value, it would be of interest if - 
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serum oxidase activity reflected clinical 
- changes in schizophrenics under treatment. 
- An opportunity to study this aspect of se- 
4 rum oxidase activity was afforded "ài a 
_ large-scale cooperative study using double- 
я controls(6). Chronic schizophrenics 
- were treated with 5 phenothiazines (chlor- 
promazine, triflupromazine, proclorpera- 
- zine, perphenazine, and mepazine) and 
phenobarbital Measurements of clinical 
status were made prior to treatment and 
_ at the end of 5 and 12 weeks of drug 
“therapy, using the Multidimensional Scale 
for Rating Psychiatric Patients (MSRPP). 
During the course of this study measures of 
serum oxidase activity were obtained on 
patients at times corresponding with the 
cal evaluative measures. Most oxidase 
minations followed the original Aker- 
eldt technique. A few were reported in 
Which minor variations (smaller serum 
sample, longer incubation period, addition 
of buffer) were added. The distribution 
cases by drug was reasonably even, 10 
laving received proclorperazine, 8 triflu- 
-promazine, mepazine, perphenazine, and 
phenobarbital, and 6 chlorpromazine. 
An attempt was made to correlate 
changes in serum oxidase activity with 
К ges іп the total morbidity score of the 
RPP. Calculations were made of the 
rcentage change for both measures from 
e period of no drug treatment to the 5th 
and 12th weeks of treatment. A correla- 
n was then made between the mean 
. percentage changes of both measures. At 
_ the end of the 5th week there was no 
correlation at all. At the end of 12 weeks 
a weakly negative correlation was obtained 
(correlation coefficient = —24) which was 
- not significant. A further analysis of the 
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data was made for each of the specific 
drug groups. In each case serum oxidase ac- 
tivity was decreased by treament with 
phenothiazine derivatives while slightly in- 
creased with phenobarbital. However, the 
differences between the mean changes be- 
tween the various drug groups were not 
significant. 

On the basis of this study it was con- 
cluded that changes in serum oxidase ac- 
tivity were not significantly correlated with 
clinical improvement in schizophrenic pa- 
tients treated with phenothiazine deriva- 
tives. Such changes as were noted in serum 
oxidase activity tended to be contrary to 
expectation, that is, reduction in total mor- 
bidity was accompanied by increased oxi- 
dase activity. No specific effects on oxidase 
activity due to pharmacologic actions of 
individual drugs could be shown, though 
there was a tendency for the phenothiazine 
derivatives to decrease activity somewhat. 
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In 1958 Jacoby(1) described а case of 
chronic paranoid schizophrenia of 15 years’ 
7 standing who had not responded to lobot- 
omy. She was given chlorpromazine, reach- 
ing a dose of 6,400 mg. daily to control her 
symptoms. This dose has now been cut to 
800 mg. daily (unpublished work) with- 
out recurrence of her symptoms. 
Further work(2) with phenothiazines in 
chronic maximally disturbed schizophrenics 
T yielded some satisfactory results in doses 
of up to 10,000 mg. chlorpromazine daily 
and 2,000 mg. proclorperazine daily. 
T Triflupromazine is a phenothiazine about 
three times as potent as chlorpromazine 
and it was decided to try its effects on a 
maximally disturbed chronic schizophrenic. 


Case History.-G.L.G. is a colored female 
Who was born in 1913. Her early life is said 
to have been normal. 

In October 1950 she began to be seclusive. 
F She became mute, resistive and refused to eat, 

losing 70 Ibs. in weight. She was admitted to 
Central Islip State Hospital in June 1951 with 
the diagnosis of catatonic schizophrenia. She 
— remained mute and blocked and was started 
н оп ECT in December 1951 with only tem- 
—— porary benefit. 
In September 1952 she made a homicidal 
attack on an attendant, trying to strangle her. 
Following this she continued to be compul- 
- sively combative, manneristic, hallucinating 
and responding to her hallucinations. Permis- 
sion for lobotomy was refused by her relatives. 
___ In January 1955 she was started on serpasil 

with only slight improvement. She remain 
impulsively aggressive, broke windows on 
Many occasions and made several attempts 
at suicide with broken glass. She stated that 
She heard the voice of her dead father, and 
tried to kill herself so that she could join him. 
In February 1957 she was started on chlor- 
ED iine building up to a dose of 3,200 mg. 

y but remained confused, disoriented and 

combative, In May 1957 she turned over two 
evision sets because voices from them were 
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TREATMENT WITH HIGH DOSAGE TRIFLUPROMAZINE 
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talking to her and in doing so she severely _ 
injured another patient. She was started on 
regressive | shock(3), receiving 32 electro- 
convulsive treatments in 8 days. e 

She showed no improvement after this 
treatment and in August 1957 she was started ` 
on promazine, building up to a dose of 1,600 — 
mg. daily, with no observable benefit. 

In August 1957 she had several grand mal 
seizures (probably as a result of the ECT) but - 
no abnormality was seen on the electroen-.- 
cephalogram. She was started on dilantin gr. - 
1% t.i.d. because of this. 

In December 1957 the patient was started _ 
on triflupromazine, gradually increasing the — 
dose until a level of 1 


1,000 mg. q.i.d. was at- — 
tained. At this level she was in fair contact - 


ous but rather fragmentary. 
lucinations but could sometimes be seen take 
ing to herself and addressing non-existent - 
people. By June 1958 she had improved suf- 
ficiently to be given parole of the hospital 
grounds. Her family were very satisfied with 
her condition and wished to take her home ~ 
overnight, although in the opinion of her 
physician she was not yet well enough. | 

Table 1 shows the blood level two hours — 
after each dose of triflupromazine. The patient _ 
weighed 80 kg. so the dose of 1,000 mg. was - 
equivalent of 12.5 mg. triflupromazine per kg. — 
body weight. s 

At no time 
this level did 
sonism, liver damage, 
potensive attacks. 

She was maintained on 4,000 mg. triflupro- — 
mazine daily until February 1959, when she . 
accidentally set fire to herself while lighting 
a cigarette. This resulted in severe third degree 
burns, from which she died two months later. 
At autopsy her liver was normal. 


while receiving medication at - 
she show any signs of Parkin- ( 
blood dyscrasias or hy- 


DISCUSSION 


'This patient showed a response to tri- 
flupromazine in very high doses after hav- 
ing been refractory to all other treatment. 


TABLE 1 
9am llam 1pm 3pm Spm 7 bm 
1000mg. 1000mg. 1000mg. 1000mg. 


9pm ра 


SuMMARY 

A casé is presented where a dose of 

4,000 mg. triflupromazine daily was re- 
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I to Dr. Charles I. Smii 
i be found in the blood. Smith(4) states The Squibb Institute for determining the 
after oral doses of 20 mgs. of triflupro- plasma levels of triflupromazine. 
had kg. of body weight in dogs he | 
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DR. PLINY EARLE (1809-1892) 
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We celebrate this year the sesquicenten- 
nial anniversary of the birth of a great 
American President, Abraham Lincoln. The 
American Psychiatric Association can ob- 
serve a similar celebration in remembering 
the anniversary of the birth of two of its 
founders: Thomas S. Kirkbride and Pliny 
Earle. It seems only appropriate this month 
to review briefly the life of Pliny Earle, 
who was born on December 31, 1809, in 
Leicester, Massachusetts, one of the 9 chil- 
dren of a Quaker family. From his father, 
young Pliny leamed about manufacture, 
agriculture and carpentry, and thereby 
gained valuable experience for his later 
work in hospital administration. In 1826, 
after completing his preliminary education 
in Leicester, he enrolled at the Friends’ 
School in Providence, Rhode Island. He 
remained there as a teacher from 1829 
through 1835, being appointed principal the 
last year. As early as 1832 Earle began to 
study medicine; in 1835 he entered the 
University of Pennsylvania Medical School 
and received his degree in 1837. He decided 
to continue his education in Paris 
combined this objective with an extensive 
' European trip through 1837 and 1838. 

Earle was well received in English Quak- 
er circles, and here learned more about 
the York Retreat through his conversations 
with Samuel Tuke. Throughout his journey 
he visited various mental hospitals and met 
several workers in the field, including 
Esquirol and Leuret. It appears that h 
interest in psychiatry antedated his trip, 


thesis dealt with insanity. 
fascinated, moreover, watching 


1Department of Psychiatry of the New York 
Hospital (Payne Whitney Clinic) —Cornell Univer- 
sity Medical College, New York, N. Y. 

2This investigation was supported in part by a 
Research Grant (M-2146) from the National Institute 
of Mental Health, U. S. Public Health Service. 


B. Woodward treat the patients at Ё 
Worcester State Hospital. б 
On his return to America in 1839 Earl 
an office for general practice їй 
Philadelphia, but in the summer of the 
following year he gave up his practice 
order to become resident physician at 
Friends’ Asylum in Frankford. He rema 


a period of mental depression, he 
went abroad. The years following his 


Until 1852 he lived in retirement at eice 
ter, but during the next two years he ma 
tained a consultative practice in New Yo 
City and г 
physicians to the City Lunatic Asylum 
Island. Because of ill-hea 
he returned to Leicester in 1854 and 
mained there for the next 10 years. In 1 
Dr. Charles N. Nichols, chief of St. 

beths Hospital, invited him to Washington, 
and during the Civil War, after the U. S. 


proferred 
Nichols as 
hospital. 1 

Finally, in 1864, Earle assumed the man- 
agement of the Northampton State Hospit: 
in Massachusetts. Intended for chroni 
cases, mainly the foreign pauper insane, 
had been badly—and expensively—operate 
previously. Earles administrative ability 
his frugality, and his love of order and 
discipline soon achieved a striking tr 
formation. He instituted a dynamic activity 
program based on patients’ labor, and 
hospital ceased to be a liability to 
state. It became an example (although 
history may not record it as the best one) 


551 


chief of the male wing of the 
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of what economical and efficient manage- 
ment could accomplish. In addition to im- 
proving the hospital’s administration Earle 
also bettered its therapeutic program : when 
the state instituted a boarding-out plan in 
1885 most of the suitable candidates were 
found in Earle’s hospital, evidence that 
many of his patients achieved virtual re- 


covery. 
Besides psychiatry, three other themes 
predominate in Earle's life: teaching, writ- 
ing, and a liking for mathematics. He was 
one of the earlier teachers of psychiatry in 
this country; in 1853 he lectured on in- 
‘sanity at the College of Physicians and 
— Surgeons in New York, while in 1863 he 
© was appointed Professor of Psychologic 
— Medicine at the Berkshire Medical Institute 
— in Massachusetts. 
He was apparently one of the first in 
America to offer a course of educational 
* lectures to psychiatric patients, reportedly 
Я giving one while still a resident at the 
T. riends’ Asylum. It is known that he de- 
livered an elaborate series of lectures at 
the Bloomingdale Hospital, treating such 
_ various subjects аз: travel in Europe, phy- 
~ siology, electricity, chemistry, and poetry. 
He lectured to patients at St. Elizabeths 
Hospital during the Civil War, and later at 
— Northampton he continued his illustrated 
course, which was attended by approxi- 
mately half the patients and included 6 
lectures on the brain and mental disorders. 
Allied to his desire to teach was his 
inclination to write. Although he never 
obtained a reputation for literary charm 
Бе worked conscientiously from his careful 
— study and observations. Like teaching, writ- 


ing was part of the family tradition : 
E- brother published a Worcester ag 


eoe 


a cut m sait 


y- 


2 and his mother loved and composed 
‘poetry. Earle is reputed to have published 
| poetry while he was in his teens, and in 
| later years he submitted poems to a number 
of publications and corresponded with 
fa gar Allan Poe. tics "s 1841 his col- 
 1есіеа poems were pu i 
l NR Marathon. Р a PE 
—— Earle's professional writin dealt mainl 
with psychiatry and таа subjects, A 
tion of his graduation thesis appeared in 
e Journal of Medical Sciences, 


while his report of his visit to the European 
asylums was issued in 1841. Such reviews 
of hospital practice were to represent the 
bulk of his published writings. After a 
second trip through Europe he wrote a 
more extensive study treating the institu- 
tions in Prussia, Austria, and Germany. 
Perhaps his most famous medical article 
was one denouncing bloodletting, which 
appeared in 1854. Earle is best remem- 
bered, however, for his studies on the 
curability of insanity, and it was this work 
on which he wished to base his reputation 
for posterity. 

His statistical bent was evident as early 
as 1833, when he analyzed the types of 
spelling errors found in his students’ work. 
He used statistics somewhat in his gradua- 
tion thesis and more extensively in his 1848 
history of the Bloomingdale Asylum, in 
which he first pointed out that "cured" 
patients who relapsed were often admitted 
as "new" cases. He participated in assessing 
the U. S. census figures for 1860 and soon 
afterwards he induced Dr. Nichols to intro- 
duce a new form of registration at St. Eliza- 
beths which was reportedly both exhaustive 
and exhausting. Through his influence simi- 
lar forms were introduced into the Mas- 
sachusetts system in 1880. In 1876 he 
initiated his campaign against the deceptive 
system of reporting recovery throughout 
the country, finally publishing his famous 
book on the curability of insanity in 1887. 
J. S. Bockoven has well pointed out the 
negative influence of this work and has 
demonstrated that Earle himself misused 
statistics in order to prove his point. 

Earle helped to found the American 
Psychiatric Association and was active in 
its affairs over the years, serving as its 
President in 1884-1885. In the latter year 
he also resigned his position at Northamp- 
ton but accepted the state's offer of an 
apartment there and thus continued his 
bachelor life at the asylum which he had 
served for 20 years. He busied himself 
with his correspondence and his magnum 
opus, a genealogy of the Earle family, until 
he died on May 17, 1892, leaving over half 
of his $100,000 estate to philanthropic 
causes. 


1,000 miles from here is a coun- 
called Ladekspiel where taking in- 
is a crime. In Ladekspiel it is said 
that there is no such disease as diabetes. 
Any person who suffers from it really needs 
ng more than will-power to control 
"diet. People who take insulin are con- 
ed addicts. The sale or use of insulin 
"severely penalized. 
Some soft-hearted people say that the 
sulin addict can not help himself and that 
he does not take his insulin he will die. 
respectable people however consider 
nothing but the whining of man with- 
t will-power. Since the insulin addict 
not want to die he has to get insulin 
way he can. Because it is illegal to 
all it, the vendors charge enormous prices. 
P insulin addict has no lawful way of 
hg enough money to keep himself in 
ly. So he will steal and commit other 


) stay alive. When he is 


iction which caused it. 
‚ à high proportion of all insulin addicts 
k also criminals. This confirms the conten- 

that insulin addiction is just a matter 
of bad character. 

The law recognizes that insulin is medi- 
on in schizophrenia and that it is as an 

tite stimulant. Accordingly doctors are 
mitted to prescribe insulin for these con- 
ons. Indeed they may prescribe it for 
condition other than diabetes. If a doc- 
“prescribes insulin for diabetes, it is 
d that he is pandering to an evil habit. 
“he doctor can then be sent to prison. 

_ There are two large medical societies in 
dekspiel. One is the Ladekspiel Organ- 
tion of Physicians, commonly abbreviat- 
LOP. The smaller organization is the 
edical Academy of the Nation commonly 
eviated MAN. In the opinion of LOP, 
doctor should prescribe insulin for dia- 
es. They say that diabetes is an imagi- 
nary disease and that a doctor who tries 
t0 treat a diabetic for insulin is helping to 
prot the underworld. The MAN on the 
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COMMENT 


THE LAND OF INSULIN ADDICTION 


other hand, believes this is a medical matter 
and that it should be determined by med- 
ical research whether diabetes exists or is 
just a matter of will-power. All respectable 
physicians belong to LOP and are afraid 
to become involved in the controversy. а 
To track down insulin addicts and people _ 
who sell insulin, special squads have been 
organized by the police. In one hA i 
the Captain in charge of this squad an | 
illustrated lecture showing how people . 
commit crimes and women sometimes sell - 
their bodies in order to get money е 


& 
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that all people who 
be put to death at once. It is argued that _ 


this evil problem 


and for all because then there would be поб 
further demand for insulin and the illegal — 
business would fall off. Some members P 
the MAN believe that even if this were 7 
done, some children would be born into — 
the next generation who would need insulin — ~ 
to keep alive. Most respectable authorities B 
say that this is nonsense. a 
There is much argument as to whether .- 


people become insulin addicted through — 
weakness of character or through bad ` 
companions. There is also controversy as - 
to whether addicts take insulin because it 
makes them feel good or whether they take 

it to prevent the ill effects of being without 

it. It has been reported that when an insulin . 
addict goes without insulin he devolops a . 
variety of symptoms and sometimes be- 
comes unconscious. In the opinion of most 
respectable people, however, this uncon- 
sciousness is a mere pretense : an effort to 
win sympathy and get a shot of insulin. 
They are not fooled by it. 

The forces of virtue and respectability 
have finally won and the government has 
created the “Squad for Insulin Management 
and Policing” affectionately abbreviated 
SIMP. The SIMP has been sworn to a 
crusade dedicated to wiping out the insulin 


559 


0 5 year minimum ѕеп- 
for selling insulin, buying insulin, 
or making a public statement 
that insulin might be neces- 
people. 
is now expected that as the new law 
vigorously enforced, peace and justice 
descend upon Ladekspiel and that 
evil will finally be controlled. 

Henry A. Davidson, M.D., 

Cedar Grove, N. J. 


SOCIALISM 


Socialism is contrary to human nature. i 
(Sama is inseparably interwoven with totalitarianism and the abject worship of 
No socialist system can be established without a political police. 


Socialism is the philosophy of failure, the creed of ignorance and the gospel of envy. 
—CHURCHILL 


RHYTHMS, CYCLES AND PERIODS IN HEALTH 


Editor, THe AMERICAN JOURNAL OF РѕүСнІ- 


АТВҮ : 

Sin: І have studied Dr. DuBois’ paper 
with great interest. I believe however that 
no paper concerned with this matter, is 
complete without the basic research done 
by Wilhelm Fliess who devoted a lifetime 
to the investigation of periodicity in ani- 
mals, human beings and plants, in health 
as well as in sickness. The result of his re- 
search is called: “Fliessche Perioden- 
rechnung.” His publications started with : 
Wilhelm Fliess, Der Ablauf des Lebens. 
Grundlegung zur exacten Biologie, 1906 
followed by : Vom Leben und vom Tode, 
1916, Das Jahr im Lebendigen, 1919. Many 
authors have continued to expand Fliess 
theory of periodicity. I recommend the 
book by Wilhelm Schlieper, Der Rhythmus 
des Lebendigen. Zur Entdeckung von wil- 


available: Grundzuege der Fliesschen Pe- 


riodenrechnung von Richard Pfennig, 1918. “Fliessche Periodenrechnung.” 

? According to Fliess, life on our planet MD 

is bound to a fundamental biological unity John Lanzkron, NY 

of measure: a male period of 23 and а Middletown, N. ™ 
DE. 5 


REPLY TO THE FOREGOING 


Editor, Tu AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

" Sm: I am pleased that Dr. Lanzkron 
as directed the attention of readers of 
the Journal to the work of Fliess on the 
Subject of periodicity. The studies of the 
authors to whom Dr. Lanzkron refers, 45 
well as the contributions of other carly 
investigators, could not be included in a 
review which was limited, as stated, to 


CORRESPONDENCE 


substance. Fliess’ theory was derived 
biological observation, starting with the 
menstrual cycle; then he found his theory 
confirmed in his studies of the maturat 
periods of child development. Birth 
death of human beings and animals, stud 
in botany with observation of bud 
blossoming and fading of plants, 
odicities in the development and soluti 
pathological processes in human b 
were so often i 
28 and 23 d 
interpret also the 
did not fit 


in their “anlage.” 

Although Fliess has not solved the 
lem of periodicity he surely has shown 
way. It is impossible in a short lette: 
give more than a Vague idea about the 


«current thinking" about certain periodic 
activities. я a 
It is hoped that Dr. Lanzkron’s remar 
will prompt others to comment on 


- 


teresting and voluminous literature per- 
taining to periodicity. 9 
Franklin S. DuBois, М.Ю, — 

Silver Hill Foundation, 

New Canaan, Connecticut. 


p. 


Editor, Tue AMERICAN JOURNAL or Psycut- 
ATRY : 
Sm: A clinical note in the July, 1959 
issue of the AJP, Drs. Braun & Rettick pre- 
sent “A Study on the Value of the Funken- 
stein Test as an Indicator of the Effective- 
ness of Ataractic Drugs.” They present their 
findings with 30 patients, given the me- 
cholyl and epinephrine test described by 
Funkenstein, who were subsequently placed 
~ on chlorpromazine and reserpine. 
_ — "They state that the patients were rated 
"according to the blood pressure responses 
~ as described by Funkenstein et al. in the 
| AJP, July 1949. 
3 In spite of their claims, they do not 
E the patients in the 7 groups described 
Funkenstein. They do not describe what 
| they mean by "mecholyl sensitive" and “ері- 
nephrine sensitive" patients (these phrases 
— were not used by Funkenstein). Nor do 
they indicate what they mean in referring 
to their amazing group of subjects who 
showed “No response to Funkenstein Test." 
E Equally provocative is that they found no 
"patient who was "sensitive" to both mech- 
_ oly] and epinephrine. 
F Allowing for these deviations from Fun- 
kenstein’s grouping classifications, - how- 
_ ever, and jumping right to the presentation 
_ of the results and conclusions, we come to 
_ the crux of my discontent. The authors, in 
- summarizing their results, submit the fol- 
lowing conclusion : "the test offers no prog- 
- nostic indicator as to the clinical effective- 
ness of the two drugs tested." 
A careful look at the table presented 


r 
3 
A 


г. 


à pev. THE AMERICAN JOURNAL or Рѕусні- 
— Sm: We appreciate the o i 

answer Dr. DiMascios lett 3 rupem 
_ Dr. DiMascio finds the test 100 percent 
“accurately prognosticative. We looked at 
p eR from a ату angle: eight 
: ve patients with a 

improved with ataraxics (66.6%). Si da 
-. Apparently our conclusions were not 
clearly stated. We found that the Funken- 
Stein test offered nO prognostic indication 
ою distinguish between chlorpromazine and 
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FUNKENSTEIN TEST 


gives glaringly obvious evidence that the 
opposite conclusion should have been prof- 
ferred for in every case patients who made 
improvement on either chlorpromazine or 
reserpine had shown “no response to Fun- 
kenstein Test.” All patients exhibiting any 
response at all to the Funkenstein Test 

no improvement when placed on 
drugs. Thus the test was 100€ accurately 
prognosticative. 

Theoretically, one should expect that 
this inverse relationship might occur in- 
asmuch as those patients who fall into a 
Funkenstein grouping that augurs well for 
EST are mainly patients with depressive 
symptoms. These patients do not respond 
best to “tranquilizing” drugs. Patients who 
do not have a favorable Funkenstein test 
are more usually the agitated, disturbed 
type who respond to “tranquilizing-seda- 
tive” compounds. 

Such a finding is of tremendous value to 
psychiatry, for if this finding is amplified 
and verified, we now have an objective 
criterion for predicting drug therapy out 
come. 

It will be interesting to see if the Funken- 
stein Test can be useful in predicting ther- 
apy outcome for those patients placed on 
“antidepressant” medications. Funkenstein 
does state that the autonomic grouping 
should predict clinical response regardless 
of therapy used. 

Alberto DiMascio, 
Principal Investigator, 
Psychopharmacology Research Project, 
Mass. Mental Health Center. 


REPLY TO THE FOREGOING 


reserpine as to their clinical effectiveness. 

Epinephrine sensitive means mark 
blood pressure response (rise), mecholyl 
sensitive means marked blood pressure fall, 
both described in the paper by Funkenstein 
et al. (Am. Psychiat., July 1949). No res- 
ponse meant to us no marked change in 
blood pressure. 


Manfred р; May 

Seymour Rettick, M.D., 
E VA Hospital, 
Bronx, N. Y. 


REPORT OF THE 
BRANCHES TO THE 


i! 


|... The accompanying proposals to amend 
"the constitution and by-laws represent а 
major step in the growth of your APA. 
é "The Parliamentarian, Dr. Henry A. David- 
© son, has prepared the attached memoran- 
_ dum and the Speaker has been directed by 
the Executive Committee to write this 
explanation. 
__ At present all new applications for mem- 
in the American Psychiatric Asso- 
‹ are handled by the Membership 
nmittee. In recent years it has been 
mped by the ever-increasing numbers 
f applications. The constitutional changes 
ed in Proposal 1 permit District 
aches wishing to do so to assume the 
Hon of processing new applications 
membership or associate membership 
ing in their local geographical areas. 
tance by the local District Branch 
omatically means APA membership. 
s is similar to the process whereby 
eptance for membership in a county 
: E society confers membership in 
] te medical association and American 
Medical Association. 
_ Proposal 1 also indicates that, where no 
Branch exists or where the Dis- 
ct Branch does not choose to process the 
p applications, the Membership 
mmittee will continue this function. If 
- an applicant is rejected by a District Branch 
E right to appeal is embodied in section 


* 
px 
S 


mbers 


“Proposals 2 and 3 are similar in almost 
ery respect. They contain the regulations 
the organization of District Branches 
tion 1), membership (section 2), pro- 
ng of APA membership applications 
ection 3), jurisdictional adjustments (sec- 
n4). ге remaining sections embody ч 
les governing the functioning 

District Branch. с 

er, if section 2 is compared in 
s 2 and 3 there is a difference. 


OFFICIAL REPORTS 


SPEAKER OF THE ASSEMBLY OF DISTRICT 
: MEMBERS OF THE AMERICAN PSYCHIATRIC » 
OR ASSOCIATION REGARDING THE PROPOSAL TO AMEND THE 
po CONSTITUTION AND BY-LAWS 


Proposal 2 states the District Branch “n 
elect as Affiliates, physicians . . . who are 
not eligible for membership in the Brane А 
In Proposal 3 this statement is 
absent. Proposal 2 was the reco ано 
of the APA Executive Council while F 
posal 3 was added on the written pe 
of a group of APA members. Parado; 
whether you vote on Proposal 2 or 3 
result will be the same, namely, that 
uirements for membership in a Distric 
Branch will be the same as for member: 
ship in this Association. Dr. Davidson ha 
indicated in his memorandum the 
tions of these two proposals. Simply stat 
an affirmative vote for Proposal 2 w 
mean that you are favorably 
those District Branches wishing to do 
having non-psychiatrists (neurologists, 
diatricians, general practitioners, interni 
icipate in the District Branch activitie 
although. without membership status. As 
mentioned, some 10 District Branches ha 
a category of Affiliates. These are not Affili 
ate Members. An Affirmative vote for P 
3 would not interfere with Dis 
Branches having Affiliates since as 
by Dr. Davidson, “Proposal 3 would n 
expel the present affiliates—it would mere 
fail to write them into our by-laws.” 
The writer, as Speaker of the Assemb 


chiatric Association. 
on either Proposal 2 or 3 will provide the 
rules under which the District Branch | 
will function in relation to the APA. y 
Respectfully submitted, 

Alfred Auerback, M. D., 

Speaker, 

Assembly of District 

Branches 


< 


Тһе ballot carries three propositions, 
bered 1, 2, and 3. Number 1 would 
d the Constitution by processing most 
membership applications through the 
Jistrict Branch. Read sections 14 and 15 
see how that works. If an applicant 
res outside the area of a Branch, the 
resent method of election would still apply 


see section 13. 
1 нефа on proposal number 1, 


Р 


of processing new appli- 
the District Branch if one 


п vote "No" on proposal number 1, 
or continuing the present system of 
on “at-large” with the Branch serving 
"an advisory capacity. Note: An amend- 
nt to the By-Laws is needed to effect 
position 1 because that proposition re- 
з to УЗ. of the amended By-Laws. If 
"vote “No” above, then you must also 

e proposal 2 and “No” on 


diction 


3 (but not both). 
П and 3 are proposed amend- 
ient to the By-Laws. 'The two proposals 
proposal number 2, "A District Branch 
elect, as Affiliates, physicians . . . who 
are not eligible for membership. Affiliates 
not members and will be ineligible to 
or hold office." Proposal number 3 is 
t about this and simply says “Require- 
nents for membership in a District Branch 
w E» the same as for membership in the 
_ If you voted “No” on proposal number 1 
you must vote “No” on both +2 and #3. 
-If you voted “Yes” on proposal number 1 
you must vote "Yes" on either #2 or #3, 
$ E men Зола on both #2 and 
F. ce iberately omi! 
that is found in #2. i eto 


EXPLANATORY MEMORANDUM ON PROPOSALS TO AMEND 
THE CONSTITUTION AND BY-LAWS 


[ December 


What is the meaning of the difference 
between #2 and #3? Proposition number 
2 was endorsed by the APA Council. This 
is the one which permits "Affiliates." Some 
ten District Branches already have Affil- 
iates, Proposition number 3 originated 
by petition. It is silent about Affiliates. 

The arguments in favor of permitting 
affiliates are (1) Since Affiliates must be 
physicians, there is no danger of laymen 
identifying themselves with organized psy- 
chiatry under this provision; (2) It per- 
mits neurosurgeons, neuropathologists, pe- 
diatricians and psychosomatically o:iented 
physicians to take part in our actvities— 
though not to vote; (3) Rejection of pro- 
posal 2 would mean open repudiation on 
nonpsychiatrists already affiliated with ten 
District Branches; and (4) Welcoming 
other- M.D.’s will reinforce psychiatry's 
identification with medicine. If you feel 
this way, vote yes on proposal 2 and vote 
no on proposal 3. 

Those who prefer proposition 3 say that : 
l. A psychiatric organization must not 
recognize participation by  nonpsychia- 
trists; 2. The other M.D.’s can certainly 
attend scientific programs as guests, but 
should not be formally recognized as or- 
ganic elements of the Branch ; 3. Proposal 
3 would not expel the present affiliates—it 
would merely fail to write them into our 
By-Laws; and they are not recognized in 
our By-Laws now anyway; and 4. We 
should not have different standards for 
Branch and APA membership. If you agree 
with these points, vote no on proposal 2 
and vote yes on proposal 3. 

If you voted no on proposal 1, you must 
vote no on both 2 and 3 because proposal 
1 cannot work unless either 2 or 3 is 
adopted. 

If you voted yes on proposal 1, you must 
vote yes either on #2 or #3 but not both. 


Pnorosan Numser 1. 

Article III, section 3 of the constitution is 
amended by adding to the fifth sentence 
which now reads : “It shall be the duty 
of this committee to make a report and 
recommendation to the Council on 
every application for every class of 
membership" the following clause : 
* . . except as hereinafter provided." 

There are then added to Article III of the 
Constitution, four new sections as fol- 
lows : 

12. When ап application for Membership 
or Associate Membership is received 

from a person who has never before 
belonged to this Association, the Sec- 
retary will determine and certify that 
the applicant does, or does not, reside 
in an area under the jurisdiction of a 
District Branch approved for the pur- 
pose of processing membership appli- 
cations, as provided under Article V, 
Section 3 of the By-Laws. If the appli- 
cant does not reside in such an area, 
the provision of Section 13 below will 
apply. If he does, the provisions of 
Section 14 will apply. 
. If the applicant does not reside in an 
area under jurisdiction of a District 
Branch, the application will be for- 
warded to the Membership committee 
of this Association which will survey 
it and report thereon to Council. If 
Council approves, the application wi 
then be submitted to vote by the voting 
members of the Association at an An- 
nual or Special Meeting. In its recom- 
mendation, Council will determine the 
appropriate grade of membership. 

14. If the applicant resides in а locality 

under the jurisdiction of a District 

Branch approved for the purpose of 

processing membership applications, as 

provided under Article V, Section 3 

the By-Laws, the application will be 

forwarded to the Secretary of that 

Branch and the applicant so noti ed. 

If the applicant is elected to member- 

ship in the District Branch, this will, 

without further process, make him a 

member of the American Psychiatric 

Association in the grade certified as 


PROPOSALS TO AMEND THE CON 


the District Branch, 


days of being notified, appeal to the 
Membership Committee of 

ican Psychiatric Association. If no such 
appeal is filed within that time, his 
name will be withdrawn from further 
consideration for membership, without 
prejudice to his right to initiate a new 


application a year 
rejection. 


15. If a rejected applicant, under the pro 
vision of Section 14 above, appeals to 
Committee of the 

American Psychiatric Association, th 
Committee will investigate the matter, 
obtaining from the District Branch the 
reasons for the rejection. If the 
cant wishes, the Membership 


the Membership 


Meeting where the 


termined. If the Council so decides, the 
name may be submitted to the genera 
membership for dispositive action ; 
the rejection of the District Branch 


be sustained. If the 


in spite of the rejection by the Bra 
he will become an at-large member 


STITUTION AND BY-LAWS 


appropriate by the Secretary of th 
Association in consultation with th 
Membership Committee of the Associ- 
ation. If the applicant is Y 


he may, within 


or more 


matter will be d 


applicant is ele 


the Association and not a mem 


the District Branch 
ARE YOU IN FAVOR O 


POSED AMENDMENT TO 


CONSTITUTION, 


ber 1? 
Yes 


PROPOSAL Num- 


No 


ProrosaL NuMBER 2. 
Article V of the By-Laws is rescinded 


may be Associate 
in a contiguous 


Members), resi 
geographical i 


F THE PRO- 


| Ge 


14 
ne 


g 
or 


ot 


HE 


"m. 
in its place the following is inserted : ; 


Article V : 
1. When a group of not less than twenty 
members, (not more than 20% of wh 


covered by the American Psychiatric 
Association, desire to create a District 
Branch, they will proceed in the fol- 
lowing manner. They will submit to the 
Recorder of the Assembly of District 
Branches a petition personally signed 
by the proposed charter members, to- 
gether with a proposed Constitution 
and By-Laws of the Branch, proposing 
the designation by which it would be 
known and requesting a specific geo- 
graphical jurisdiction. The Assembly 
will consider the application and make 
report and recommendation to the 
Council. If the Council approves, the 
proposal will be submitted to the gen- 
eral membership of the American Psy- 
chiatric Association for disposition ; if 
approved by a majority of the members 
poc the District Branch will be 
created. 


.. 2. Requirements for membership in a 


District Branch will be the same as for 
membership in this Association. A Dis- 
trict Branch may elect, as Affiliates, 
physicians practicing or residing in its 
geographical area, who are not eligible 
for membership in the Branch. Affli- 


_ ates are not members and will be in- 


eligible to vote or hold office in the 
Branch. 


1.8. A District Branch shall be considered 


deo ee 
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as approved for the purpose of process- 
ing American Psychiatrie Association 
membership applications when its geo- 
graphical boundaries have been clearly 
defined in its approved constitution and 
after certification by its officers to its 
willingness and ability to serve in this 
capacity has been received by The 
Secretary. Such status may be rescinded 
by written request signed by the Pres- 
ident and Secretary of the District 
Branch and approval by Council or 
upon recommendation of the Chair- 
man of the Membership Committee 
with the concurrence of the Assembly 
and Council. 


. If the creation of a new District Branch 


requires an alteration in the jurisdic- 
tional area of an existing District 
Branch, and such change is agreed 
upon by the existing District Branch 
such fact shall be communicated to the 


mur mae an. 


Assembly by a letter from the Secretary 
of the existing District Branch addressed 
to the Recorder of the Assembly. If such 
alteration is objected to by the existing 
District Branch, representatives of both 
groups will be invited to attend and 
discuss the matter when it is consid- 
ered by the Assembly and by the 
Council. The Assembly will make 
recommendations to Council and Coun- 
cil will make recommendations to the 
Membership of the American Psychi- 
atric Association at an Annual or Spe- 
cial Meeting concerning final disposition 
of the matter according to majority 
vote. 

5. Each District Branch will elect its 
officers, arrange its programs, and pro- 
vide for its own expenses. District 
Branch Officers shall enter upon their 
duties at the close of business at the 
Annual Meeting of the American Psy- 
chiatric Association next following 
their election. 

6. Each District Branch shall select from 
its membership a representative who 
shall be elected by the Branch at such 
time, in such a manner, and for such 
term as the members of the Branch 
shall determine. (Balance continues as 
now written under Article V, Section 2 
of the By-Laws. ) 

7. The relationship between the Assembly 
of District Branches and the individual 
District Branch shall be regulated by 
the provisions of the Procedural Code 
as adopted by the Assembly of District 
Branches. 


ProposaL NuMBER 3. 


This is identical with Proposal Number 2, 
except that V.2, would read : 

2. Requirements for membership in a 

District Branch will be the same as for 
membership in this Association. 
NOTE: You can not vote for both Num- 
ber 2 and Number 3 as they are reciprocal- 
ly exclusive. Proposal Number 2 says that 
a District Branch may “elect as Affiliates, 
physicians . . . who are not eligible for 
membership. Affiliates are not members and 
will be ineligible to vote or hold office. 
Proposal Number 3 omits this. 


You may, of course, vote “No” on both ; 


ut you may not vote "Yes" on both. Are you in favor of Proposal Number 3 
ire you in favor of Proposal Number 2 (which is silent about Affiliates) ? — 
Е (which permits Affiliates) ? Yes on Number3 —— 

) Yes on Number 2 — No on Number 3 
— — —..No on Number 2 ) 


WAR PSYCHIATRY 


(| Psychiatrists are much better informed about people's weaknesses than 
. their strengths. 


E. World War II had a rate [of rejections for emotional disorders] eleven times as @ 
р ‘as World War I. Since there is no basis for believing that the emotional state o 
_ American public has declined during a generation when its health and educational 
- levels were improving, the only tenable explanation for this tremendous rise in the 
“ejection rate was the establishment of а new criterion, reflecting a new philosophy of 
есен. 

E. During the early part of World War II the Army made its selection standards higher H 
"than would otherwise be necessary by insisting that all men had to be converte A 
h into infantrymen, even though no more than two out of five servicemen would eventually x 
serve in ground combat units. This doctrine of maximum convertibility is largely — 
. responsible for the fact almost one million men were rejected on psychiatric grounds, » 


— — We believe that screening tried to do too much and therefore was largely ineffective, 1 3 
[ —Етл GixzpEnc, Pu.D., and Associates — 
(The Lost Divisions, 1959) _ 


» 
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- — "The worth of the state, in the long run, is the worth often of the individuals cor M 
osing it; апа... a state which dwarfs its men, in order that they may be more docile 
ents in its hands even for beneficial purposes—will find that with such men no 


-great thin lished. » 
Brea gs can be accomp —John Stuart МШ 
x 
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eRICAN GROUP PSYCHOTHERAPY Ås- 
лтох.—Тһе Association will hold its 
Annual Institute Stressing the Group 
rapist-his personality, training and 
ctions, on January 27 and 98, 1960 at 
‘Henry Hudson Hotel, 353 W. 57 Street, 
"York City. The 17th Annual Confer- 
_ of this Association will follow on 
29 and 30, 1960 at the Henry 
n Hotel. 

program information, write to Amer- 
Group Psychotherapy Assoc, Inc., 
Broadway, New York City 19, Room 
N. Y. 


KennetH W. Cuapman.—The death 
. Chapman, Associate Director of the 
cal Center, National Institute of 
th, Bethesda, Md., occurred Septem- 
.18, 1959. Dr. Chapman, a commis- 
ed officer of the Public Health Service 
e 1939, had been on the Clinical 
nter staff since 1957. He was an inter- 
ly known in the treatment 
'cotics addicts and had been chief of 
ublic Health Service Narcotics Hos- 
Lexington, Ky., from 1952 to 1954. 


orta Pacmic Disrmicr Branca APA. 
following officers were elected at 
ual business meeting of the North 
District Branch of the American 
tric Association September 24, 
Douglas Alcorn, M.D. Victoria, 
president ; James G. Shanklin, M.D., 
and, Ore., president-elect ; Ralph 
eise, M.D., Seattle, Wash., secretary- 
surer. Council Members : John Evans, 
D., Portland, Ore.; Herbert S. Ripley, 
M.D., Seattle, Wash.; Frank McNair, 
., Burnaby, B. C.; Charles H. Jones, 
-D., Sedro Woolley, Wash., Representa- 

the Assembly of District Branches 
е American Psychiatric Association. 


t Noyes’ New  ApromrMENT.—Dr. 
ur P. Noyes, presently retiring as 
superintendent of the Norristown State 

ospital, has been designated Director of 
5 775508 2 М 
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NEWS AND NOTES 


Professional Education by the Pennsyl- 
vania Department of Public Welfare. He 
will give lectures on both the history of 
psychiatry and medico-legal psychiatry at 
his own hospital in Norristown and at the 
Eastern Pennsylvania Psychiatric Institute 
in Philadelphia and at the Allentown State 
Hospital. 

Dr. Noyes hospital friends have pre- 
sented to the Norristown State Hospital a 
life-sized portrait of him which will hang 
in the administration building of the insti- 
tution which he has directed so many years. 


Dr. Cameron Нохокер.-Тһе Royal 
Medico-Psychological Association of the 
United Kingdom accorded Dr. D. Ewen 
Cameron, chairman of the department of 
psychiatry of McGill University, the dis- 
tinction of being made an Honorary Mem- 
ber of the Association at its annual meeting 
held in Glasgow, Scotland, July 14-17, 
1959. 

The Royal Medico-Psychological Associa- 
tion is one of the oldest psychiatric organi- 
izations, having been established in 1841. 
Among those who have been made Hon- 
orary Members in recent years are the Rt. 
Hon. Lord Adrian, Sir W. Russell Brain, 
The Rt. Hon. The Earl of Feversham, Sir 
David K. Henderson and Professor Carl 
G. Jung. 


Tue New Үовк State DivisionaL MEET- 
ING.—The 1959 Divisional Meeting of the 
New York State District Branches, Ameri- 
can Psychiatric Association, will be held 
at the Biltmore Hotel, New York City, on 
November 27, 28 and 29. Scientific ses- 
sions and panel discussions will be devot- 
ed to topics of current interest : Combined 
Psychotherapy and Drug Therapy ; Soviet 
Psychiatry; Analysis of Tape-Recorded 
Psychiatric Interviews ; Sociologic Aspects 
of Psychiatry; After-Care Programs; The 
Status of Hypnosis in Psychiatric Therapy ; 
Office Psychiatry and Prepayment Plans. 
Panel participants have been chosen on the 
basis of their first-hand knowledge of the 
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controversial issues under consideration. 
Dr. Leo Kanner, retiring professor of 
child psychiatry, Johns Hopkins University, 
and an international authority in his field, 
will give the Academic Lecture: Child 
Psychiatry, Retrospect and Prospect. 


AMERICAN EPILEPSY FEDERATION 
Formep.—Twenty-three lay epilepsy soci- 
eties in 11 states banded together in Mil- 
waukee on September 13, 1959, to form 
the American Epilepsy Federation, the 
purpose of which is to unite all existing 
lay societies throughout the world into a 
single cohesive unit. 

Mrs. Albert Grass of Quincy, Mass., is 
President of the Federation. Physicians on 
the Board of Directors are W. G. Lennox, 
Boston, and Harriot Hunter, Denver, Vice- 
Presidents; Madison Thomas, Salt Lake 
City, and Agustus Rose, Los Angeles, Di- 
rectors-at-Large. 

The Federation's office is located at 77 
Reservoir Road, Quincy, Mass. 


Dn. BeLa Міттегмамҹ, Тһе death of 
Dr. Mittelmann, visiting professor at the 
Albert Einstein College of Medicine, New 
E City, occurred October 4, at the age 
0 k 

Dr. Mittelmann was born in Budapest 
and was graduated in Medicine from the 
University of Prague in 1922, coming to 
the United States soon afterward. He has 
been a consultant at various New York City 
Hospitals and for many years maintained 
à private psychoanalytic practice in the city. 

e was a diplomate of the American Board 
of Psychiatry and Neurology. His death 
was due to a heart attack. 


Acapemy or Psycnoanarysis.— The mid- 
д meeting of the Academy 

e held on December 5-6, 1959, at the 
tel Roosevelt in New York City. The 
“Peng of the first day’s meeting will be 
yay hoanalytic Concepts in Allied Fields.” 
Harold Lasswell, Ph.D., will speak on the 
implications of psychoanalytic concepts for 
Political science; Weston LeBarre, Ph.D., 
on the implications for anthropology, and 
alcott Parsons, Ph.D., for social science. 

€ second day's meeting will be d 
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to clinical papers by members of 
Academy. 


Tue Satmon Lecrures.—The Saln 
Committee on Psychiatry and Mental 
giene has announced the 27th Tho 
William Salmon Lectures. They will 
given by Curt Paul Richter, Ph.D., proi 
sor of psychobiology, the Johns Ho 
Medical School. His subject will be - 
logical Clocks in Medicine and Psychiatry.” 

The lectures will be given at the New 
York Academy of Medicine, Wedne 
December 2, 1959, afternoon and even 


SOUTHERN PSYCHIATRIC ASSOCIATION 
—The annual meeting of the South 
Psychiatire Association was held Octo! 
4, 5, and 6, 1959 at the Sheraton-D 
Hotel, Dallas, Texas with Dr. Joseph 
Knapp, President, presiding. 

The following papers were prese 
the scientific session : 

“Symbiotic Participation in the Inves 
tion of Schizophrenia” by William S. Wie 
dorn, Jr., M.D. and Charles Watkins, M.D., 
New Orleans, La. | 

“A Sociological and Psychiatric Study 
the Interrelationship of Social Struct 
and Patient Behavior in Mental Hosp: 
by Bernard Holland, M.D., Atlanta, Ga 

“Teaching of Behavioral Science to Med- 
ical Students and Psychiatrie Residents” 
by William T. Lhamon, M.D., Houston, 
Texas. aa 

“The Practice of Psychiatry in Small and - 
Medium Sized oma rh by Pete C. 
Palasota, M.D., Abilene, Texas. $ 

“Some Observations оп the Effect of 
Toxic Doses of Atropine on Cerebral Elec- _ 
tro-Activity" by William P. Wilson, M.D., - 
Galveston, Texas. E 

“Foundations’ Interest in Psychiatry and ^ 
Mental Health" by Robert L. Sutherland, 
Ph.D. Austin, Texas and Aaron Sartain, _ 
Ph.D., Dallas, Texas. q 

“Current Status of Postgraduate Training — 
in Psychiatry for General Practitioners” by | 
C. J. Ruilmann, M.D., Austin, Texas. 

“Drugs and Psychotherapy” by August 
Yochem, Jr., M.D., Atlanta, Ga. ‚ 

“Contributions of Psychology to Psychi- - 
atry and Medicine” by Robert L. Stubble- 
field, M.D., Dallas, Texas. 
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“Electronconvulsive Therapy in The 
U. S. 1939-1959: Its Development and 
Problems” by David J. Impastoto, New 
York City, N. Y. 
At the business meeting 23 new members 
were selected, and the new officers which 
F were elected as follows : 
Ln President: David A. Wilson, M.D., Char- 
grlottesville, Va. 
7 President-Elect: Conrad Wall, M.D., 
New Orleans, La. 
M Vice-President: Sullivan Bedell, M.D., 
Vice-President : Benjamin Morton, M.D., 
Secretary-Treasurer : Richard C. Proctor, 


D., Memphis, Tenn. 

Memorial was held for the deceased 
mbers, and a tribute was read to Dr. 
ard Masters, a member of the Board 
) who died last year. 

Dr. Wilson announced that the 1960 
“meeting would be held October 2 through 

at the Cavalier Hotel at Virginia Beach. 
Richard C. Proctor, M.D., 

Secretary-Treasurer, 

Southern Psychiatric Association. 


Reports = 2ND INTERNATIONAL Con- 
Gress FOR Psycuiatry, Zuricu 1957.—In 
E. July 1959 the 4 volumes of the “Congress- 

, Report" (totalizing 1828 pages) were sent 
to all registered members of the Congress. 
With this the Organizing Committee has 
accomplished its task and the Congress 
_ Office could be closed. However, some of 
the parcels were returned by the post of- 
fices, presumably due to possible changes 
— of addresses. May I therefore ask all the 
-. participants of the Congress, who did not 
receive this Report, to inform me of this 
_ fact by December 31, 1959, at the latest. 
Physicians, who were not members of 
_ the Congress, and who are interested in 
- the Report (as well as libraries which are 
- interested) can order the four volumes at 
Ње price of Swiss Francs 50.—from Art 
| Institut Orel Füsli A. С, Zeitschriften- 
: ilung, Dietzingerstrasse 3, Züri 
(Switzerland). ; ҮА 


Max Nonne.—On August 12, 1959, a 
historical figure of German neuropsychiatry 
died in his 99th year of life, Max Nonne. 
His death almost coincided with the death 
of another giant of the same generation, 
Oscar Vogt. 

Nonne was born, and also died, in Ham- 
burg. He studied medicine in Heidelberg, 
where W. Erb decisively shapened his 
entire professional life. Although Nonne 
belonged to a school of neurology which 
originated in internal medicine, his interest 
in psychiatire problems is best ex plified 
by his contributions to the field of Trau- 
matic Neuroses. During the first world war 
when he attacked Oppenheim’s organic 
concept of the traumatic neurosis, he saw 
them as purely psychogenic manifestations 
and treated them successfully with sugges- 
tive methods. 

His main contribution was his book Syph- 
ilis und Nervensystem which was first pub- 
lished in 1903. For several decades he was 
a world-famous consultant on neurosyphilis, 
and he himself placed his work as a prac- 
ticing neurologist above his scientific in- 
terests. When Hamburg became a univer- 
sity he was one of the first in Germany to 
teach neurology as a specialty separated 
from psychiatry. His neurological service 
in Krankenhaus Eppendorf included medi- 
cal and psychiatric material, and it was 
from here that many leading neurologists 
of our generation originated. 

Nonne was the last survivor of the 
founders of the Gesellschaft Deutscher 
Nervenaerzte. He was honored by many 
countries and became an Honorary Mem- 
ber of the American Neurological Associa- 
tion. Until recently he took an active part 
in scientific meetings, and those who knew 
him will always remember his impressive 
personality. 


AMERICAN JOURNAL Or PSYCHOTHERAPY. 
—Stanley Lesse, M.D. of the Columbia- 
Presbyterian Medical Center and of the 
Faculty of Medicine, Columbia University 
has been appointed Editor-in-Chief of the 
American Journal of Psychotherapy. The 
editorial office is at 15 West 8lst Street, 
New York 24, N. Y. 


Hanrronp ForuM ON IxpusrRY AND MEN- 
TAL HraLTH.—On Thursday, October 1, 
1959, the Connecticut Mutual Life Insur- 
ance Company was host to an all day For- 
um in the Hartford Club, in which 100 
Connecticut industrialists, business execu- 
tives and professional people met to dis- 
cuss the responsibility of business and in- 
dustry in the problem of mental health. 
The Co-Chairmen of the Forum were Dr. 
Francis J. Braceland and Dr. Frederick 
C. Redlich. Six speakers, including two 
company presidents, two psychiatrists, à 
company medical director, and a magazine 
editor, addressed themselves to manage- 
ment to inform it that it must assume its 
responsibility to employees and to itself 
by doing something about mental illness. 

Mr. Charles J. Zimmerman, President of 
Connecticut Mutual Life Insurance Com- 
pany, made the proposal that Connecticut 
industry take the lead and set up business 
supported mental health centers to combat 
the problems which it encounters. Zim- 
merman suggested that such centers might 
be used by employees of the supporting 
companies. It would be the logical thi 
step, he said, in a program designed to 
combat what has been termed "industry's 
three billion dollar headache.” 

The three step program called for joint 
action among groups of Connecticut in- 
dustries. Mr. Zimmerman said that various 
committees should be formed of represen- 
tatives of the large industrial or business 
groups to see just what combined action 

could be taken. These committees should 
meet wtih psychiatrists and representatives 
of mental health organizations. 

Secondly, he admitted that the hiring of 
a full time psychiatrist might only be feasi- 
ble for very large organizations, but that 
various companies might band together 
to hire psychiatric counsel, which would 
be available to each group. Mr. Zimmerman 
suggested that industry should be com 
cerned with the mental health of each 
Ea "because we have a responsi- 
d to him, not only as an employee, 

ut as a human being as well.” “In fact,” he 
oe we ask them to spend the major part 

their productive time working for us 
and we must be willing to assume the re- 
Sponsibilities which go along with their 
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acceptance of our offer.” He noted tha 
executives have no corner on tensions ай 
the only way to attack the problem € 
mental illness among workers in industry iss 
to individualize the treatment. 

The only negative note was sounded. 
by one of the top editors of Fortune Maga- 
zine, who cautioned about carrying mam . 
agement's responsibility for the social wel- 
fare of its employees too far. 

Dr. John Donnelly noted that society” 
was in the early stages of an era which is 

an integration between two apai 
parently conflicting philosophies, wc 
self-interest of manages 
era of the 19th cen- 
tury, and the rights of individual man. 
philosophy of 

Dr. 
made by 
thought that by controlling excessive abs —- 
senteeism American industry might save - 
five billion dollars annually. 

The Forum was noteworthy for the fac 
that it produced concrete proj { 
business and industry to solve one of its — 
own serious health problems. E- 
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will be awarded annually to the 
of unpublished monographs—one — 
of the 1. Humanities, E 
3. Physical and Biolog- - 


prizes 

authors 
each in the fields 
9. Social Sciences, 


ical Sciences. | 
The final date in 1960 for the receipt of 


manuscripts by the committee on aw: A 
is October 1. Announcement of the aw: 
will be made in December. Full details | 
concerning these prizes may be secured _ 
on request by sending а stamped self-ad- a 
dressed envelope to the Committee on 
Monograph Prizes, American Academy ОЎ 
Arts and Sciences, 980 Newton Street, - 
Brookline Station, Boston 46, Mass. я 
cream e 
IsREAL S. WECHSLER Тестове, Тре fifth - 
annual Isreal S. Wechsler Lecture will be ^ 
given on December 11, 1959 at 8:30 раа 
in the Blumenthal Auditorium of the Mount - 
Sinai Hospital, New York City. 1 
Paul A. Weiss, Ph.D., Professor and 
Head of the Department of Developm i 


on.—In the running-head at the sole author of this paper. 


A DEFINITION OF MIND 


ID, W. A mysterious form of matter secreted by the brain. Its chief activity consists 
endeavor to ascertain its own nature, the futility of the attempt being due to the 
‘that it has nothing but itself to know itself with. From the Latin mens, a fact un- 
m to the honest shoe-seller, who, observing that his learned competitor over the way 
ied the motto, “Mens conscia recti," emblazoned his own shop front with the 
“Men’s women’s and children’s conscia recti.” 
ч —AMBROSE BIERCE, 
The Devil’s Dictionary 


d 
v "PRIMITIVE" AND "CIVILIZED" THINKING 


The primitive mental habit in its general features is best described negatively b 
ANE primitiy ly by the 
‹ term unscientific, and positively by religious, in the ordinary connotation of that term. 
_ Superstitions would be f EL е ш си ало шил, we do not here 
І T being ing simply superstitious or religious method as opposed to the 
"m scientific. This Primitive thinking does not distinguish between the natural and the super- 
. natural, between subjective and objective reality. . .. The fact is that human nature re- 
- DE билеу Primitive, and it is not easy even for those most favored by descent 
above these ie Boy ene these ideas “spring eternally” from 
permanent causes. Everyone would sti primitive were it not for education 
' and c sime and the importance of these elements in the evolution of the race can 


—Ernest CRAWLEY, 
The Mystic Rose 


pages 323 and 325 and in the table 
on "Problems of € of contents of the October Journal, the 
elopment and Functioning of ће Nerv- name of Jules H. Wasserman, a misprint 
p for Jules H. Masserman, appears in error 
as co-author. Dr. Franz Alexander was the 


ERIMENTAL PsvcHOoPATHOLOCY. Edited by 
Hoch and Zubin. (New York : Grune and 
Stratton, Inc., 1957, pp. 275. $6.50.) 
In the foreword of this excellent collection 
‘of papers Kraepelin is quoted as saying, “it is 
high time .'. . the serious and conscientious 
investigation of specific problems replaces 
clever contentions and profound arguments 
Г. . we ought now to proceed to answer them 
pot at the green table (nor arm chair), but 
"in the laboratory ; not with clever suggestions 
but with observation and measurement.” The 
contributors to this volume make many “clever 
“suggestions” but support them with carefully 
acquired experimental data. Beginning with 
infra human research, the papers include re- 
E on induced depersonalization, studies on 
an ecology, experiments in psychotherapy, 
comments on the creative process in literature, 
the utility of the model psychosis, and finally 
investigation of psychosurgical patients. Par- 
ticularly noteworthy are reports by Brady on 
the extinction of conditioned emotional re- 
sponses in rats with ECS, and by Scheflen on 
the extinction of induced fear in cats. Both 
authors extrapolate from their observations in 
the laboratory to the treatment of human ill- 
ness with Brady implying that psychothera- 
peutic intervention should be most efficacious 
in the period immediately following comple- 
tion of a course of ECT. This would seem 
contrary to clinical observation. 

Richter presents a series of experiments on 
"the much neglected area of the physiology of 
"cyclic behavior. The results suggest that parti 
‘destruction of certain endocrine pro- 
duces cycling of activity in rats. This indicates 
а mechanism for the periodic disorders in man, 
such as manic-depressive disease, polyserositis, 
arthralgia. 

. Von Mering, et al. produced depersonaliza- 
tion phenomena in man by administering 
LSD. The resultant changes in subjects were 
dependent upon the intensity and the nature 
of positive and negative feelings induced to- 
Ward the experimenter. Hoch with his usual 

ty discusses the usefulness and importance 
of the drug produced “model psychosis” in 
the investigation of schizophrenic m isms. 
The fact that psychotomimetic agents when 
- Biven to man result in an exogenous, toxic 
Psychosis, was not denied. Their value, ac- 
te to Hoch, is dependent upon_their 
Ability to approximate schizop Un 
Standing of how they interfere with certain 
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neurophysiologic, biochemical or psy 
cal systems might then shed light on si 
naturally occurring phenomena іп schizophm 
nia. In the last paper, Lesse describes an al 
A to reproduce in schizophrenic patien 
Penfield’s work on "evoked memories” wil 
temporal lobe stimulation. This he was 

able to do and he concluded that sue 
memories were related to the conditions 
resulted in convulsive disorder in the te 


areas. 

Though not all papers are of the same qu 
ty, they clearly indicate the need for ‹ 
“observation and measurement,” so that psy 
chiatry may more rapidly move 1 

J. S. GOTTLIEB, 2 

Ermersy. By Manfred Sakel. (New York 
Philosophical Library, 1958. pp. 9204. 
$5.00.) ~ 

This is a manuscript which was uncomp 
at the time of Dr. Sakel's death. The first 
is some discussion of the 

electroencephalography, and the 

of epilepsy. The tenor of the - 
discussion is really too technical for ) 
reader and yet too simple and superficial 
be of much value to the physician. Also, m 
of the statements are not generally- held b 
the modern neurologist. The second half o 
the book deals with an idea for “curi 
epilepsy which the author names the < 
*Sakel' treatment . . .”; this involves the trans- — 
planting of a portion of a "Basedow's thyr 
into the thyroid of an epileptic. Again, n 
ern concepts of neurophysiology, endocrinol- 
ogy, etc. are not dealt with. 4 

The book has some historical interest in that 
it is the last contribution of a well knoy 


figure in psychiatry. 


mptomato 


. J. Емерглмрев, M.D., 
Boston. Ma 


An Unnurniep View or EROTICA. By Ralpi 
Ginzburg. (New York: The Helmsm 
Press, 1958, pp. 128. $4.95.) 

Considering the enormous literature on Ё 
subject of this book it may come as a surp ri 
to find the present essay confined within si 
narrow limits (actual text only 96 pages). 
the author, who is Articles Editor to Esquire, 
has aimed at presenting an outline of 

the subject rather than an anthology of i 


‘dividual contributions ; to show the prominent 


of erotic subjects throughout classical 
rather than to cater to pornography 
"for its own sake. 


nity has ever been satisfactorily 
quotes D. H. Lawrence ; “What is pornog- 
Shy to one man is the laughter of genius 
other.” It is these matters however that 
З made such contrary vices as Comstockery 
ible. The authors friend Jean 
і something to say in thi 
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ter of its holy springs. In the 
n Times of 1857 Holywell is described as 
exception the most vile street in the 
d world” because of the products of 


| at America should not be found wanting 
in this line such distinguished names as Mark 
a and Benjamin Franklin are introduced. 
Mark Twain is accorded the distinction 
having published the first American erotic 
iece, 1601 in 1876. This book the 
revealed years later was written for the 
ment of his closest friend, the Rev. Joseph 
ichell of Hartford, Conn. 
“It is perhaps worth noting that the world's 
est collection of erotica is housed in the 
of the Vatican in Rome (25,000 vol- 


т 


umet dnd some 100,000 
is 


prints). The seil 


st collection is in the British Museum, 
Z^ third is the Kinsey Collection 
at Indiana University. This is pretty 


who has been collecting a 
against the Vatican's centuries, 
The final chapter in this volume comments 
on the erotic book market of today—the princi- 
publishers are in Paris, and quotes the 
elevated prices notable items are likely to 
bring, auctions being the main source of supply. 
Mr. Ginzburg’s book is beautifully put to- 
gether. It is a stately volume bound in solemn 

black, end papers flaming red. 

CBF. 


Diseases or тне Nervous System, 9th. ed. By 
Sir Francis Walshe, M.D., and J. M. 
Walshe, M.R.C.P. (Baltimore: The Wil- 
liams and Wilkins Co., 1958, pp. 373, 
$8.00.) 


This is the 9th edition of this book in 18 
years by Sir Francis Walshe. Two chapters 
are contributed by his son, J. M. Walshe, M.R. 
C.P., one on neurological complications of liver 

i and one on hepato-lenticular degenera- 
tion. The book is divided into 2 sections and 
is integrated primarily for medical students 
and general practitioners. The Ist section, 
dealing with General Principles of Neurolo- 
gical Diagnosis, exceeds this aim and is the 
strongest feature of the book. This section 
is extremely well organized. Although the au- 
thor implies that his intention was to strip the 
text of complexities of nervous system anatomy 
and physiology which might detract from the 
value of it for the student and practitioner, he 
succeeds so well in presenting in clear, concise 
fashion the basic factors. What makes it more 
appealing is the author's presentation of some 
of these complexities in a most understandable 
fashion regarding current concepts of nervous 
system function which are the result of re- 
cently reported work in progress and still the 
object of investigation which may eventually 
revise concepts of nervous system anatomy and 
physiology for the clinical neurologist. Walshe 
clearly reports about the accumulating know- 
ledge and resulting concepts gaining favor re- 
garding anatomical and physiological features 
currently being considered in relationship to 
contro] of movement, muscle tone, cutaneous 
sensibility, the role of pyramidal and extra- 
pyramidal systems and the complexities re- 
cently introduced by the brain stem and re- 
lated areas by activating and integrating Sys- 
tems. He gives clearly described s lat 
and concepts arising from current studies 


regarding possible implications of the relation- 
whip of the brain stem to cerebral functions, 
consciousness, intellectual processes, source 
ef convulsive disorders and as a site of inte- 
gating motor and sensory functions as well 
as other functions which may play a greater 
role physiologically than that which is presently 
assigned to the cortex. In this the author care- 
fully refers to these as possibilities but states 
that adherence to conventional anatomical and 
) physiological principles, as in previous editions, 
| will apply to the contents of the text. 

The second section is informative in descrip- 
tion, with sufficient illustrations, of a selected 
group of the most common nervous system 
disorders seen in the general practice of med- 
icine. It contains very few of the rare disorders. 
| The selection of topics is quite inclusive for 

the purpose. Walshe carefully warns against 
pitfalls involved in obtaining a history. 
| It is unfortunate, but understandable, that 
the author did not include a short description 
of additional diagnostic aids in neurological 
diagnosis. The author felt that inclusion of 
Such material was unnecessary as the student 
or practitioner would not employ them but 
their inclusion might lead to a better under- 
standing of such diagnostic aids in amy subse- 
quent information returned to the practitioner 
or student by the clinical neurologist. The in- 
ation regarding cerebral spinal fluid is 
very meager and, likewise, could be expanded 
for the benefit of the practitioner who fre- 
quently performs spinal fluid examination and 
Where added helps would guide his search 
more extensively as opportunity for positive 
Es may exist during the early illness 
phase before the clinical neurologist is 
upon. Nervous system disorders of metabolic 
origin are confined to relatively few in the 
added chapters by J. M. Walshe, and a short 
ptive listing of others would widen the 
Appreciation of the overlap of metabolic factors 
genous or exogenous, to the nervous sys- 
lem, seen by the general practitioner. The same 
applies to intoxications of the nervous system 
in than the few mentioned, particularly 
Ш View of occupational hazards in present 
try and agriculture. 

„The matter of treatment of nervous system 
by does not approach the level occupied 
os Presentation of general principles of anat- 
is Y, Physiology and diagnosis. Much of what 

meg needs amplification in view of more 

ve therapies and there is a spotty incon- 
EX Sometimes of considerable detail in 
n VAS of some diseases which borders 

Ind e empirical. | 
is a brief account of the common 
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of medicine in that the practitioner's first obli= 
gation is that of exhausting all possibilities 

organic disease. Not until then should the рї 
titioner consider the possible interplay of psy: 
chological factors and disturbance of function: 
not based upon actual organic disease, In add 
ing this information regarding the more com 
mon psychoneuroses and expressing hin 
so well regarding post-traumatic neurosis; Sif 
Francis Walshe has provided added value, uns 
derstanding and practicability of this ӨШ 
edition, ; 


NrunoLocicAL Basis or BEHAYIONM. 
Foundation Symposium. (Boston: 1 
Brown and Co., 1958, pp. 400. $9 


vides easy access to much теп 
formation relating brain function to 

The symposium was given in comm 
of the birth of Sir Charles Sherrington 
may well have had some reservations 
the contents suggesting unity of the phy 


emo 


posium ius a 
the initial scientific paper 
nerve cells and the final paper on the clinical” 
of psychotic patients to injected drugs. 
The intervening 16 papers emphasi par- - 
ticularly the electrophysiological approach 
brain function and behavior, but other avenues - 
are evaluated and among these the biochemical И 
studies are of particular interest. ^N 
Possibly because of the nature of the sym- — — 
posium, there are no papers which relate spe- — 
cifically to the function of the frontal lobe — - 
and its effect either on behavior or on the - 
function of other areas affecting behavior. The _ 
studies reported are concerned primarily with 
basic instinctual and reflex behavior. 
In contrast to this, considerable attention is | 
focused on the temporal lobe and these papers 
are especially noteworthy. Although the tem- 
poral lobes have, for some time, lost the dis- — 
tinction of being a relatively "silent" brain 
these reports adequately lay to rest any 
lingering, fanciful thoughts of this being а — 
vestigial "smell brain." b. 
Considerable emphasis is given to studies Я 
relating directly ог indirectly to the function of — 
the reticular formation attesting to the increas- _ 
ing i e attached to this complex sys- | 
tem in relation to behavior. 


Although brain function and its alteration 
is ed primarily through electro- 
- physiological methods, important contributions 
are reported in the more controversial and less 
‘well explored field of neuropharmacology and 
| The symposium is aimed mainly at the 
_ neurologic basis of behavior, but many of the 
-— papers report contributions which are certainly 
of primary interest and importance to the 
neurophysiologist. 
С Adequate warning is given by some of the 
contributors that much caution must be ex- 
ercised in relating the results of these experi- 
tal studies to human behavior and psy- 
chiatric problems. 
This book presents many noteworthy con- 
ons by eminent authorities and with its 
scope is recommended for reading and 
nce to those interested in some of the 
est information available in the broad field 
brain function particularly as it relates to 


PL ҰүпллАм С. Nosnay, M.D., 
й. Detroit, Mich. 


[ONAL PROBLEMS or CHILDHOOD, Edited 
Samuel Liebman, M.D. (Philadelphia : 
. Lippincott Co., 1958, pp. 176, $5.00.) 


Within the limits of less than 200 pages it 
ifestly impossible to discuss fully the 
„Д, licity of emotional problems in child- 
- hood, but this series of papers effectively calls 
. to the attention of the general practitioner the 
portance and complexity of this area. The 
g ata Therese Benedek, M.D. 
“Psycho pects of Pregnancy and 
5 Parent-Child Relationship” ‘on with the 
‘premise "the interaction between parent and 

= child begins at conception" and discusses the 
pattern of psycho-sexual development of men 

3 and women as precursor to filling parental 
ч roles. Julius B. Richmond, M.D., and Earle L. 
Lipton, M.D., report their observations on the 
ES development of feeding, sleep and motility pat- 
. . terns in infants, and comment on the need for 
| further research in this field. The relationship 
~ between speech disturbances and learning dif- 

- ficulties is discussed by Margaret Hall Powers. 

- Ph.D., who also offers specific suggestions for 

__ the management of such problems. In consider- 
P. ing "Social Maladjustment and Misbehavior in 

4 Childhood Harry M. Segenreich, M.D., calls 
attention to the variety of developmental fact- 
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= 
ors and external pressures which contribute to 
this situation and discusses the importance of 
parent-child relationships. 

The subject of the anxiety-arousing per- 
plexities of adolescence ranging from preoc- 
cupation with self to surrounding cultural 
inconsistencies is developed by Morris A. 
Sklansky, M.D., in reference to the “influx of 
psychic energy (which) causes a transitional 
loosening of the previous character structure.” 
In the chapter devoted to the management 
of behavior problems in adolescents, Joseph 
B. Cramer, M.D., presents a detailed account 
of his successful resolution of such a problem 
in a 14 year old boy whose mother he “tried 
to view as an assistant” during the therapeutic 
process. It is stated that this “management plan 
was received with relief and enthusiasm” by the 
father. Joseph J. Michaels, M.D., contributes 
a succinct discussion of the problem of juvenile 
delinquency which combines theoretical con- 
cepts and excellent documentation into an 
effective presentation. The special difficulties 
encountered in the management of the neuroses 
of adolescence are examined in all their com- 
plexity by Eugene I. Falstein, M.D. 

'The concluding chapter by William Cooper, 
M.D., deals with the emotional problems of the 
physically handicapped and contains well se- 
lected case summaries which fully support his 
thesis that “in orthopedic surgery emotional 
complication supersedes the physical problem 
in significance.” His discussion includes types 
of emotional problems, their probable etiology 
and the responsibility of the physician or sur- 
geon for their resolution. 

In spite of the diversity of topics, the book 
achieves unity through the consistently dynam- 
ic orientation of the contributors and should 
prove valuable in specifying the variety of 
adjustment problems which may be encounter- 
ed in the practice of general medicine. It is 
noticeable that no reference is made to mental 
retardation as a factor in maladjustment an 
it seems that the fears and anxieties of 
latency age child receive rather slight attention. 
The inclusion of a bibliography relevant to the 
chapters on “Management of Behavior Prob- 
lems in Adolescents,” “Management of the Neu- 
roses of Adolescence” and “Emotional Prob. 
lems of the Physically Handicapped child 
would enhance the value of the book as а 
reference work. 

MALCOLM J. FARRELL, M.D., 
Waverley, Mass. 
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Improved techniques for cultivating hu- 
man cells and the newly achieved accuracy 
in identifying each of the 46 chromosomes 
in the normal diploid chromosome comple- 
ment of man(13, 18, 19, 46, 58, 71, 72) 
opened a long-sought gateway to pene- 
trating advances in medical (psychiatric) 
genetics during the past year. With the dis- 
covery of distinct chromosomal irregular- 
ities in a number of severe pathological 
conditions such as mongolism, congenital 
malformations and various disturbances in 
sexual development, a handful of diligent 
cytogeneticists began to reduce the long 
list of psychiatric disorders of hitherto un- 
dear etiology. At the same time, much- 
needed explanations were furnished not 
only for earlier genetic hypotheses based on 
comparative twin and sibship data, but 
also for the results of diagnostically valu- 
able sex-chromatin tests differentiating be- 
tween the cells of chromatin-positive and 
chromatin-negative individuals(4, 26, 44, 
52). The methodological principles and 
conceptual implications of both types of 
procedure were expertly reviewed in a 
great variety of symposia and publications 
dealing with the intricate technical prob- 
lems of behavioral and population genetics 
(5, 9, 14, 25, 32, 38, 39, 41, 51, 61, 65, 66, 
67, 68, 69, 70, 75). 
The exact nature of the disarranged 
М отоѕоте configuration in mongolism, 
Ete from non-disjunction of chromo- 
ome 21 and conclusively anticipated by 
Serial twin studies, was identified in France 
ü Lejeune et al.(46, 47, 69) and immedi- 
"Td confirmed in England by Ford, Jacobs 
d Been (95, 66), in Sweden by Böök et 
; D and in the United States by Pucks 
ch group(66, 70). Mongoloid patients 
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were thereby classified as carriers of 47 
chromosomes with a triple chromosome 
system (two chromosomes 21 from one par- - 
ent and only one from the other). The 
unique opportunities offered by this 
mary trisomic condition for quantitati 
biochemical studies of the products of g 
located on the given chromosome were 
ognized everywhere. E 
Equally promising approaches to the 
construction of a human chromosome map — 
were uncovered by the identification of | 
irregular sex chromosome complements. 
chromatin-negative females with ova 
dysgenesis (Turner's syndrome character- 
ized by an XO sex chromosome and 
a total of 45 chromosomes due to the los | 
of a Y chromosome), in chromatin-positive _ 
males with testicular dysgenesis, eunuchoid — 
ptoms and an XXY sex chromosome for- | 
mula (Klinefelter’s syndromes with a total | 
complement of 47 chromosomes), and in à — 
sexually underdeveloped superfemale with — 
three X chromosomes(21, 29, 36, 37, 64, — 


70). Hence, the Y chromosome in man - 
proved to be male-determining, while à - 
with ап 


complement of 48 chromosomes, 
extra X chromosome and an extra chromo- | 
some 21, was found to produce the clinical - 
features of both mongolism and Klinefel- 
ters syndrome(20). Another unusual case 
of disarranged chromosome structure (45 — 
chromosomes with translocation of auto- A 
somal fragments) was observed in а men- - 
tally defective boy with delayed physical 
development and multiple bony deformities _ 
of the vertebral column(73). 

In line with the theory that gross defects 
in the larger chromosomes would probably 
be lethal, it was to be expected that the 
search for quantitative chromosomal dis- 
arrangements would be futile in such con- - 
ditions as schizophrenia or Wilson's dis- - 
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- ease assumed to be due to the effect of 
major mutant genes rather than to non- 
disjunction or translocation of entire chrom- 
osomes. Other reported “negatives” in- 
cluded Apert’s and Marfan’s syndromes, 
anencephaly, and chondrodystrophy(70). 
An important contribution to the under- 
- standing of the role played by DNA (de- 
— oxyribonucleic acid, the ever-present prin- 
cipal component of chromosomal material ) 
"in disordered nuclear activity (synthesis 
| of proteins and nucleic acids) was the ob- 
servation by Allfrey and Mirsky(1, 70) 
- that the phosphoric acid groups dotting the 
surface of DNA molecules carry negative 
electrical charges. Following removal of 
DNA from isolated nuclei, neither protein 
| mor nucleic acid was synthesized, and re- 
— placement by electrically neutral or posi- 
- tive molecules failed to reactivate the nu- 
© clear chemistry. However, a depleted nu- 
| cleus was seen to return to normal function 
| when its original DNA content was restored 
_ or when it was replaced by another large 
electrically negative molecule. 
The newly accentuated need for ade- 
| quate books on medical genetics, embody- 
"ing recent advances in biochemical and 
= Cytological genetics, was met by a growing 
- output of specialized textbooks. The bio- 
- chemical deficiencies detectable as con- 
. comitants of mutant gene changes through 
some faulty link in protein synthesis were 
- competently dealt with in the books of 
| Anfinsen(2), Butler(11), Hsia(31), Lamy 
et al.(45) and Zamenhof(76), and in spe- 
- cial chapters and research reports by 
ы Abood, Celler and Hoffer(24), Childs(12), 
- Corey and Horowitz(33), Gutman(27), 
- Kety(42), Mautner(48), Racker(53) and 
- . Rhoads(55). Some of the long established 
textbooks appeared in considerably revised 
- editions, including those of Roberts(56), 
_ Sinnott et al.(60) and von Verschuer(74). 
— — Problems of cytodifferentiation were ex- 
plored by Hayashi(30) and the contribu- 
С (0:5 to a conference report edited by Rud- 
| nik(59), while recent discoveries in the ge- 
netic analysis of homograft incompatibility 
M were reviewed by Billingham(7), Brent 
_ (10), Medawar(49) and others. Of the mul- 
- tiple histocompatibility genes (15 or more) 
determining the antigenic substances re- 
sponsible for eliciting homograft reactions, 
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the one occupying the so-called H-2 locus 
seemed to be particularly important. Some 
of the 10 alleles situated at this locus were 
shown to produce “transplantation antigens 
so powerful that hosts which differ from 
their donors simply at this one locus—that 
is, with respect to a single antigen—may 
destroy a homograft within less than two 
weeks”(7). The evolutionary aspects of 
human behavior and population structure 
were reevaluated by Dunn(16), Fischer 
(17), Roe and Simpson(57) and Sheppard 
(62). 

In the clinical and demographic areas of 
psychiatric genetics, 4 well-documented re- 
search reports were added to the Scandi- 
navian series of monographs ; nainciy, those 
by Arentsen and Strémgren(3) on a nation- 
wide cross-section investigation of Danish 
mental hospital patients, with detailed 
prevalence, morbidity and disease expect- 
ancy rates for the various forms of mental 
illness; by Hallgren(28) on 177 Swedish 
cases of retinitis pigmentosa combined with 
congenital deafness; by Kjer(43) on 19 
Danish families with 249 cases of infantile 
optic atrophy which seemed to follow the 
dominant mode of inheritance; and by 
Stenstedt(63) on a study of the parents 
and siblings of 307 patients diagnosed as 
involutional melancholia "according 0 
Henderson-Gillespie’s usage of the term. 
In Hallgren’s survey it was noted that 
nearly one-half of the affected individuals 
were either mentally retarded or psychotic, 
with the majority of the latter showing а 
schizophrenia-like symptom picture.” The 
frequency of psychiatric or neurological 
disorders among their parents and siblings 
was not found to be higher than that in 
the general population, but that of matings 
between first cousins among the parents ap- 
proximated a rate of 17%. 

Stenstedt’s data on the genetic aspects 
of “endogenous affective disorders in later 
life” were based on patients who had “pure 
depressions without conspicuous paranoi 
symptoms.” The study yielded an increas 
morbidity risk figure of 6.1% for the parents 
and sibs of the index cases, and no evidence 
for “a genetic connection with any other 
mental diseases.” However, the investigator 
used the classification of schizophrenia “in 
a fairly narrow sense,” while he subdivi 
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the affective disorders of the involutional 
period into psychogenic depression, manic- 
depressive psychosis and involutional mel- 
ancholia, combining the two latter categor- 
ies under the label “endogenous affective 
disorders.” By defining involutional melan- 
cholia as “a kind of endogenous depression 
in later life,” the analysis served to confirm 
a technical peculiarity that had become ap- 
parent in previous family studies of this 
etiologically heterogeneous type of psycho- 
sis; namely, the fact that the psychiatric 
features of the personal histories and family 
backgrounds to be analyzed tend to depend 
on the system of clinical classifications used. 
This technicality was stressed in several 
comprehensive reports which dealt with 
classificatory concepts of psychiatric gene- 
ties(6, 15, 40, 54). 

The long list of other pertinent contribu- 
tions to the understanding of genetic and 
eugenic population problems included sev- 
eral books and symposia concerned with the 
biological, social and psychiatrie aspects 
of fertility, family planning, and control of 
population growth (23, 29, 34, 50, 67). One 
of the most interesting findings in the study 
of Freeman et al.(23) on the attitudes of 
2,713 white, married women aged 18 to 
39 in 1955 was that the majority of couples 
in this group had a fairly specific idea of 
how many children they wanted. They used 
contraceptives to space their children and 
to prevent conception when they had the 
desired number, and they were reasonably 
successful in limiting the number of chil- 
dren, but not always in spacing them ac- 
cording to their plans. 

he importance of cytogenetics in cur- 
tent research programs was reflected by the 
fact that the 1959 Nobel Prize in physiology 
and medicine was awarded to two Ameri- 
can biochemists, Severo Ochoa and Arthur 
Kornberg, for discoveries related to the 
thesis of ribonucleic acid (RNA) and 
eoxyribonucleic acid (DNA), the two key 
chemicals in the reproduction of hereditary 
qualities. While Ochoa found a bacterial 
enzyme capable of synthesizing RNA in the 
est tube, Kornberg’s contribution was the 
covery of an enzyme promoting DNA 
os from smaller molecules. 
a le 1959 Thornton Wilson Prize in pre- 
ntive and genetic psychiatry was shared 
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by Lauretta Bender and Alfred Mirsky (70 

Altogether, 1959 was a very product 
year for medical genetics, and held glo 
promises for the future. 
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NEUROPHYSIOLOGY, CHEMISTRY AND ENDOCRINOLOGY 


ORTHELLO R. LANGWORTHY ! 


Advancing concepts in neurophysiology 
(1, 2) usually discussed under the head- 
ing of the non specific or reticular 
complex merit review, particularly in rela- 
tion to possible application to psychiatry. 
The reticular or non specific system is 
better defined on a physiologic than on 
an anatomic basis. Magoun calls it a cen- 
tral transactional core between the strictly 
sensory and motor systems of classical neu- 
rology. It can be considered anatomically 
as similar to the diffuse and infinitely com- 
plex fiber systems which characterize the 
brains of lower vertebrates as Herrick de- 
scribed than in amphibia. These relation- 
ships have been further elaborated in phy- 
logenetic development. There are many 
groups of cells in the brain stem and par- 
ticularly in the midbrain which relate to 
I| complex. These neurons receive col- 
ateral branches from the ascending sen- 
sory tracts, especially the spinothalamic 
ànd spinocerebellar. The proprioceptive or 
co lemniscus system gives few collater- 

5 to these cells. On the other hand, the 
migeminal sensory nuclei contribute heavily 
0 the sensory inflow. Central areas of the 
раш tegmentum constitute a major 

[но point for ascending reticular 
Pathways (Nauta and Kuypers). At the 
caudal border of the thalamus the non 
ш pathway bifurcates, the ventral 
seh on continuing into the subthalamic 
iam and the dorsal turning into the 

aminar cell groups of the thalamus. 

4 aie able midbrain region projects to 
the ypothalamus, the preoptic area and 

Sa septal nucleus. 
te el and Sheibel illustrated that the 
сон a single reticular cell may be 
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influenced by stimuli from all the ext emi- 
ties, smell, sound, vagus nerve, cerebellum 
and cerebral cortex. The reticular cells ap- 
Leodii seitens in- 
puts rather maintain specificity. These: 
authors studied the structure of the cells: 
Their axons are of enormous compie 
and branch in cranial and caudal direc 
tions. They give off numerous collaterals 
along their entire course including te 
minations in the sensory nuclei of the cra 
nial nerves. The thalamic reticular form 
tion appears as a sheet-like continuation of 
the mesencephalic tegmentum, hugging the 
internal aspect of the internal capsule. Its 
structure makes the possibility that it has ` 
a filtering function not unlikely. The mid 
line nuclei of the thalamus give rise to - 
axons which influence the activity of the - 
cerebral cortex. The hippocampus and 
amygdala as well as the neocortex influence — 
reticular activity just as they are influenced 
it. 4 
ш is established that influences from the — 
brain stem reticular system extend caudad ^ 
to control sensory activity and patterns . 
of tone. Also, influences extending upward — 
from the midbrain are capable of arousing — 
or awakening the animal and changing the _ 
brain wave pattern from a sleeping to a: 
waking one. If the brain stem is transected | 
at the upper midbrain level the animal 
never awakes. Now evidence is accumulat- — 
ing that the diencephalic portion of the — 
reticular system filters out unimportant ; 
stimuli and may thus direct attention. | 
Sharpless showed that a selected musical — 
tone will arouse a sleeping animal and _ 
produce significant changes of brain wave - 
pattern. However, repetition of this tone _ 
will cause this response to disappear. Wide- - 
spread cortical ablation including much 
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more than the auditory areas of both hemi- 
spheres will not prevent the cat from 
learning not to awaken to a repeated tone, 
while awaking promptly to a novel one 
(Jasper). The function of the reticular 
L system in normal adaptive behavior may 
T be in the nature of a prevention of general 
"arousal to all stimuli with a control of selec- 
tive responsiveness to significant stimuli. 


| 
| PLEASURE AND PAIN INDUCED BY SELF STIM- 
ULATION OF THE BRAIN 


Experiments in which an electrode is 
chronically implanted in the brain and the 
circuit is arranged so that the animal can 
deliver shocks to himself at will have 
elicited results of extreme interest to psy- 
chiatrists. Stimulation of certain areas in 
- the basal forebrain elicit feelings that are 
rewarding, positive or enamoring. Stimula- 
"tion of other areas are punishing, negative 
~ and alienating (Brady). Different portions 
T have quantitative importance. Placing 

them in the order from most to least re- 
warding in the monkeys they are, basal 

- tegmentum of the mesencephalon, ventro- 

medial nucleus of the hypothalamus, intra- 

laminal system of the thalamus, septum, 

L— upper fornix and putamen. Animals avoid 

| the electric shock when electrodes are 
1 
2 
e 
| 
P 


placed in certain lateral and posterior 
parts of the diencephalon and in lateral 
parts of the tegmentum. The positive re- 
warding effects can be achieved within a 
broad system of structures whereas the 
negative effect is much less extensive. 
When electrodes are in certain positive 
positions animals stimulate their brains 
more than 5,000 times an hour. Olds be- 
lieves that the positive effect is derived 
from stimulation of cells actually involved 
in hunger, sexual and other reward proc- 
esses. The rewarding experience often in- 
creases the hunger drive. Brady found that 
the rate of bar pressing in caudate stimu- 
lated animals is greatly reduced by feeding 
to satiety just prior to testing. In certain 
; male animals self stimulation disappeared 
almost completely after castration, but re- 
| turned to normal after the androgen level 
-— was restored. Others have suggested that 
the positive effect is of a convulsive nature 
(Doty). Porter obtained abnormal spike 
and wave patterns during self stimulation. 
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Brady showed that animals would toler- 
ate painful stimuli in order to obtain the 
positive self stimulation response. A сопе 
ditioned emotional response of the fear or 
anxiety type failed to appear when the 
animal was pressing the lever for brain 
stimulation reward. A monkey receiving 
a rewarding stimulus has a facial expres- 
sion of preoccupied relaxation. In general 
animals being stimulated in these regions 
are more tractable and have a more affec- 
tionate attitude toward the observer. An 
animal stimulated in the area of negative 
reward makes an effort to avoid the re- 
sponse and appears to be frightened or in 
pain. If an animal is left on this circuit 
for 8 hours there are deleterious after 
effects, irritability, biting and refusal to 
eat. This can be reversed by placing the 
monkey on a rewarding circuit. Andy re- 
ported that self stimulation of the amygda- 
la and septal regions raises the pain thresh- 
old. Sem-Jacobsen stated that stimulation 
of the ventromedial region of the frontal 
lobe relaxed psychotic patients. Sharpless 
pointed out that the areas most effective in 
producing positive reinforcement are con- 
nected with the ventral branch of the bi- 
furcating reticular activating system. 


CHEMISTRY 


There is considerable interest in the 
site of action of sedative, tranquilizing and 
stimulating drugs within the nervous Sys- 
tem. Opinions differ and must be accepted 
provisionally. Bradley showed that cho- 
linergic drugs do not appear to act on the 
reticular activating system of the brain 
stem but more diffusely and on a mech- 
anism which is not concerned with 
havioral changes in terms of wakefulness 
and sleep. This may be the diffuse thalamic 
projection system. Thus physostigmine, à 
cholinergic drug, produces a brain wave 
pattern of wakefulness without alerting the 
animal. Conversely, atropine, an acetly- 
choline antagonist produces a brain wave 
pattern of sleep even though the ani 
is alert. Both amphetamine and d-lysergic 
acid diethylamide (LSD25) give a brain 
wave pattern of wakefulness and the ani- 
mals become alert and excited. With 
LSD25 the alerting appears to be depend- | 
ent upon external stimuli from the en: | 
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vironment. Chlorpromazine induces drow- 
| siness and indifference with a decrease in 
response to auditory, visual and tactile 
stimuli. After the midbrain is transected, 
! amphetamine no longer has any effect on 


behavior or electrical activity suggesting 

that it acts on the reticular system. It is 

possible that the effect of amphetamine 

may be related to its sympathomimetic ac- 
| tion since adrenalin is highly concentrated 
| in this region. The effect of LSD25, on 

the other hand, is lost after section between 
' the cord and brain stem. The LSD25 may 
| exert its influence on receptors more close- 
ly related to the collaterals entering the 
reticular system from the great afferent 
pathways. Thus the drug may sensitize the 
reticular system to external influences 
rather than excite it directly. Chlorproma- 
zine produces only a moderate rise in 
threshold to responses elicited on stimula- 
tion of the reticular formation. At the 
same time the preparations become un- 
responsive to afferent stimuli and the lat- 
ter no longer produce arousal. Phenobar- 
bitone, on the other hand, exerts a depres- 
sive reaction on the reticular formation. 
Blocking of arousal to afferent stimula- 
tion may be a more specific action of this 
drug and may be due to its effect on re- 
ceptors related to afferent collaterals en- 
tering the reticular formation. 

Killam and Killam found that chlorpro- 
mazine markedly elevates the threshold 
for behavioral arousal following thalamic 
stimulation. The action of the drug in in- 
creasing the filtering of sensory input may 
contribute to the failure of behavioral 
arousal. The responses in the reticular 
system to evoked activity from the pe- 
ripheral nerve are enhanced by chlorpro- 
mazine as are the inhibitory effects of 
stimulation of the reticular system on re- 
sponses in the auditory system. They con- 
cluded that chlorpromazine enhances the 
Controlling or filtering effects of the retic- 
Var formation on lateral sensory pathways. 


ENDOCRINOLOGY 


s Hume found that there was a rather 
melio and separate localization in the 
iothalamus for the control of the ante- 
Ог pituitary secretion of corticotropin, 
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thyrotropin and gonadotropin. The 
rotropin and corticotropin areas overlap 
and are located in the anterior portion of 
the median eminence and the post-op 
areas. The control of the gonadotropic hor 
mone is in the posterior limb of the риш 
tary stalk and well localized to a sn 
zone. Hume suggested that separate c 
bodies, separate fiber tracts and separate 
portal veins connect with separate areas in 
the anterior pituitary controlling the ѕесге 
tion of these three substances. Fisher in- 
duced sexual activity in rats by stimula- 
tion of the lateral preoptic area. Sawyer 
presented evidence that the reticular ac 
tivating system in the midbrain tegment 
and basal diencephalon has important іт= 
plications in neuroendocrine function. 
Drugs or lesions which depress or destroy 
the reticular function inhibit activation 
of the pituitary ovulating hormone. Spon- 
taneous ovulation is similarly cont olled, 
at least in part, by the reticular formation 
Harris postulated that endocrine function 
is affected in a major way by iraina. | 
afferent fibers of many modalities influenc- ( 
ing the hypothalamus to regulate both - 
lobes of the pituitary gland. 4 
Mason studied the neural control of the ~ 
pituitary-adrenocortical response. Hypo- . 
thalamic stimulation produced a marked $ 
hormone response. During stimulation — 
these animals showed growing uneasiness, 
increased alertness and usually refused - 
food. Similarly stimulation of the amygda- _ 
la induced maximal rates of steroid rise. 
Minimal behavioral changes were associ- 
ated with stimulation of the amygdala. A 
long period of hippocampal stimulation _ 
produced no change in the plasma steroid. _ 
However, samples drawn 24 to 48 hours - 
later showed a marked suppression to lev- — 
els well below the normal curve. Mason - 
plotted the normal downward diurnal - 
variation in corticosteroid levels. The peak - 
in both blood and urine corticosteroid lev- E 
els is in the morning and there is a steady _ 
downward trend during the remainder of - 
the day until early morning when there is À 
a sharp rise. Then, in monkeys he inter- - 
rupted the outflow from the hippocampus 
either by removing it or sectioning the 
fornix. After this operation the day and. 
night corticosteroid levels became roughly 


е 


equal. He concluded that Ше hippo- 
campus-fornix system appears to be in- 
volved in the maintenance of the normal 
diurnal rhythm in ACTH secretion. He 
postulated a cyclical mechanism from the 


M reticular formation and hypothalamus up 


РРА Е 


to the limbic system and back again, acting 
much as a negative feedback or dampening 
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influence on the hypothalamus and retieu- 
lar formation. 
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ELECTROENCEPHALOGRAPHY 


of the American, Austrian, 
and Polish, Danish, Dutch, English, French, 
German, Italian, Norwegian, and Swedish 
societies. A perusal of these proceedings 
a fair idea of the progress accom- 
Г during the past year as their 
publication is less delayed than the ever- 
increasing number of detailed articles. 


~ Genesis and Significance of the Normal 


and Abnormal Bioelectrical Activity: The 


problem of auto-rhythmicity of the nerve 
cells was submitted to ingenious tests. If the 


~ rhythmic electrical activity of a cell were 


due to an intrinsic mechanism controlling 
the interval between successive electrical 
pulses, then the following will occur. An 


- artificial intracellular stimulus, applied 


through a microelectrode, would reset the 
rhythms in such a way that the spontaneous 
pulse following the stimulus will be de- 
layed. The delay will be determined by the 
interval characteristic of the original 
rhythm. This is what occurs in an auto- 
pulsating tactile fiber isolated from the 
posterior paw of the cat. This was not 
found, however, in the isolated spinal cord 


- eells(68), where the spontaneous rhythm 


continues unperturbed despite the addition- 
al stimulus. Essentially the same results 
were found in the cortical neurons of the 
dog's cruciate gyrus, suggesting that the 
additional intracellular stimulus does not 
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invade the structures responsible for the 
cells' original rhythmic activity. The synap- 
tic bombardment is probably at least as 
important in determining the cells’ pattern 
of firing(47). On the other hand, the fre- 
quency distribution curves of the rhythms 
of discharge of cortical cells, rather than the 
mean frequency of this discharge, were 
found to be sensitive indicators of physio- 
logical changes produced in the remote area 
of the cortex(7). Direct cortical responses 
resulting from the electrical stimulation of 
the cortical surface has been classically 
attributed to apical dendrites. Evidence 
was presented that this conclusion may be 
premature as the same type of responses 
may be obtained in the rabbits hippo- 
campal pallium where the orientation 
the pyramids is opposite to that of the 
neocortex(33). Slowly propagating slow 
evoked potentials were recorded in the 
fornix-fimbria system suggesting er 
caution in interpreting all such potentials 
as originating in apical dendrites(38). Mi- 
croelectrode analysis of the cortical neurons 
during experimental epileptic attacks 
showed a marked increase of the intrinsic 
frequency of firing(18). 

Rhythmic sensory impulses were pre- 
sented to subjects who had to indicate the 
cessation of the stimuli. Their reaction 
times were found to be a function of the 
frequencies of stimuli except that a non- 
linear perturbation was observed at stim 
frequency near 10 c/sec. This observation 
strengthened the hypothesis of the role of 
alpha activity as а neuronic shutter(9). The 
importance of the local cortical circulator 
homeostasis was considered(32) in the 
genesis of the three per second spi 2 
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wave activity. As to the delta rhythm, it 
was considered as indicating the presence of 
a functionally isolated cortex. Its relatively 
high incidence in the frontal regions is 
explained by an easy alteration of the tracks 
leading to this cortex(64). 

Integrative Functions: A colloquium on 
sensory integrations was recently held in 
France. In cats, a transection of pons just 
rostral to the trigeminal rootlets, is followed 
by a low voltage, fast electro-cortical ac- 
tivity ; while, if a transection is carried out 
more rostrally, a synchronized EEG cortical 
pattern is observed. This observation sug- 
gests the existence of an EEG synchron- 
izing, and possibly sleep inducing influence 
of the structures located in the caudal 
brain stem(3, 13, 48). Thus, another reticu- 
lar regulating system is being investigated. 
The presence of an alert EEG in certain 
patients in coma are explained on the basis 
of the above findings in the mid-pontine 
preparation(39). Convergence of stimuli 
originating in different sensory analyzers 
upon single cells of the basal nuclei(2) was 
also disclosed suggesting a participation 
of these structures in the sensory inte- 
gration. Positive (pleasurable) and negative 
(adversive) effects of the electrical stim- 
ulation of the human brain were described. 
However, the mapping of these areas Was 
difficult as either effects were observed at 
distances of less than half of 1 em(61) and, 
therefore, are not as clearly distributed as 
in the lower mammals. A very effective 
locus for penile erection of the squirrel 
monkey lies in the medial preoptic region, 
rostro-ventral to the anterior commisure 
(42). Stimulation of the supracallosal mesial 
Cortex in unanesthetized conscious cats pro- 
duces bizarre behavior patterns and auto- 
nomic dysfunction of psychomotor4i 
character(30). A case of high amplitude 
Vertex spikes in a post-traumatic aggressive 
behavior disorder was reported(43), thus 
Correlating with the above observation. 

Conditioning : Mechanisms of Uchtom- 
sky's dominance response should be sus- 
Pected if precocious or too stable con- 
ditioned responses are observed in certain 
Patients, In one of them “conditioned” 
Tesponses appearing after the third trial of 
photic stimulation were found from then on 
ollowing a great variety of different sensory 


E 


stimuli which were not previously 
ciated with the photic stimulation; a 
lationship to obsession and hallucinations 
is discussed(45). Frequency specific con- 
ditioning was elicited using photic stim- 
ulation of a frequency at or near 0 

subjects’ alpha rhythm. The presence of a 
conditioned response was by 
quantitative analysis of the record t 
just before and just after the conditio 
stimulus(4). See also(29, 65). 


CLINICAL STUDIES 
Stimulation and Activation 


not as 
alert as when his attention relaxes(58). 
facilita 


ne elicited for à period of 15 seconds at — 
bonis of 30 seconds modifies the Ее 
uency of brain waves ; it activates epi | 
discharges in patients (children are more 
susceptible than adults) (36). On the other - 
hand, an application of clicks (one per 
second) for 6-30 minutes elicits “di “J 


patterns” ( 34). 


shifts from th 
region in adolescents and young adults ; in 
the older age groups a reverse $ is 
observed (toward the parieto-occipital re- 
gion) (26). Sleep patterns were 0 d 
in certain patients during hyperventilation 
(54). This is particularly frequent in nar- 
colepsy(8, 55). A hyperventilation response 
is very prominent in tetany(25, 50, 56). 
EEG studies demonstrated that in some 
individuals an apparent normal blood sugar 
level constitutes a relative cerebral hyp 


4 


gl caemia(74). A quantitative study of 
voluntary hyperpnea was presented(63). 

- Sleep: In one patient complaining of 
intractable insomnia, the absence of memory 
of sleep was ascertained by EEG. In another 
patient, the diagnosis of hysterical he- 
mianesthesia could be made by applying 
tactile stimuli during sleep(60). 

A plea for caution was made in the clin- 
‘ical interpretation of activation techniques 
i ^nm of a study of a normal population 


Pharmacology 
Increased sychronization was found with 
omazine, promazine, and reserpine 
waves) ; meprobamate (fast waves) ; 
oniazid, imipramine (no frequency 
). Desynchronization was found with 
ine, benactyzine, Win-2299, and 
LSD-25(21). A followup study concerning 
pentothal activating techniques in psychi- 
c patients was published : anti-depres- 
elicit patterns (fast beta and theta 
ves) which are attenuated or suppressed 
by the tranquilizers. Thus, the antagonistic 
fects of these drugs are considered (27). 
ninished reactivity to auditory and visual 
i was observed under the influence of 


keys Pen EEG generally showed an 
ease ot slow activity and greater spread 
voked after-discharges (75-100 mgs.) 
4). Deaner which effects behavior dis- 
ers in children elicits fast activity(51). 


lar Lesions 


_ An increasing number of workers are re- 
appraising the localizing significance of a 

depression and of the delta activity 
subdural hematomas(20, 46, 69). Also a 
great number of workers are using a con- 

lled unilateral carotid compression for 
diagnosis of carotid occlusions(23, 40 
44, 73; see also 22, 53). Ler 


nilateral and bi-occipital slow activity 
related to behavioral and epileptic 
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disorders in children(5, 12). However, 
temporal localization of abnormality in 
behavior disturbances in children(24, 71) 
and adults(57) was also stressed. In re- 
tarded adolescents and adults the relation- 
ship between the alpha index and mental 
age is not simple; irregular tracings cor- 
relate with a poor psychomotor efficiency 
(49). If one plots the number of delta waves 
on a vertical axis and the number of beta 
waves on the horizontal axis in a standard- 
ized sample of the temporo-occipital EEG 
of normal adults, EEG groupings may be 
defined. They correlate with the durability, 
profoundness, etc. of feelings and strivings. 
Increase in beta activity is associated with 
vehemence, mobility, and velocity of emo- 
tions(72). 

The level of CSF protein correlates with 
the excessive amounts of fast and slow 
activity in the EEG's of patients with 
schizophrenia or epilepsy. It also correlates 
with incidence of behavior abnormalities 
and/or of seizures. After an anastomosis ef- 
fected by silicone rubber tubing connecting 
the temporal horn of the lateral ventricle 
to the subdural space, thus, diluting the 
protein content of the CSF, the seizure 
incidence and behavior abnormality were 
improved (19). 


MISCELLANEOUS 


Several authors found. non-specific EEG 
abnormalities in muscular dystrophies(59, 
70). This suggests that the latter represent 
a much more diffuse process than previously 
accepted. A sharp wave pattern was de- 
scribed in Jakob-Creutzfeldt’s disease(1). 
Hyper-synchronous, 3-5 per second waves 
were frequently found in Friedreich’s ataxia 
(37). Bursts of generalized delta waves 
preceded tonic manifestations of “cerebellar 
fits”(28). Sudden bodily jerks upon falling 
asleep are not associated with paroxysimal 
electrical discharges(52). An interesting 
case of epileptic nystagmus was described 
(31). A relatively high percentage of ab- 
normalities were found in aviation person- 
nel(15, 67). It might be related to the 
stressful conditions of their activities(62)- 
A survey of RCAF new entry pilot can- 
didates shows that EEG has not yet proved 
of value in predicting success in flying train- 
ing(6). 


=" 
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This year and the last mark the date 
en, to the several schools which have so 
determined the views on psychological 
n in this country, a new one has been 
cially added. Existentialism for some 
me has had considerable influence on 
chological and psychiatric thinking in 
ope—shown for instance by the fact that 
International Congress of Psychothera- 
meeting in Barcelona in 1958, adopted 
s ideology as its major topic. Thus it 
me an interesting question in the his- 
of ideas and their relationship to 
ural idiosyncrasies when existentialism 

d make its entry into this country. A 
ing interest in what people in other 

are doing about man’s uneasy estate 
psychological discomfiture, and the 
ent increase of communication 
to favor acquaintance with an 
logy now, even though the latter is 
edly alien to the intellectual temper 

country. Conversely, the overween- 
force of a pragmatic empiricism which 
‘not changed much since de Tocqueville 
cterized it, and a profound wariness 


and profound 
erences, also seemed to militate against 
advance of existentialism(13, 2). (Both 


the individual: what an event means 
; ty it might objectively be classified 
0 be. : 
The progress of existentialism at this date 


z niversity of Michigan, Psychological Clinic, Ann 
bor, Mich. А 
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is therefore something of an historical sur- 
prise. Whatever the explanation may be, 
both for delay and for belated success, the 
first textbook of existentialist psychology 
and psychiatry (by May, Angel and Ellen- 
berger(11)) represents a notable contribu- 
tion. This book gives an historical and 
philosophical account of the ideology as 
well as of its application—as “Daseinsana- 
lyse'—to the problems of psychopathology 
by presenting several case studies. After 
the reader has begun to get used to an 
unaccustomed frame of reference and a 
peculiar terminology, he may well acknow]- 
edge certain general impressions. Existential 
psychology seems to be engaged in as- 
pects of conduct which at times seem 
surprisingly close to those with which psy- 
choanalysis has been concerned. Existential- 
ists seem to prefer the dramatic sweep of 
issues large as life and death. All the world’s 
a stage, and they like theirs to be no less 
than the world. At times existentialists ap- 
pear to be disinterested to the point of 
disdain in the ordinary events of adjustment 
to which psychoanalysis has taught us to 
pay close attention. They often seem more 
at home in the world of transcendental ac- 
complishments and failures than among the | 
vital banalities of the body, its early crises 
and conflicts, and the self-made clichés | 
which stem from them. On the other hand, | 
existentialists also have learned to think in 
terms of a more inclusive image of man, 
and bring to its study a great deal of 
subtlety and imagination. Their quest for | 
the meaning of man's collective, and of his 
private world, and their extensions of the 
traditional scope of that inquiry could be 
studied with profit by other schools. In 
summary, existentialism seems to me to 
neglect dimensions of conduct, the rele- | 
vance of which can no longer be ques- 
tioned; it cultivates others, and to com- | 
prehend them has concepts which are | 
challenging and stimulating. | 
Those interested іп a more detailed | 
scholarly account of existentialism, not only 
as a school, but as a perennial train of 
philosophical thought, will appreciate Bar- 
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тез monograph( 1) and Kaufmann's source 
book and commentaries(8). 

While autonomous in his fusion of various 
trends of contemporary thinking with the 
abiding stimulus of psychoanalysis, Schach- 
tel’s work(12) clearly shows the influence 
of existentialist and phenomenological 
ideas. He stresses especially the activity- 
seeking qualities of the organism as against 
the tension-release paradigm of psycho- 
analysis and of most learning theories. 
Schachtel limits himself to “emotion, per- 
ception, focal attention, and memory,” but 
in conjunction with them provides one of 
the best syntheses of present-day personal- 
ity theory in his notable essay on Memory 
and Childhood Amnesia which was first 
published a number of years ago and now 
forms the concluding chapter of this book. 

Erickson’s biographical study of Luther 
(5) shows the capacities of psychoanalytic 
ego psychology for illuminating a complex 
personality together with the issues which 
affected him and which in the end he him- 
self altered profoundly. The book succeeds 
both in demonstrating the author's theory 
of identity which also involves the images 
and ideologies under the auspices of which 
identity is formed; and the genesis of a 
(religious) ideology relative to the genesis 
of a personality. Erickson's book also shows 
again how much the psychological interpre- 
tation of an historical figure may add to the 
understanding of the past, if it is informed 
by sensibility and knowledge of the period. 
Historical personages have the disadvantage 
that our knowledge of them is always frag- 
mentary ; although it is good to remember 
how limited our knowledge is even of the 
personalities we have had a chance to study 
directly and extensively. An historical fig- 
ше, however, has one great advantage in 
spite of all methodological arguments : his 
Course is completed and the lines of se- 
quence and development in his life can 
Sometimes be made more clear than in any 
immediate subject. 

The problem of identity which, due main- 

у to Erickson's work, has become an im- 
Portant psychological concept, is treated by 

eelis(19) with a view to presenting 
Problems of identity, especially in psycho- 
| erapy. The social (interaction) and socio- 
ogical aspects of identity are discussed in 
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books by Goffman(6) and by Strauss(16) 
The methodological problems inherent in 
the psychological interpretation of history 
were treated by Wyatt and Willcox in a 
Cad of interdisciplinary cooperatii 
20). 

Among the numerous books of potentia 
interest to the reader of this journal are 
a contribution to the theory of therapeu 
success by Melanie Klein(9) ; a survey: 
one of the newest branches of psychology, 


on practical sense; and a Psychology | 
Early Childhood by 1 
emphasis on genetic and experimental find- 
ings. - 

Finally, among the contributions more 
specific to clinical psychology should be 
mentioned : Wechsler's Measurement 
Adult Intelligence which came out in its 
fourth, somewhat modified edition(18) ; a 
book about the diagnostic and prognostic. 
cues to suicide by Schneidman and Farbe- 
row(14) ; a survey of what is known on the- 
psychology of careers by Super and Bach- 
rach(17) ; and finally, a comprehensive dic- 
tionary of psychological and psychoanalytic 
terms by English and English(4) which 
may fill a longstanding gap in the encyclo- 
graphic aids of psychology. Se 
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NOLAN D. C. LEWIS, М.Р. 


As shown in the reviews of several former 
years, schizophrenia remains the most 
prominent topic for research and clinical 
reporting since it is universally r 
that the solution of this particular mental 


- problem will constitute a major contribu- 
tion to science, psychiatry, and economics. 


An overall picture of the disorder has been 
attempted by Professor Henri Ey(1) of 


_ France who presents a clinical and logical 


analysis in terms of the unity and diversity. 
The study is based on 366 cases of Aro 
phrenia studied for some 15 years and 
reveals some interesting suggested defini- 


_ tions of several varieties in the group. In a 


study of the psychology of schizophrenia 
Rashkis and Singer(2) reconsider the 
double bind" theory of schizophrenia 
from the viewpoint of conflict, learning, and 
organizational theories. Their formulations 
are ae of being submitted to experi- 
mental testing. 

A controlled experimental study of simple 
and choice reaction times in schizophrenia 
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was reported by Benton and co-workers 
(3). They found that "impairment in the 
performance of simple, high speed tasks 
appears to be a salient behavioral feature 
in many cases of cerebral disease and 
schizophrenia. Although they propose that 
this finding might be interpreted in differ- 
ent ways, it might be that the schizophrenic 
patients showing marked retardation in sim- 
ple reaction time constitute a “special brain 
damaged subgroup.” Boverman(4) in а 
paper on rigidity, chronicity, and resistance 
to human intervention, points out that “in 
some respects" patients with this disorder 
are “highly resilient and very responsive to 
human intervention." A phenomenologi 
and statistical study of dreams and phan- 
tasies as they are found in the “na 
history” of schizophrenia by Cappon(5) 
presents some interesting and informative 
material, and Bion(6) has described some 
detailed observations of hallucinations am 
the results that followed in the analysis of a 
schizophrenic patient. The mental mechan- 
isms involved are discussed. Additio 
studies of this kind should be important 
and rewarding. " 
An extensive paper dealing with a study 


of 5 hospitalized families, each with aS 
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schizophrenic member, is presented by 
Brodey(7) of the Family Study Section of 
the National Institute of Mental Health. 
The investigation was centered in “direct 
daily experiences over a period of 2% years 
with these families who have lived as family 
units within the research hospital setting 
during which time these groups have par- 
ticipated together as family units in daily 
therapy meetings.” Many aspects of method 
are discussed and impressions described. 
In a paper entitled “Episodic Behavior Dis- 
orders, Schizophrenia or Epilepsy,” Monroe 
(8) presented an elaborate investigation of 
90 hospitalized patients with complicated 
symptoms, which at the descriptive level 
suggested a diagnosis intermediate between 
epilepsy and schizophrenia. This 
study is an interesting approach to the 
problem which should be read by those 
confronted with similar cases. 

The literature on manic-depressive reac- 
tions reveals only a few contributions during 
the past year. Among the articles review! 
is that of Gibson and associates(9) on the 
dynamics of the manic-depressive рег 
sonality, in which they discuss the family 
background, the child-parent relationships, 
and other factors involved in the develop- 
ment of this particular personality. They 
outline two sets of factors which are im- 
portant: 1. The state of ego development 
when major anxiety provoking experiences 
occur and ; 2. The dynamics of interpersonal 
relationships between the family members. 
Lichtenberg(10) has studied the clinical, 
genetic, and dynamic implications, the per- 
sonality defenses, the early and later man- 
agement, and also the management 0 
interrelationships of the patient, the physi- 
cian, and other persons in the environment 
during the manic phase of the psychosis. 
Of interest in differential diagnosis, Jeri 
(11) reported that of 32 patients suffering 
pa cerebral cysticercosis, observed in the 
Dono de Enfermedades Nerviosas y 
е and їп the department of Mental 
is eases of the Instituto Nationale de En- 
arse Neoplasicas in Lima, 28 had 
E disturbances along with the neuro- 
E symptoms. The mental disorders 
th sisted of deliria, psychotic reactions of 
E ER toxic-infectious type, and severe 

tions of the personality requiring 
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elimination of the diagnoses of schizae 
phrenia and manic-depressive psychosis | 
which had been made previously. v 
In an article on cataplexy, Levin(12) 
pointed out that this condition which is a - 
temporary "paralysis" or immobilization 
with loss of muscle tone may be evoked by. 
impulses of aggression associated with guilt. 
The aggression may be overt and undis- 
guised or it may be symbolic. In its various 
expressions, it is a conditioned inhibition, 
“a response to the guilt that attends aggres- 
sion even when it is unconscious.” $ 
in 1920 introduced the term “acute homo- - 
sexual panic,” a reaction which is rather 
well recognized by clinical psychiatrists 
but seldom has been discussed in the litera- — 
ture. Glick(13) has made an attempt to 
define concisely this reaction under the | 
title “Homosexual Panic: Clinical 
Theoretical Considerations.” 
schizophrenic reaction, and 
no homosexual content to 
only “undue malignant influence, physical 
impending death,” the author | 
aggression panic — 


cluding emergency treatment, the role of 
the psychia 
social problems in 
size that persons 
quently receive inadequate treatment, 
advise that the services of an anesthesiolo- — 
gist can be very helpful in special situations, 
followed by psychiatric help and particular- 1 
ly a careful evaluation of the possibility ofa 
second suicidal attempt. Several examples 
of “psychic homicide” are offered by Meer- 
loo(15) who relates it to his former concept - 
of "menticide" and brings it into relation- 
ship with several aspects of suicide. 


and : 3 


4 
| 


The way in which a person considers the _ 


real possibility of his own death has been 


seldom described in the literature of psy- - 


chiatry. Brodsky(16) has described an in- 
teresting patient, whom he treated psycho- 
therapeutically in an article entitled “Liebe- 
stod Fantasies in a Patient Faced with a 
Fatal Illness" The young woman patient 
attempted to ward off her fear of dying 
with the fantasy of eternal reunion with 
her dead brother. In a study of the female 
castration complex, Bieber and Drellich(17). 
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‘elusive review of the literature on 
vestism 


integrated an explanatory h 
thesis. The 4 aspects of the formulation 
depend upon and analysis of : 1. Ego regu 
dating functions ; 2. Predominant emotional 
Mc Oto шшр and; 4 

elements composed of context 
temporal factors and antinomies of wishes 
and fears. The viewpoint is based on the 
concept of conflict. The detailed descrip- 
tion of this type of formulation suggests that 
it will be found useful in research and in 
the practice of 


- data on legal status, age, environment, eco- 
nomic status, education, marital state, race, 
nativity, and migration factors. The results 

_ are important not only for a survey of th 
- psychoneuroses, but also for шым 
_ with previously accumulated data on the 


{Jan 


psychoses. An analysis of the nature of the 
neurotic process in terms of the social forges 
as universals in the evolution of 

neurosis has been presented by Kubie 
(22). Various trends, thinking, and tallacies, 
and cultural variables acting on the com- 


ed by Winokur and co-workers(23). The 
developmental symptoms of enuresis and 
somnambulism were apparently not indi- 
cators of a later mental disorder. The 


age of had sexual intercourse 
infrequently. Such factors as menopausal 
symptoms, dysmenorrhea, frequency of 
orgasms, and enjoyment of coitus did not 
differentiate the groups. studied. 

The clinical picture, the psychopathology, 
and the prognosis of the well known type 
of obsession in women who fear they may 
kill their child are described by Chapman 
(24). This obsession is usually combined 
with the obsessive fear of insanity. The 
patient fears that even such strong ideas of 
murdering a child must indicate signs of 
mental disorder and that if this is the case 
it could easily lead to infanticide. Cancero- 
phobia was the focus of a study by Fellner 
(25) who describes two types of patients 
who go to physicians because of fear of 
having cancer and who have no objective 
signs of malignancy. The true cancero- 
phobics can accept the reassurance 
gain relief, while those in whom the idea 
is a real delusion are unable to accept re- 
assurance, but tend to become increasingly 
anxious with indications of a severe under- 
lying emotional disorder requiring urgent 
psychiatric treatment. The role played by 
anxiety in psychophysiologic reactions re 
vealed by an experimental study of 67 
post-lobotomy patients before and follow- 
ing operation was presented by Franks 
associates(26). Their results support the 
hypothesis that the operation reduces 
psychophysiologic symptoms and com 
plaints, and that there is a definite decrease 
in the frequency of reported symptoms 
when the anxiety is alleviated. 


A review of the literature on the subject 
of anorexia nervosa, and the presentation 
el 15 case histories of patients treated at 
the Westchester Division of the New = 
tal over a period of 18 years with а 
E. of the diagnosis and results of 
therapy has been published by Wall(27). 
He emphasizes that “treatment involves 
psychotherapy, tube feedings, insulin or 
electroshock therapy, but also involvement 
in hospital social activities and separation 
from families to allow the patient to grow 
wp" The death instinct as conceived by 
Freud in the light of the second law of 
thermodynamics is discussed by Saul(28) 
in a thought-provoking article = which, 
after presenting the evidence for Д 
he concludes that “it is readily ате. 
that just as the forces toward increasing life 
are reflected in the mind as self-preserva- 
tion, sex and mating, and the like, so the di- 
rection of the chemical processes re- 
versal is reflected in a tendency of the 
whole organism which can properly be 
termed as a death instinct.” In an elaborate 
study, Kardiner and co-workers(29) have 
discussed the basic Freudian concepts, sub- 
jecting them to a critical examination. The 
results of the study have been divided into 
4 parts, 3 of which have now appeared in 
print, namely, “Basic Concepts,” “The 
Libido Theory,” and “Narcissism, Bisexuali- 
ty,” and the “Dual Instinct Theory.” The 
paper in the series will deal with a 
new structural hypothesis, a revised theory 
of anxiety and post-Freudian ego psy- 
chology. Alternative explanations are sug- 
gested in places where the Freudian con- 
cepts are thought to be defective. The 
alternative explanations are derived from 
an “adaptational frame of reference rather 
than from the Freudian instinctual one. 
Some of the characteristics of dreams have 
been explored in relation to the conditions 
Prevailing during sleep in terms of the 
adaptative function of the dream by Ulman 
(30). He directs attention to the possible 
tole of neurophysiological changes during 
Sleep, the role of the reticular activating 
system, and other possible important com- 
Ponents in the dream work and function. 
cal material is presented to support 
Г etical concepts which emphasize that 
€ dream is the unique means of coping 


the sociobiological aspects. 

Serban(31) has presented the p 
therapeutic approach of the Pavic 
school to problems of neurosis. In the came 


had been sustained. During the treatment, - 
the number of interviews with the improved | 
patients averaged 61. The same author(34), - 
in another article advises that much could - 
be learned about psychotherapy by means і 
of studies other than by this method; but — 
emphasizes that a therapy is a therapy, only ` 
by its results, and not by theories regardless - 


ge 


Mr. 


of how elaborately they may be formulated. 
A discussion of the difficulties and factors 
that tend to cause patients to “drop out” of 
therapy is offered by Gedo(35). The “emo- 
i premature therapeutic 


Cooper(36) emphasizes that prejudicial at- 
titudes are attended by strong 
extensive studies to show that physi- 


- proaches the 
3 penser is needed for patients under 
7 treatment, and particularly the extent 
_ of its use in schizophrenic patients. He 
~ expresses the belief that the combination 
-- is of special importance in such patients 
_ especially, if it can be applied without 
detriment to the therapeutic situation. He 
| places emphasis on the fact that each pa- 
. tient is a special problem requiring sound 
— dlinical judgment, and that generalizations 
— or indications for one therapy or another are 
| mot applicable. He advises that the experts 
_ in psychotherapy pay more attention to in- 
[ tegrated treatment. Cattell(38) in an in- 
| formative survey of the drugs used has 
published a tabulated list of selected psy- 
chopharmacological agents giving clinical 
names, manufacturer, range of daily dos- 
_ ages and side reactions. It value for pur- 
| poses of reference and guidance is obvious. 
4 Some controversial issues are also men- 
- tioned. The use of Ritalin in psychotherapy 
- of depressions in aged persons was reported 
by Jacobson(39), who studied the effect it 
- might have on both reactive and involution- 
al types of depressive states. Manic-depres- 
_ sives were excluded from the study. He 
found that the drug facilitated communica- 
- tion and cooperation chiefly by its mood 
4 elevating effects, and therefore is a useful 
- adjunct to psychotherapy. There was also 
an increase in alertness and an alleviation 
Е of morning depression and fatigue. He also 
- found Ritalin useful in counteracting lethar- 
- ду or over-sedation from ataractic drugs. 
Concerning the psychotherapy of alco- 


holism, Lemere(40) explains the attitude 
of the physician and of the family toward 
alcoholic problems, and makes a plea to 
physicians in general to try to understand 
and to recognize that alcoholism is a disease, 
and that it is so considered by The Ameri- 
can Medical Association, as well as by the 
public. He outlines in some detail the chief 
characteristics of the condition, describes 
what the alcoholic must do to help him- 
self, and explains the special functions of 
the therapist in such a setting. The role of 
the family physician in the prevention of 
emotional disorders is presented by Caplan 
(41). He advises the family doctor to de- 
velop a working relationship with a psy- 
chiatrist who can aid him in improving his 
ability to recognize the emotional needs, 
the mental health requirements, and the 
early symptoms of mental trouble in the 
families where he has to practice among 
the problems of pregnancy, divorce, be- 
reavement, and other crises with which he 
is in immediate contact. He is usually in a 
position to exert a healing effect and to aid 
in the adjustment of those involved in life 
problems. Schiff and Pilot(42) offer an 
approach to psychiatric consultation which 
they have found adequate in the general 
hospital setting. It is based on a viewpoint 
primarily consultation-oriented rather than 
patient-oriented. Case histories are pre- 
sented to "illustrate the nature of the 
concerns not made explicit, how they may 
operate in the management of the patient, 
and how they have been dealt with by the 
consultant." 

Among the outstanding books of the year 
is the two-volume American Handbook oj 
Psychiatry(43) prepared by 11l contribu- 
tors and comprising some 2000 pages. It 
contains several chapters on clinical psy- 
chiatry and psychotherapy. 
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PHYSIOLOGICAL TREATMENT 
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Several pharmacological and clinical 
review articles which have appeared during 
the past year will help the bewildered 
Psychiatrist to organize his information on 
the vast and growing literature of psy- 
chopharmacology. Hippius and Kanig(1) 

stinguish three main classes of pheno- 
azines: the promazine, the mepazine, 
and the perazine groups, i 
respectively by propyl, piperidyl-methyl or 
Piperdyl-ethyl, and piperazinyl-propyl side 
i University of New York, Downstate Medical 
By. and Jewish Hospital of Brooklyn, Brooklyn 38, 
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chains. It is the last group, which includes 
Compazine, Trilafon and Stelazine, that th 

authors regard as our most potent pheno- 
thiazine therapeutic agents. Himwich( 
concurs in this judgment. Hoffman(3) 
Hollister(4) have also each written gene 
pharmacological accounts of some of 
new drugs, and authoritative general с 
ical discussions will be found іп the т 
essays by Delay(5) and by Sargant(6, 


TOFRANIL AND OTHER ANTI-DEPRESSANTS 


In Germany, Austria, Italy, France, $ 2 
erland, Canada, Cuba, Spain, and in the 


U. S. A.(8-30) almost all reports agree that 
iminodibenzyl (Tofranil) will relieve at 
least half the cases of endogenous de- 
ion in a matter of days or weeks, and 
will benefit other types of depression as 
well. Dosages of 100 to 150 mg. a day 
are recommended; higher doses are 
seldom required. Side effects, though com- 
mon, are usually mild and may involve 
of the mouth, disturbances of ac- 
commodation, headache, dizziness, tremors 
or twitchings, sweating, flushes, constipa- 
tion, thirst, insomnia, pruritis, paresthesias, 
and glossitis. More rarely ep- 
| ileptic seizures, confusion, hallucinations or 
Б hypomanic states may supervene. Since 
_ even the milder side-effects may be distress- 
_ ing to depressed patients, it is advisable 
to keep dosage to a minimum, especially 
in older patients. Delay, Deniker and 
"Lemperiére(15) think a combination with 
phenothiazines, especially levopromazine, 
improves the results. 
— ]ts range of usefulness seems similar to 
‘that of Marsalid, though individual cases 
“may respond better to one drug than the 
other. Freyhan(31), Hoff(32) and Kal- 
inowsky(33) all still regard electroshock 
“treatment as the treatment of choice where 
^ suicidal risk or other considerations make 
— quick action essential, or where toxic side 
— effects might be disturbing. In milder cases, 
| treatment with Tofranil for a week or two 
| may obviate or reduce the need for EST, 
- and it is also of value in preventing relapse 
- after EST(34). Though neither method of 
treatment will prevent or delay the return 
— of a cyclic depression, remissions after EST 
| appear to be better maintained, Tofrànil 
- can also be cautiously used in handling 
| depressions of the aged(35). As an interest- 
ч ing side light it is also said to be helpful 
ош relieving mucous colitis, rheumatoid 
_ arthritis and hypertension(36). The recent 
- supplementary volume(37) of the Canadian 
_ Psychiatric Association Journal provides 
_ ап excellent review of the entire subject. 
_ The proceedings of a full and informative 
conference on the amine oxidase inhibitors 
— have just been published(38). Though the 
Y anti-depressant action of Marsalid is re- 
markable(39, 40), its toxicity gives serious 
P reason for concern. Borenstein and Dabbah 
(41) report frequent though usually tran- 
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sient disturbances in liver function, as re- 
flected in cholesterol levels. Nine cases of 
Marsalid hepatitis are reported from a 
single hospital in New York(42). Another 
recent report(43) lists 3 cases. Hoheisel 
(44) in Germany also describes several. 
Cases with toxic symptoms of delirium and 
melena, sometimes with fatal outcome, are 
reported elsewhere in Europe(45, 46). By 
the middle of 1958 the New Drug Branch of 
our Department of Health, Education, and 
Welfare had heard of 180 cases of Marsalid 
hepatitis, 20% resulting in death. Both 
Kielholz(47) and Kalinowsky(33) have 
abandoned Marsalid because of the serious 
liver and circulatory complications reported. 
Meanwhile the producers of Marsalid are 
making available a new amine oxidase in- 
bibitor of related structure known as Mar- 
plan. This is a more potent and more toxic 
drug, but can be used in smaller doses 
and is said to have a better therapeutic 
index(48, 49). B-phenylethylhydrazine 
(Nardil) is another antidepressant amine 
oxidase inhibitor that has recently been 
introduced (50). 

Intermittent sleep therapy, induced by 
various hypnotic combinations, continues to 
demonstrate its value not only in de- 
pressions, but in certain cases of schizo- 
phrenia, neurosis(51, 52), and psychoso- 
matic conditions(53) as well. 


PHENOTHIAZINES AND OTHER SEDATIVES 
Newer reports continue to confirm the 
value of chlorpromazine in the treatment of 
schizophrenia(54-56). Thorazine, it is 
interesting to note, also has a certain anti- 
bacterial effect and reinforces the action of 
several antibiotics(57). In spite of the 
frequency and prominence of the extra- 
pyramidal side effects perphenazine ( Trila- 
fon) also maintains its usefulness(58, 59). 
A combination with mepazine (Paca 
reduces the Parkinsonism(60), but may 
increase the danger of agranulocytosis. 
Trifluoperazine (Stelazine) is a potent 
agent in the treatment of hallucinating, 
deluded, withdrawn, agitated patients, ёз- 
pecially paranoid schizophrenics, but also 
induces marked extrapyramidal effects, €s- 
pecially when doses exceed 20 mg. à day 
(61-64). Combination with antiparkin- 
sonian drugs such as Cogentin has been 
found helpful(65). Gearren(66) uses it 


in office practice to relieve anxiety. Another 
active trifluoride phenothiazine related to 
Trilafon is fluphenazine (Prolixine), said 
to be 25 times more potent than Thorazine, 
quickly effective in parenteral use, but 
with the same serious extrapyramidal ac- 
companiments, and a special tendency to 
induce leukopenia(67).  Triflupromazine 
(Vesprin) is another potent drug, which 
may induce convulsions, weakness and 
ataxia. Neither jaundice nor dermatitis has 
thus far been reported, but aside from its 
potency and rapidity of action, it seems to 
have no advantage over Thorazine( 68-71). 
Proclorperazine (Compazine) has a similar 
range of indications, similar potency and 
similarly distressing extrapyramidal side- 
effects, sometimes reaching alarming pro- 
-portions (72-74). Reduction of dosage and 
use of antiparkinsonian drugs are advisable 
when serious symptoms threaten. One case 
is described where spasms and severe 
glottis edema required tracheotomy(75). 
Promazine (Sparine) seems to have no 
real advantage over chlorpromazine, and 
carries the danger of convulsions, vascular 
collapse and agranulocytosis, though on 
moderate dosage (200-600 mg. per day) it 
is said to be well tolerated(76-79). Levo- 
promazine (known as 6549 RP in France) 
has been favorably described as a drug of 
low toxicity and mild action, of particular 
value in depressions(80-83). Acetylproma- 
zine (Plegicil in France) is more potent 
than Thorazine but is said to induce no 
Parkinsonism, though it has been relatively 
little used, and reports are scarce(84). 
Thiopropazate hydrochloride (Dartal) is 
about 5 times more potent than Thorazine, 
With a similar range of indications and 
complications(85, 86). Another new pheno- 
thiazine developed by the French firm 
Specia as 7843 RP is closely related to 
proclorperazine, is very potent, calms ex- 
citement with great rapidity and has been 
found helpful even in chronic resistant 
schizophrenic cases with defect(87, 88). 
Mention should also be made of the 
French 4362 RP methopromazine(89), 
similar to chlorpromazine, and Ciba's 17040, 
Which appears with the usual report of 
efficacy and low toxicity(90). 
3 N- (2’- [1"-methyl-2"-piperidyl]-ethyl)- 
-thiomethyl-phenothiazine, abbreviated as 


rv 
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thioridazine, was introduced on the cone 
tinent by Sandoz as TP 21 and is marke 
here as Mellaril(91-96). Though milder 
its action than Thorazine, it has a ¥ 
range of usefulness and sometimes he ) 
where Thorazine has failed. It is said 
be especially effective in moderately excited” 
cases and in certain depressive syndromes 

it relieves insomnia 


ated, though skin reactions have been re- 
ported and 10% of treated cases show defi- 
nite leukopenic tendencies. Extrapyramidal | 
effects are rare, and hepatic dysfunction. 
has not been reported. It has a tendency 
to induce galactorrhea. Kinross-Wright(97) - 
regards it as a definitely superior drug. 

Hydroxyzine (Atarax) is described 
especially beneficial in relieving anxiety and - 
bizarre, autistic or delusional thinking(98) 
Side effects are said to be minimal. Azacy 
clonol (Frenquel) displays а curii 
specific effect on hallucinations, and a trial. 
intravenous test is advised in cases where | 
persisting hallucinations are prominent — 
symptoms(99, 100). Methylpentynol (Ob- 
livon) is recommended for younger children | 
as a well tolerated non-toxic sedative, | 
especially suited to relieve anxious, mildly _ 
disturbed, or acutely upset children who 
are otherwise normal—in 


hospital ward | 
situations, for example( 101, 102). 4 


OTHER NEW DRUGS i ! 

Haloperidol, R 1625, is a potent drug, à _ 
few mg. of which, administered by in- | 
jection, quickly controls psychomotor agita- 
tion(103). It is also hypotensive. Meduna - 
and Abood(104) have been experimenting - 
with a new hallucinogenic drug, N-ethyl-3- - 
piperidyl cyclopentylphenyl glycolate hy- 3 
drochloride (Ditran) with an atropin-like - 
anticholinergic action which is said to be. 
very effective in reactive depressions. Dime- - 
thazan is a xanthine caffeine derivative 
which had a striking restorative effect on a 
group of debilitated chronically ill patients | 
(105). Simon(106) claims success with a 
new whole pituitary extract in the treat- 
ment of involutional depressions, and. 
Zhuravleva(107) treats schizophrenic and 
hypochondriacal cases with a series of par- 
enteral injections of a special bovine blood 
preparation called parenterine. 5 


SYNAPTIC CONDUCTION AND PSYCHOSES 


| Sigg(108) suggests that Tofranil derives 
$ its anti-depressant action by sensitizing 
F central adrenergic mechanisms at the syn- 
| aptic level, while Marsalid protects the 


transmittor substance from breakdown, and 
he proposes the reasonable general theory 
that all anti-depressant agents operate 
through an activation of central adrenergic 
mechanisms. Hoffer( 109, 111) also predicts 


topical anesthetic) can all induce 
semen Tool, Ee Mara, 


ад. But no simple formula can explain all 
the complexities : small doses of atropin 
_ пау induce a psychosis(113, 114), but 
- large doses can also relieve опе, and atropin 
coma has been described as virtually spe- 
> cific in terminating manic attacks(115). 

— Flügel(116) suggests that antiparkinsonian 
— drugs tend to be anti-depressive, while 
_ drugs like chlorpromazine, which induce 
Y Parkinsonism, are contraindicated in de- 
pression. Büssow(117) finds that supple- 
| mentation of reserpine or chlorpromazine 
| with atropin makes it possible to success- 
| fully treat depressions. Orphenedrine chlor- 
T hydrate, an atropin-like drug, has a strik- 
ing stimulating euphoriant and anti-depres- 

_ sive action which promises to be useful 
’ both as a phenothiazine antidote and in the 
direct treatment of akinetic depressions 


4 


— plus or deficiency of monoamino oxidase 
- may be the cause of some psychoses. 


- TOXICITY AND SUICIDES 

Sales of psychopharmaca now exceed 
| $200,000,000 a year in this country (120). 
— In little Denmark (population 4,500,000 ) 
— 61,000,000 tablets of meprobamate alone 
— were sold in 1958, addiction is widespread 
withdrawal symptoms severe, and suicidal 
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(118). Stern(119) also believes that a sur- . 


Lan 


attempts by means of the drug quite com- m 
mon, 87 instances being known to one 1 
author( 121). Millions of Americans аге now 7 
using these newer drugs. At the Madison, | 
Wisconsin Poison Information Center, 1% 
of all inquiries now concern the tranquil- 
izing drugs( 122). In 1955 the Public Health 
Committee of the New York Academy of 
Medicine knew of 12 tranquilizer poison- 
ings; there were 8 times that number in 
1956, including at least 2 fatalities(123). 
During the past year fatalities have been re- 
ported from Trilafon(124), Pacatal(125), 
and especially from Sparine( 126-128), eith- 
er from agranulocytosis or from vascular col- 
lapse. In one series of 3,000 cases treated 
with Thorazine, Promazine or Compazine, 
18 cases of agranulocytosis occurred, many 
of them in younger patients (129). Attention 
should also be directed to the very greatly 
increased liability to thrombosis, thrombo- 
phlebitis and pulmonary embolism in pa- 
tients under chlorpromazine or reserpine 
(130). In addition to serious hepatic dys- 
function, severe spasms or convulsions can 
occur during treatment with a variety of 
phenothiazines, including Compazine, Stel- 
azine, Vesprin, Trilafon and Thorazine 
(131-133). All of the drugs are not only 
liable to be implicated in suicidal attempts, 
but some of them may even induce dan- | 
gerous depressions. In view of this it is 
essential that publicity be given to the 
dangers of misuse and abuse of these newer 
medicines, and that toxicity be adequately 
advertised. Surveillance and caution are 
both required, particularly with newer 
drugs where clinical trial has been brief 
and inadequate. 


€ 


MISCELLANEOUS 

In a comparative study of a very large 
case material it was found that acute schizo- 
phrenic cases did best when treated at — — 
first with insulin coma and later maintained — 
on Thorazine(134). Only the cases of 
several years duration did better on Thora- 
zine. If this chronic case material is treated , 
for 6 months with at least 300 mg. per дау, _ 
few cases—and these mostly paranoid ог 
hebephrenic—will be found resistant to * 
treatment(135, 136). Vartanian(137) rec —.| 
ommends lithium carbonate in cases ОЁ 1 
prolonged agitation where Thorazine OT - 


D 


ЧО 0] 
-—— 
other measures are unavailing, or where it 
is for any reason contraindicated. 

Stevens and Dunn( 138) again confirm the 
fact that thyroid activity is often depressed 
in psychoses, especially in agitated cases. 
Danzigers claim of remarkable success 
with massive thyroid treatment of acute 
schizophrenic patients should not be dis- 


regarded (139). 
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Apparently no group of patients are as grate- 
to their чн E as toes who have 
relief of their symptoms through frontal lobe 
рч Ordinary process of follow-up seems 
tgely unnecessary with this gro ause 
роз 90% either write to us pai ‚ tele- 
one or report back to the hospital from as 
sh away as Texas and Arkansas. Question- 
c always get a total response and several 
p “aa have spontaneously volunteered to 
con: to prospective surgical candidates . . . We 
to sider this continued friendliness and desire 
pe contact long after leaving the hos- 
E be a most gratifying result of the 


*91 Main St., Los Altos, Calif. 
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procedure. The well-known habit of the former 
patient snubbing his psychiatrist in public does 
not seem to prevail here. Perhaps this pleasant 
reversal of form has increased our enthusiasm | 
for this therapeutic procedure. re 


The above quotation from the paper b 
Slocum, Bennett and Pool(23) epitomizi 
the social results of lobotomy in patients 
with chronic anxiety states. à 

Lobotomy is specific for uncontrollable 
anxiety. In ordinary patients anxiety 
be more or less suppressed by drugs, bu 
as Alexander(1) states, lobotomy is “some- 
times the only one that can resolve t 


illness in truly desperate treatment-resistant 
cases.” Fear and worry are listed by Green- 
blatt(9) as coming under control in a high 
percentage of cases. Slocum et al.(23) state 
further that: “In all of these 18 patients 
the sole aim of surgery was to give the 
patient relief from severely disabling anxi- 
| ety and break up the concomitant tension." 
They describe the agonizing suffering be- 
fore operation and the remarkable improve- 
ment after operation: sleep without seda- 
tion, a full diet, healing of ulcerative colitis 
^ and tuberculosis, control of hypertension, 
| even relief of asthma and hay fever. Of the 
13 patients who were not psychotic, 12 
returned to a welladjusted independent 
existence at home without further hospital- 
ization or continuation of therapy. Far 
_ from being damaged by surgery the patients 
- resumed their life patterns with ability that 
had usually been lost months and some- 
times years prior to operation. The patients 
_ explained this by the fact that their minds, 
"free of self-recrimination, anxiety and fear, 
“could return to normal function. Sagebiel 
_ (21) agrees: "Anxiety, in all its various 
manifestations, should be the main criterion 
for determining the selection of patients." 
__ The reverse side of the medal is revealed 
- in several well-controlled studies on chronic 
patients. Robin, in three papers(18, 19, 20) 
and Ball et al.(2), working with Veterans 
- Administration patients, conclude that lo- 
botomy makes little difference in the 
eventual outcome. 
In Ball’s study 185 patients were operated 
upon and compared with a control group 
of 185 patients comparable in age, diagnosis 
| ада length of illness, Evaluation by rating 
- scales was made over a period of 5 years. 
^ "Discharge rates for the standard and bi- 
— medial groups increased each year after 
operation and were significantly higher than 
that of the controls by the fourth year. The 
community adjustment of these discharged 
_ patients, although below average to mar- 
"ginal, was rated as better for those who had 
-- been lobotomized than for the controls.” 
b The tranquilizing drugs, introduced during 
- the third year of this study, had more 
beneficial results upon the control patients 
than upon the operated ones. 

Robin(18) compared 198 leucotomized 
patients with 198 closely matched controls. 
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Leucotomy did not improve chances of dis- 
charge nor accelerate it ; it did not reduce 
the chances of readmission nor delay it, nor 
reduce the number of readmissions, nor the 
total period of readmission; it did not 
improve hospital behavior as judged by 
ward level, nor increase the death rate. A 
second leucotomy did not improve pros- 
pects of discharge as compared with the 
controls. 

It would almost be safe to conclude that 
lobotomy is of little value in the psychoses 
were it not for a study by Barahal(3) on 
1,095 patients (90% schizophrenics), nearly 
half of them hospitalized for more than 5 
years. Five to 10 years later 16% were at 
home as contrasted with 2% of the controls, 
that is, patients who were recommended 
for lobotomy but for whom permission 
could not be obtained. In the 5-year-plus 
group of operated patients only 6% were 
discharged, as contrasted with 44% operated 
upon during the first year of hospital- 
ization, 38% the second year and 23% in 
the years 2 to 5. Chronicity is thus shown 
to be the outstanding factor in the failure 
of psychosurgery, at least in schizophrenia. 
Boyd et al.(4) describe the therapeutic 
value of lobotomy on the disturbed wards 
of a mental hospital, but these figures are 
no better than those obtained by drugs. 
Smith and Kinder(24) restudied the Rock- 
land topectomy patients 8 years later and 
found progressive downgrading when com- 
pared with their controls. Superior to- 
pectomy produced greater losses then 
orbital resections. Discriminatory capacity 
was most markedly reduced. ў 

Hirose(10) followed 280 schizophrenics 
from 2 to 11 years after a variety O 
operative procedures. Two-thirds were 1m- 
proved, half of these discharged. He the- 
orizes that changing the patterns of psy- 
chologic reactions to the underlying biologic 
conditions makes rehabilitation possible. 
Polonio(17) advances theories to explain 
the alteration in psychotic ideation and 
behavior that underlies the improvement. 
Proper choice of patients results in 
recovery. Sainz (22), with tongue in cheek : 
*No, the leucotome, long, rounded, sharp, 
and of virile steel, could well represent an 
apotheosic phallus, deeply thrust into 7 
very entrails of the brain, satisfying al 
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basic homosexual urges of the patient in 
a veritable explosion of libido." 

Kalinowsky(12) believes that patients 
with chronic depressions that do not re- 
spond to ECT are excellent candidates for 
psychosurgery. "In this group pharmaco- 
therapy will be tried but is not the answer 
because too many different symptoms occur 
requiring different medication and also be- 
cause these patients are often quite sen- 
sitive to side effects of the drugs, and side 
effects are particularly disturbing to them." 

Robin's( 19) negligible results in patients 
with affective disorders are so out of line 
with the findings of other investigators as to 
cast doubt upon the efficacy of the surgery. 
In a symposium(5) in London, McKissock 
said that the experimental period was past. 
There has been a striking change in the type 
of clinical case referred for operation . . . This 
has been reflected in the marked diminution 
in the number of deteriorated schizophrenics 
offered for surgery [and] a corresponding in- 
crease in the number of patients suffering 
from symptoms of anxiety, tension, agitation 
and depression who have failed to respond to 
all the other accepted forms of treatment. 


Referring to 170 leucotomies he performed 
at one mental hospital, mostly with rostral 
incisions, he found 60% working, 30% home 
and only 10% in hospital. 


To sum up, rostral leucotomy has proved itself 
to be a form of treatment carrying a very low 
tisk of life—less than 1%. It produces remark- 
ably little undesirable side-effect and, when 
used in properly selected cases, chosen by ex- 
perienced psychiatrists, offers a high rate of 
recovery. 


Knight, whose incisions were made in the 
lower medial quadrants in 200 patients, 
achieved 117 recoveries and only 19 fail- 
ures. “These patients are warm and normal 
emotionally, and many letters from relatives 
emphasize the entirely normal life and 
reaction of the patients after operation." 
Partridge followed 89 of his original pa- 
tients 10 to 12 years later. Half of them 
Were continuously out of the hospital. Re- 
Currences of affective disorders were milder. 
€ 7 obsessionals, previously totally in- 
Capacitated, had been able to lead an 
approximately normal life without relapse. 

orn found significant differences be- 


one patient suffering from an endogenous” 
illness regretted having a leucotomy. Of 
the reactive depressives 8 regretted the” 
operation and 9 were neither glad nor 
sorry.” Of the 105 cases only 14 меге 
regarded by the author as failures. 

Psychophysiologic reactions in 67 post- 
lobotomy patients are analyzed by Franks — 
et al.(7), revealing a notable loss of symp- | 
toms, consequent upon the reduction in 
anxiety. | 

Further studies upon interruption of - 


sound and Jaeger(11) with hot water 4 
jection. The pathologic findings in 25 
patients dying at varying periods are ultra- 
sonic irradiation for relief of suffering in 
terminal malignancy are reported by Nel- 
son, Lindstrom and Haymaker(16). Leav-- 
ing the dura unopened spares the cortex. — 
The lesions in the white matter are 
circumscribed, purely necrotic, with little — 
reaction, and their extent is dependent 
upon the time and energy of the application. 1 
The location of the major lesions is variable. — 
Fiamberti(6) brings up to date the Italian 
bibliography on transorbital lobotomy, 57 — 
references. ewe) surveys rs! M 3 
of psychosurgery in T American 

book of Psychiatry. A biographic sketch of | 
Burckhardt (1836-1907), the Swiss pioneer — 
in topectomy, is given by Miiller(15). : 
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In keeping with the practice established 
ast year in this section, comment will be 
ited to a few contemporary develop- 
ments in order to permit at least brief 
ical appraisal. 


D PSYCHIATRY 


The most noteworthy administrative 
event of the year has been the establish- 
ent of subspecialty certification in child 
iatry(1). The requirement of 4 years 
of psychiatric training (2 of which are to 
be spent in working with children) and the 
encouragement of pediatric training (ac- 
table in lieu of additional psychiatric 
perience) can be expected to have a 
ecided impact upon the entire field, with 

phasis on the medical foundation of 
iatric psychiatry. The composition of 
Committee on Child Psychiatry and its 
early actions give promise that an elevation 
of standards may be achieved without the 
much-to-be-feared corollary of freezing 
training programs into repetitive sterotypes. 
- Child psychiatry, legitimatized less than 3 
- decades ago, has now come of age. The 
- distance travelled has been epitomized by 
_ the author of the first American textbook 
. (1935) to bear the title : Child Psychiatry. 


ee 
de .. 1Johns Hopkins Hospital, Baltimore 5, Md. 


REVIEW OF PSYCHIATRIC PROGRESS 1959 


CHILD PSYCHIATRY ; MENTAL DEFICIENCY 


А (Jan. 


16. Nelson, E., Lindstrom, P. A., and Hay- 
maker, W. : J. Neuropath. Exper. Neurol., 18: 
489, Oct. 1959. 

17. Polonio, Р : П Internat. Congr. Psychiat., 
1: 268, 1957. 

18. Robin, A. A. : J. 
267, Nov. 1958. 

19. Robin, A. A.: J. Neurol, Lond., 22; 
132, May 1959. 

20. Robin, A. A. : J. Ment. Sc., 104 
Oct. 1958. 

21. Sagebiel, L. : Ohio State M. J., 497, Apr. 
1959. 

22. Sainz, A.: Dis. Nerv. System, 20 : 53, 
May 1959. 

93. Slocum, J., Bennett, C. L., and Pool, 
J. L.; Am, J. Psychiat., 116 : 222, Sept. 1959. 

24. Smith, A., and Kinder, E. F. : Science, 
129: 149, Jan. 16, 1959. 


Neurol. Lond., 21: 


1025, 


үг LEON EISENBERG, M.D.1 


Leo Kanner, now Professor Emeritus at the 
Johns Hopkins University, has identified the 
main currents and the tributaries in the 
history of child psychiatry at the Maudsley 
(2) and Horney(3) Lectureships. In these 
scholarly articles he has developed Ње 
meaning of the present in the perspective of 
the past, an undertaking peculiarly fitted 
to this year of the official designation of the 
rites de passage to full specialist status. 

In a theoretical paper of considerable 
importance, Bowlby(4) has presented a 
critique of hitherto available conceptual 
models on the development of the child's 
tie to his mother. Freud, hampered by the 
lack of systematic observations on infant 
behavior and, on his own admission, by the 
intensity of the father transference of his 
female patients, underestimated, at least 
until late in his career, the strength and 
importance of the infant's early relationship 
to his mother. Viewing this first object 
choice as derivative from the reduction of 
oral tension, Freud ascribed to it no more 
than a transitional role in the ontogeny of 
essentially auterotic impulses, which omy 
later converged upon the parent of opposite 
sex. Child analysts, in disregard of theit 
own insightful clinical observations, COP- 
tinued to subscribe to the classical Freudian 
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“view of the anaclitic basis of the earliest 

choice. 

Bowlby, with somewhat uncomfortable 
apologies for his heresy, synthesizes notions 
borrowed from Piaget and from the ethnolo- 
gists with his own studies on the conse- 
quences of maternal deprivation to present 
a theory of “component instinctual re- 

у ке. He describes 5 (but acknowledges 

t there may be more) inborn behavior 
patterns : sucking, clinging, following, cry- 
ing, and smiling; each more or less in- 

| dependent and maturing at its own rate, 
but becoming integrated and focused upon 
the mothering person in the normal course 

— of development. “Instinct” in his sense is 

—— not drive or motivating force (an unfortun- 

ate concept resulting from the mistrans- 

lation of "Trieb") but rather built-in species 
—determined behavior, released or sup- 

— pressed by appropriate ^sign-stimuli" from 

environment and by interoceptive sig- 

nals from within the infant organism. This 
family of behavior items is conceived as 
having evolved because of biologic sur- 
vival value for the newborn. A necessary 

5 distinction is drawn between early re- 
| sponses, which are simple functions of frag- 

| mentary perceptions in an infant without a 
j differentiated consciousness of self, and the 
— gradual elaboration of a “monotropic” at- 

M tachment to a mother perceived as a person 

existing in time and space with a history 

and individuality of her own (some time 
| toward the end of the first year). Drawing 
- upon anthropoid data, Bowlby argues for 
б the importance of complementary maternal 
‘instincts, but here his development is less 
convincing. One need not deny the likeli- 
hood that phylogenetic mechanisms passed 
4 on from primate ancestors are present in 
the human mother in order to contend that 
they are of minimal importance as con- 
trasted with role of culturally elaborated 
expectancies in determining her maternal 

= behavior, 
- — Bowlby’s insistence upon the independ- 
. fhce of the separate components of the 

ў a infant's instinctual repertoire and his re- 

_ Vision downward of the importance of 

Ene as the basis for attachment to the 

Es n. have received striking confirmation 

d T rlow's studies with infant macaques 

(5-7). In an ingenious experimental design, 


= 
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Harlow reared isolated infant macaq 
with “mother surrogates” consisting of 
either wire or terry cloth dummies, with 
or without an artificial “breast” to permit 
nursing. To summarize his findings, the in- 
fant monkeys much preferred the terry 
cloth figure, whether or not it was the 
source of milk, apparently because of” 
cutaneous and kinesthetic contact sensa- 
tions. The attachment to the terry cloth” 
“mother surrogate" was remarkably per- 
sistent; when it was available, the infant з 
retreated to it in the face of novel or | 
threatening situations and was then enabled 
to resume exploratory behavior, as con- @ 
trasted with the cowering and timorous 
reaction to the same stimuli in its absence, 
Experiments in progress appear to demon- 
strate preferential attachment for du А 
that permit “clinging contact” rathi 
mere contact and still more to those 
rock back and forth. Details aside, these 
studies indicate that, at least in the ma- 
caque, the infant's attachment to his mother 
is only minimally related to her nursing - 
role and far more to her function as ап 
object to which the infant clings. This | 
serves to emphasize the importance of the — 
activity of the infant in the process of form- - 
ing a relationship as contrasted with earlier 
stress upon the neonate solely as a passive - 
recipient. A word of caution is necessary © 
The capacity for clinging is highly devel- - 
oped in the infant primate for whom it is. 
essential to survival in an arboreal exist- 
ence; it may constitute a more significant. 
factor in mother-attachment in such animals | 
than it does in man. 

Bowlby's views do not resolve all of the - 
issues in the genesis of social behavior. The 
supporting data rely heavily upon analogy 
with subhuman behavior ; the role of learn- - 
ing is so much more critical in our species 
than in others that caution is indicated in. 
the translation into human terms from 
animal experiments, however ingenious. 
Nonetheless, the great virtue of Bowlby's | 
conceptual model lies in the possibility it 
presents for experimental analysis in con- 
trast to mere romanticism or misanthropy in 
interpreting pre-verbal stages of infant de- 
velopment. 

The necessity for a careful reappraisal of 
current clinic practices is evident from two 
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"studies published in the past year. Tuckman 
‘and Lavell(8), in a survey of 1,548 out- 
patient admissions to 11 child guidance 
clinics in Philadelphia, found that, overall, 
59% were patient-terminated, with a strong 
idication that those families most in need 
of help were the least likely to complete the 
‘treatment process. Equally significant was 
the finding that attrition rates varied from 
a low of 26% to a high of 71% at individual 
clinics ; one wonders to what extent differ- 
in type of referral, screening pro- 
lures, waiting periods and therapeutic 
osophies account for this very sizable 
ation. Nonetheless, the figures imply an 
lerable waste of professional time in 
face of the nationwide scarcity of serv- 
). At the same time, Levitt et al. 
) were unable to demonstrate any con- 
ent difference on a number of measures 
justment between treated and un- 
patients some 5 to 6 years after the 
of application for psychiatric services. 
this study, despite its very consider- 
merits, suffers from the limitations of 
rospective studies : defectors from serv- 
s as “controls”; unequal moieties of 
l and experimental groups lost to 
-up; the unknown therapeutic im- 
of the diagnostic process on the “con- 
I"(11). Everyday clinical practice is 
sed on the conviction that therapeutic 
ervention does make a difference; yet 
this study, like its predecessors(12), chal- 
es the ais of hod conviction. How 
we account for this disenchanting set 
findings ? Are the wrong variables bank 
easured so that benefit eludes our net ? 
the rate of spontaneous recovery so high 
to preclude the statistical demonstration 
any but superlatively effective treatment 

lts ? Or may the failure lie in the amal- 
nation of patients from heterogeneous 
gnostic categories, in certain of which 
atment may be related to outcome and 
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rt term тезропза 14) in relation to di- 
ostic grouping. The time is long past 
for a critical reexamination of traditional 


ТҮҮЛҮ Гавай 
PAT OE AAEE Le > 
REVIEW OF PSYCHIATRIC PROGRESS 1959 


ice in order to learn to specify who is 
to be treated, by what method and for how 
long. 


MENTAL DEFICIENCY 


Mental deficiency, once the step-child of 
medicine, a waste basket of heterogeneous 
disorders possessing in common only the 
one feature of low intelligence, has become 
an exciting area of biochemical and genetic 
research. The central idea behind the re- 
surgence of interest can be traced to Gar- 
rod’s concept of inborn errors of metabolism 
(15), which have grown from the 4 he rec- 
ognized to well over 50 under current study 
(16). It is now evident that the absence of, 
or deviant function of, a gene which con- 
trols the synthesis of an enzyme in a meta- 
bolic sequence may lead to a deficiency of ` 
the end-product of the sequence and an ac- 
cumulation of an excess of intermediary 
metabolites. These, in turn, may have mass 
action effects on reversible reactions, in- 
hibit other enzymes, or may themselves be 
directly toxic or become toxic as they flow 
over auxiliary metabolic routes. The patho- 
logic consequences of biochemical derange- 
ment may be evident (a) at birth, (b) only 
in the presence of specific dietary intake, 
or (c) ata later stage in the developmental 
sequence. Early identification of the bio- 
chemical defect may lead to the hope of 
control by elimination of particular food- 
stuffs, by dietary supplementation, and, in 
theory, by the artificial introduction of miss- 
ing enzymes. 

As examples of recently uncovered met- 
abolic defects associated with mental de- 
ficiency, the following may be cited: 
Hartnup disease, a disorder of tryptophan 
metabolism clinically similar to pellagra but 
stemming from a failure in synthesis of the 
apoenzyme rather than from a lack of die- 
tary niacinamide(17, 18); maple syrup 
disease, so named because of the odor o 
the urine which contains pathologic 
amounts of alpha-keto acids(19-21) ; and 
sucrosuria, a disorder associated with hiatus 
hernia and mental deficiency, anomalies 
that may be independent of one another 
(22, 23). Therapeutic consequences of 
these discoveries are yet to come. The one 
disorder in which the train of pathologic 
consequences of a genetically determin 


poe” 


Ца. — | 


EU - NT eras 
1960] 

enzymatic deficiency can be totally pre- 
vented by dietary management from in- 
fancy is, of course, galactosemia, discussed 
in an earlier review(24). The issue is not 
quite as clear, though highly promising, 
in phenylketonuria. Good results with a 
phenylalanine low diet administered from 
infancy have been obtained by most inves- 
tigators(25, 26) but not by all(27). 

During this same period, methods for the 
accurate determination of human chrom- 
osome number and sex chromatin patterns 
(28) have led to the undercovering of 
chromosomal abnormalities in clinical syn- 
dromes associated with mental deficiency. 
The presence of an extra chromosome has 
been demonstrated in mongolism(29). 
Klinefelter's syndrome (seminiferous tu- 
' bule dysgenesis), frequently associated 
with mental deficiency, displays a discord- 
ance between chromosomal and phenotyp- 
ical sex (30-31). A number of surveys of the 
sex chromatin patterns of males in institu- 
tions for the feebleminded have been un- 
dertaken, with a low (about 1%) but con- 
sistent finding of "positive" cases(32-35). 
These patients, on the basis of direct 
chromosome counts, appear to have XXY 
chromosomal constitution(36-37) and are 
therefore to be regarded not as genetic 
females but rather as chromosomal inter- 
sexes. 

The nature of the relationship between 
the chromosome abnormality, on the one 
hand, and the mental defect and other evi- 
dences of psychopathology, on the other, 
is as yet unclear. The findings indicate that 
the factors which influence psychic func- 
tion are considerably wider than we have 
recognized. At the least, these develop- 
ments foretell an era of exciting research 
Which should help to dispel any remaining 
inclination to regard mental deficiency as 
àn entity and to view the syndromes as 

routine." 
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RODUCTION 


Interest in occupational psychiatry con- 
tinues to grow. An editorial in the New York 
Times(1) points out that a recent mental 
lth forum urged that companies set up 
ntal health centers and employ psy- 
atrists in the same way that they now 
ye hospital facilities and employ phy- 
ns. Another indication of the increasing 
areness of the importance of mental 
th problems in industry was the recent 
annual conference of industrial executives 
nd industrial physicians at Lake Logan, 
h Carolina, which this year focussed on 
trial mental health. A survey(2) by the 
A Committee on Occupational Psychiatry 
eals that about 200 psychiatrists are 
rently functioning in some consulting 
pacity to industry. The National Health 
uncil's forum in Chicago on occupational 
th devoted two afternoon sessions to 
mental health in industry. One of the 5 
: projects for World Mental Health year 
1960 will be, “Mental Health and Develop- 
ing Industrialization.” Dr. Roger Tredgold, 
University College Hospital, London, 
act as the principal coordinator for this 
. There will be an industrial psychol- 
ogist from the United States and an in- 
strial psychiatrist from Europe as the 
her coordinators. The project will need 
me 15 local country representatives to 
ver countries in the general areas of 
sia, Africa and Latin America. 


PSYCHIATRIC PROGRAMING IN INDUSTRY 


There seems to be a growing interest in 
ustry for some sort of psychiatric pro- 
aming. A recent report by McLean(3) 
КА 

' 1 Appreciation is due the other members of the 
Committee on Occupational Psychiatry, APA, and 
American and foreign correspondents. 

- 2343 State Street, Rochester 4, New York. 
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notes that at least 8 corporations employ 
fulltime psychiatrists and that about 200 
companies are using psychiatrists on a part- 
time basis. He believes that the industrial 
psychiatrists main function is to stimulate 
mental health rather than treat mental 
illness. The industrial psychiatrist engages 
in clinical activities, mental health educa- 
tion for management, and in research. A 
study of long-term incapacity by Henderson 
et al.(4) emphasizes that the main causes 
of incapacity which accounted for 70% of the 
total were mental illness. 


ALCOHOLISM 


Alcoholism continues to be a concern 
of industry. Thorpe and Perret(5) reporting 
on a study of 278 problem drinkers known 
to an industrial medical department re- 
vealed that medical, psychiatric measures, 
Alcoholics Anonymous, or a combination of 
any of these resulted in an improvement in 
60-65% of the cases. Another study(6) of 
absenteeism, accidents and sickness pay- 
ments in alcoholics reveals that the problem 
drinkers were absent 2.5 as many days, cost 
3 times as much in sickness payments, an 
had 3.6 times as many accidents as matche 
controls. Turfboer(7) reports on an im- 
plant program for the rehabilitation of 
alcoholics in an oil refinery on a Caribbean 
Island. Parr(8) makes a plea for recognition 
of "incipient addicts" among drinkers or at 
least to warn them of the risk they are 
running. D'Alonzo(9) of the Dupont Com- 
pany has written a book entitled The Drink- 
ing Problem and Its Control, which de- 
scribes an experimental plan for the 
rehabilitation of alcoholics at that com- 
pany. In this plan a deliberate effort was 
made to seek out the alcoholics. More than 
one-half of the cases were said to have been 
rehabilitated and another 20$ were 11 
proved. 
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SPECIFIC SYNDROMES 


A review of the literature reveals that 
some specific problems have been receiving 
attention among physicians and psychi- 
atrists working in industry. Mortinsen et al. 
(10), for example, report on the mortality 
due to coronary disease according to broad 
occupational groups. Beaumont(11), Ed- 
wards(12) and Hill(13) discuss problems 
related to epileptics in industry. The last 
author points out that the great majority 
of patients with epilepsy are psychologically 
normal people and with the exception of 
the avoidance of obvious hazards, there 
should be no restrictions placed on their 
lives. Gordon(14) discusses the problem of 
chronic low back pain and the influence of 
favorable personality factors in the ability 

of cases with low back pain to return to 
work. 


JOURNALS 


During the past year, the Journal of 
Occupational Medicine was introduced. 
One of the regular departments in this 
journal concerns itself with abstracts of 
the current literature on mental health. 
This feature is written by Graham Taylor. 


FOREIGN REPORTS 


Dr. M. R. vanAlphen de Veer(15), 
Director Social Affairs. (Medical Depart- 
ment) Philips, N. V. Philips’ Gloeilampen- 
fabrieken, Eindhoven, Nederland reports 
that on November 19, there will be at the 
Philips Glow Lamp Works a symposium on 
Mental Health in Industry. The state of 
affairs of mental health in industry in 
Holland will be chiefly discussed. Two 
social psychologists will read a paper deal- 
ing with the worker, whereas another in- 
dustrial psychologist and an industrial 
Physician will deal with the problem from 
the side of the work. 
pr vanAlphen de Veer mentioned in 

is letter to me the following books which 

ve been recently published, viz : 
de De Geestelijke Gezondheidszorg in 
Nederland (Mental Health Care in the 
etherlands) by Dr. C. J. B. J. Trimbos in 
Which mental health in industry is also 
dealt with, 
: 2. Verzuimgeneigdheid bij dienstplich- 
бе militairen in vrede's tijd (Absenteeism 
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with soldiers in times of peace) by J. A. € 
de Kock van Leeuwen. E. 
3. De Geestelijke Stabiliteit ( Mental St 
bility considered under Military Con 
tions) by Dr. L. Th. H. S. Kortbeek. Dr 
van Alphen de Veer states, "this bool 
might also be of interest for industria 
psychiatry because it contains a very funda: 
mental study of mental stability in all 
consequence.” 1 
4. Samenleving in een technische tijd 
(Society in a Technical Time) by Prof. Dr 
I. F. Ph. A. Tellegen. E 
5. Beeld en Werkelijkheid van de Twe 
Achterhoekse Textielindustrie (The R 
of the Textile Industry in a certain p 
the Netherlands) by Th. J. Ijzerman. _ 
Dr. Roger F. Tredgold(16) of Lo 
was requested by the federal gove 
of Yugoslavia and by WHO to visit ` 
slavia as a consultant in the field of m 
health in industry. His full report was 
mitted to WHO but a shorter report ` 
published in the last issue of World M 


“Industrial Psychiatry in Yugoslavia.” | 
made the following points, viz : 

1. Because of the inspiration and im 
ination of Dr. Olga Macek, services, 
in fact amount to simple psychotherapy or 
a wide, but necessarily superficial scale, 
were set up by various industrial doctors in 
Croatia, notably in Zagreb and Split. 

9. In Split, where new industries are aris- 
ing, each of 10 doctors under Dr. Stipi 
has а “Mental Hygiene" room in his surg} 
where he can see patients alone, at leisu 
Each has had postgraduate psychiatric 
training and is doing psychotherapy. — 

3. All those persons he saw in Yugosl: 
agreed that neurosis was increasing because, 
viz: 1. Of a changeover from agricultur 
life. 2. Of bad housing. 3. Of already exi 
ing organic disease which might its 
be due to nutritional deficiency or hormo; 
imbalance, or dust in the environment 
(asthma) but which was badly treated by 
doctors with no knowledge of psychiatry, 
and thus became chronic. 2. 

4. Local psychiatrists, experienced in 
group discussion, join the meetings of in- 
dustrial physicians and help in training pro: 
grams for managers. $^ 
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_ 5. Although highly organized and com- 
petent, industry in Slovenia has fostered 
mostly physical medicine, but a pattern of 
‘counseling and “emotional first aid" is 
developing. 

— 6. In Serbia, there is much interest and 
"work in general mental health and in mental 
‘illness and health in industry. Group dis- 
‘cussions are developed for managers and 
“workers to work out their problems. 

7. Alcoholism is a major problem in 
Yugoslavia. In one firm there was a corre- 
ion between chronic alcoholics and the 
ecident prone” which suggested that the 
i type of person might show either (or 
both) syndromes. 

Dr. Tredgold in his letter to me stated 
e following, 


think it would be fair to say that there is a 
y increase of general interest in the field 
industrial psychiatry although actual work 
g on—in clinical practice, research or teach- 
g—depends mostly on a few individuals’ in- 
in each country. In some cases these 
industrial psychologists, in some, sociol- 
ts, in some, psychiatrists. Besides this there 
certainly some pressure from managers to 
clude psychology or psychiatry in their man- 
ent training courses which are themselves 
much on the increase in Britain. I believe 
at the trade-unionists are somewhat sus- 
ous of this development on the grounds 
they think the management is using 
human relations" as a smoke screen to avoid 
discussing more serious problems, e.g. wages. 
This is indeed tragic as I believe that psy- 
chiatrists have it in their power to help the 
trade-unionists as much as they can help the 
m a nagement. 
- At the Annual Meeting of the World Fed- 
eration for Mental Health held in Barcelona, 
‹ ‚ in September, a day was given up to 
the discussion of problems concerning mental 
health in industry and a working party of 
. some twenty people was formed to discuss 
_ this subject throughout the week. Various plans 
and proposals were made but their imple- 
mentation, I am afraid, is much hampered by 
e lack of finance in this field. 


- Dr. B. Markovic( 17 ), Central Institute of 
Hygiene, Zagreb, reports he is teaching 
_ 4 small groups of industrial doctors (total- 
_ ing 45) the theory and practice of group 
techniques. 

~ Dr. M. Hausner(18), Prague, Czecho- 
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slovakia stated the following facts іп а 
letter : "M 

1. All medical care in Czechoslovakia is 
entirely free of charge for the patient in- 
cluding hospitalization and drugs. 

2. In large concerns, there are staff 
National Health Centers which »ave their 
own neurologist and psychiatrist working 
for them every week on a part-time plan at 
least. In small concerns with no specialists, 
the mental patients are sent to the District 
Medical Psychiatric Institutions. 

3. The Faculty of Hygiene at the Univer- 
sity in Prague has a psychiatric chair which 
sees its main task in studying the mental 
occupational distortions, in particular of a 
toxic nature. 

4. Working rehabilitation centers for 
chronic psychotic patients exist. Persons 
with decreased working ability due to 
psychiatric defects are cared for by a 
special committee and suitable work is 
found. 


TRAINING 
The National Association for Mental 
Health has conducted 4 regional training 
institutes on mental health in business and 
industry in New Haven, Portland, Milwau- 
kee and New Orleans during this year. 
Each institute is directed by Harry Levin- 
son, Ph.D., director of industrial mental 
health for the Menninger Foundation, 
assisted by local psychiatrists and psychol- 
ogists. Each institute focuses on the prac- 
tical application of psychiatric knowledge 
to human relations in business and industry. 
The Division of Mental Health in In- 
dustry, Menninger Foundation continues to 
hold separate training programs for occu- 
pational physicians and for executives. | 
The American Management Association 
at its Academy of Advanced Management, 
Saranac Lake, N. Y. has developed lectures 
on human relations in business and 1% 
dustry and on executive mental health for 
business and government executives. 
Various educational institutions through- 
out the United States and Canada have 
held institutes on mental health in industry 
for management people. 


REHABILITATION 
The Executive Committee of the ae 
dent's Committee on Employment of the 
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Physically Handicapped recently passed 
the following resolution, zs T 


The Executive Committee, noting the growing 
importance of the employment of persons with 
histories of emotional or behavior problems 
requiring special placement efforts, and fur- 
ther noting steps being taken by State Com- 
mittees, hereby endorses an immediate and 
detailed study of the problem of incorporating 
promotional responsibilities for aiding the em- 
ployment of such persons. 


As a result of this resolution, Dr. Ralph 
T. Collins, a member of the Medical Com- 
mittee of the Presidents Committee, was 
asked to chair a subcommittee of the 
Medical Committee to make specific rec- 
ommendations as to how best to carry out 

. the intent and principles of the Executive 
Committee's Resolution. 

In New York State, Governor Nelson A. 
Rockefeller recently appointed Dr. Ralph 
T. Collins to the Governors Council on 
Rehabilitation. Dr. Collins will represent 
neurology and psychiatry on the 9-man 
council. 
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SOCIAL PSYCHIATRY 
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Thomas Rennie, the late pioneer in this 
field wrote a 13-page definition of social 
Psychiatry (59) in the first issue of a journal 
Which is devoted to this subject. Our own 
brief definition, influenced by Rennie, de- 
fines social psychiatry as the study of psy- 
chiatric disorders and psychiatric therapy, 
hopefully including prevention, within a 
social setting. This implies that social psy- 
chiatry is defined as an exploration of socia 
Systems and culture and their impact on 
Psychiatric phenomena, rather than as а 
type of psychiatric practice. Obviously, all 
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psychiatry in relation to institutions— 
courts and legal, military, governme 
educational, religious, industrial, commu: 
nity, and psychiatric institutions, per 56, 
considered as social systems—would comi 
under the purview of social psychiatry. / 
progress in these subfields is reviewed else- 
where, we shall attempt to focus on prog- 
ress in the epidemiology of psychiatric c is- 
orders, on work in the areas of social sys- 
tem and culture studies, and on the general” 
topic of personality and culture. n 
The history of social psychiatry has bee 
reviewed recently by George Rosen(62). 
Of considerable interest also is a publication 


_ by the World Health Organization on social 
"psychiatry and community attitudes(65). 
Talcott Parsons discussed, in a very stimu- 
lating article, changes in American society 
_ and their bearing on medical education and 
practice, with special consideration of prob- 
Jems in psychiatry and psychotherapy (52). 
Of interest also for the student of social 
“psychiatry is the recently published Ameri- 
сап Handbook of Psychiatry containing Ed- 
ward Stainbrook's paper on community of 
"the psychiatric patient(68) and the article 
by Paul B. Lemkau(35) on the organiza- 
tion of the community for mental health 
services. Also in the Handbook, Gardner 
Murphy makes a brief and clear statement 
about social psychology(47). 
During the past year two edited volumes 
pertaining to the field have been published 
(46, 69). The source book by Jaco(29) 
contains very interesting articles by Par- 
(57), Eaton(10), Harvey L. Smith 
, and others. The most important col- 
on of papers in social psychiatry is 
ixplorations in Social Psychiatry, edited by 
ighton, Clausen, and Wilson(34). These 
pers were mostly the outcome of a con- 
rence on social psychiatry sponsored by 
Social Science Research Council. 
luded are contributions by Gruen- 
(25), Hinkle and Wolf(28), Kubie 
33), Tyhurst(70), Volkart and Michael 
), and others. The international counter- 
to the above mentioned volumes is 
Psychiatrie und Gesellschaft, edited by 
‘Ebrhardt(11). Another collection of in- 
rest is the publication of the proceedings 
of a symposium on social psychiatry by 
- Pasamanick and Knapp(54). 
. A number of major epidemiological in- 
- vestigations are under way, but final publi- 
cation of the major studies in Stirling 
County, Nova Scotia, and the MidTown 
- Project in Manhattan have not yet appeared 
_as of this writing. In any case, we seem to 
| be much closer to reliable data on preva- 
- lence, although true incidence data are not 
yet available. In the meantime, Malzberg 
_ (41, 42) continues to publish on various 
- aspects of mental hospital statistics. A very 
"significant study on the hospitalized men- 
tally ill in the United States was under- 
— taken by Morton Kramer(32). Arentsen and 
- Stromgren, Scandinavian pioneers in the 
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epidemiology of mental disorders, recently 
published data on hospitalized patients in 
Denmark(2). The relationship of bad 
housing conditions (measured by "lack of 
amenities") as bearing on the chances of 
admission to a mental hospital was exam- 
ined by Lowe and Garrett(39). These 
authors suggest that such conditions of bad 
housing may be more important in deter- 
mining hospitalization rates than social iso- 
lation, per se (as measured by proportion 
of single-person households in an area). 
They differ in this respect with the classic 
studies of Faris and Dunham, and suggest 
that these authors overemphasized the fac- 
tor of social isolation. The changing pat- 
tern of admission rates since the turn of the 
century in England with respect to distri- . 
bution by sex is also documented by these 
authors. In most. of these studies, the con- 
fusion in regard to diagnostic nomencla- 
ture is still a major handicap. 

A number of papers were devoted to a 
description of psychiatric patients and to 
patterns of behavior and mental disorder 
in various cultures and groups(3, 6, 7, 12, 
14, 21, 31, 56, 76). Some of these are 
thoughtful, like Carstairs’, or indicate a 
thorough acquaintance with the culture, 
such as Hes’ paper. Berne, who introduces 
the term “comparative psychiatry” as syn- 
onymous with social psychiatry, argues 
against what he sees as the current bias 
toward cultural etiology of mental disorder, 
but approaches the problem of morbidity 
measurements of mental disorder in the 
Fiji Islands by a statistical tour de force 
based on cultural determinants! Opler 
wrote a review of the role of anthropology 
in psychiatry(50), and another collection 
of papers on clinical studies of culture con- 
flict was edited by Georgene Seward(63). 
Of more than historical interest to psychia- 
trists is Margaret Mead’s account(45) of 
the work of Ruth Benedict (author of Pat- 
terns of Culture and other books) and her 
contribution to a new approach in anthro- 
pology. ; 

The paper by Richard and Katherine 
Gordon(24) is a study of the impact of the 
community on the emotional health of 
children in a suburban town. Many publi- 
cations have appeared which dealt with 
problems of prevention and therapy in the 
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community. In this brief summary, we only 
mention Margaret Gildea's exploration of 
a school-centered mental health education 
project(22) and the Cummings’ exciting 
book(9) on the fate of a community-cen- 
tered mental health educational project. 

In the last few years, there has been a 
very active interest in the exploration of 
families of psychiatric patients. Spiegel and 
Bell wrote a review(67) with an excellent 
bibliography on the families of psychiatric 
patients. Nathan Ackerman's book(1) and 
a collection of papers edited by Jules Mas- 
serman(43) represent two recently pub- 
lished volumes on this important subject. 
The work of Lidz, Fleck, and co-workers 
has resulted in a number of very significant 
papers on the families of schizophrenics 

· (15, 36, 37, 38). Wynne et al.(72) pub- 
lished an interesting paper, based on the 
study at the National Institute of Mental 
Health, of families of schizophrenics. 

A very thorough study of social class 
differences and their impact on the dynam- 
ics of the patient and his family was re- 
ported by Myers and Roberts(48) in Social 
Class, Family Dynamics and Mental Illness, 
companion volume to Socíal Class and Men- 
tal Illness by Hollingshead and Redlich. 
Myers and Roberts explored specifically the 
role of the family and home and the impact 
of social mobility in the community on the 
course of disorders of 50 schizophrenic and 
neurotic patients belonging to social classes 
Ш and V. The effect of social class on toler- 
ance of deviant behavior and evidence that 
the degree of such tolerance on the part 
of family members is a key factor affecting 
the course of the mental patient's post-hos- 
pital experience has been reported in a 
Series of papers by Freeman and Simmons 
(16, 17, 18, 19). Performance levels in 
discharged mental patients are seen as re- 
lated to class factors and intrafamilial re- 
lationships. Though careful not to draw 
conclusions as to etiology in these studies, 
the authors make an important contribu- 
tion to the understanding of social variants 
in disordered behavior. Closely related to 
these studies are the reports emanating 
from the Social Psychiatry Research Unit 
at the Maudsley Hospital in London. 
Brown's followup study(4, 5) on a cohort 
of discharged schizophrenics from the hos- 
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pital showed the successful outcome 
measured by patients remaining out of 
hospital for at least a year after disch 
and social adjustment scales) to be rela 
to the type of living group to which 
patients went: patients staying with si 
lings and in lodgings did better than those 
staying with parents, with wives, and 
large hostels. Furthermore, the outco 
bore little relationship to the patient's 
recorded diagnosis, or length of stay in 
hospital. Careful followup studies such 
those mentioned above certainly consti 
an important advance in the field of 
epidemiology of mental disorder. Anoth 
followup study was reported by Hastings 
on 1,638 patients consecutively admitted to 


World War II were analyzed, and emoti 
al and social reasons for breakdown a 
inefficiency were elucidated. The impi 
tance of this study transcends military ob 
jectives. The strong interest of the milit 
in social studies was also expressed in th 
proceedings of a symposium organized by 
David Rioch(6) under Army auspices. — 
The problem of normality has been a 
special concern of social psychiatry. It was. 
reexamined in a monograph by Marie 
Jahoda(30) and also by Redlich(57), who 
examined the social need for treatment. 
and the relationship of such a need to 
hypothetical normality. E 
A major contribution to an understand- 
ing of a hospital society is William Caudill's 
study of a psychiatric teaching hospital (8). 
Observing and testing staff and patient: 
with great sensitivity, Caudill draws a fas- 
cinating picture of the psychiatric hospital. 
His analysis is concluded with concrete 
recommendations towards achieving the 
goal of a therapeutic community within. 
the psychiatric hospital. Wilmer' study of 
a therapeutic community orientation on à 
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wal hospital admission ward(75) is an- 
her contribution in this area. 

— Other papers dealing with social aspects 
Е psychiatry include Pasamanick and Ret- 
on th 


п the orientation of psychiatrists on hos- 
ital wards. The adverse impact of cultural 
tudes on psychiatric clinical judgment 
reported in a paper by Wainwright 
A social and professional split in the 
of the psychiatric profession into 
lytic-psychological and directive-organ- 
. practitioners was reported by MacIver 
id Redlich(40). Redlich also discussed 
mpact of American culture on analytic 
pies(58). An enlightening paper deal- 
th the effect of cultural variables on 
-psychotherapeutic process was pub- 
by Spiegel(66). Wheelis in a bril- 
book(74) described the impact of a 
e on its members who have lost their 
e of identity and have turned to psy- 
malysis in a quest for identity; they 
me disappointed in their search be- 
» analysis cannot provide an ideology. 
rich Fromm also dealt in a rather polemic 
ion with the problem of values and psy- 

alysis in his book Sigmund Freud and 
s Mission(20). Another viewpoint on the 
al implications of psychoanalysis is 
e scholarly book by Philip Rieff(60). Re- 
ted to social analysis of psychiatric dis- 
ders and practice is the monograph by 
ein(13) on the complex subject of cost 
' psychiatric illness and treatment(8). It 
apparent from even such a brief sum- 
) of recent progress as this, that many 
plines (anthropology, economics, psy- 
ology, psychiatry, public health, soci- 
ology) are actively working on the total 
fabric which we now call social psychiatry. 
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nong the causes of cerebral arterial 

sis, Elliott(30) lists hypertension, 
betes, polycythemia, thrombocythemia, 
holesterolemia and, in young adults, 
Strokes, like other illnesses 
ct carbohydrate intake, may 
seudodiabetic glucose tolerance 
ombocythemia may cause cere- 


* bral s 
- sign vhere. Before age 50, dissecting 
eurysms of cerebral arteries mimic throm- 
bosis(161). 
* OF 1018 patients with cerebral throm- 
. bosis, 21% diéd in the initial attack(127). 
- Half of the survivors were dead in 4 years, 
o with 18% of a similar general 
tion. Congestive failure, a severe 
На] attack or an early recurrence were 
ominous. Among 305 patients with infarcts, 
those of the brain stem had the best prog- 
© nosis(95). Prospects for successful rehabili- 
tation are less if the patient was physically 
_ inactive before the stroke, has a receptive 
_ aphasia, impaired intellect, severe or bi- 
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lateral signs or infection of skin or urinary ^ 
bladder(10). E —- 
Among 50 patients with confirmed inter- _ 
nal carotid artery occlusion, 10 had transi- . 
ent or permanent blindness ; 9, hemianop- 
sia ; 4, pupillary abnormality ; 4, extraocular, _ 
palsies ; and 2, bruits over the opposite eye _ 
(44). In a group of 124 patients, Hollen- E 
horst(62) found lowered retinal pressure 1n. 
83 and approximately one-tenth each ha 
homolaterally : retinopathy, less hyperten- | 
sive arteriolar narrowing, or occlusion О 
the central retinal artery or a branch. He 1 
also describes two patients with cotton wool Ф 
patches, probably due to ischemic infarcts. 
Pavlou and Wolff(120) found the homo- . 
lateral conjunctival vessels dilated and the 
flow of blood through them so slowed that 
individual cells could be seen. In contrast 
to arteriovenous fistula, there was а paucity 
of minute vessels. B A 
Spalter(142) lists the contraindications 
to ophthalmodynamometry as retinal dis- 
ease or high myopia which might cause 
retinal detachment, recent ocular surgery; 
central retinal artery or vein thrombosis an 
glaucoma. A fall in intraocular pressure 


- p 


when the systolic pressure is being obtained 
may cause a return of pulsations and neces- 
sitates a ten minute wait between readings. 
Transient blindness may occur at systolic 
pressure( 103). Readings should be checked 
З times for reproducibility and are more 
sensitive if they are measured with the 
patient supine and then erect(138). Meas- 
urements were inconclusive in a third of 16 
patients with occlusion of the carotid in the 
neck because of bilateral, multiple or par- 
tial occlusions(49). 

Arteriography visualizes only the larger 
vessels. McDowell et al.(97) believe it is 
not advisable or helpful in the usual pa- 
tient with adequate history and clinical 
findings of cerebral thrombosis. They report 
ll deaths in examining 13 patients who 
. were in a stupor or coma or whose clinical 

state was worsening. Keirns and White- 
leather(72) who had only one death and 3 
transient hemiplegias following 1,535 angio- 
grams recommend percutaneous injection 
of only 5 to 7 cc. of hypaque sodium in 1.5 
„seconds, which is about the normal rate 
of blood flow. In 626 angiograms, which 
included the neck, they found the carotid 
stenosed in 108 and occluded in 21. They 
recommend endarterectomy for stenosis or 
thrombosis when the latter does not pre- 
vent filling of the siphon via the ophthalmic 
artery. 

Hyperventilation, particularly by artifi- 
cial respiration causes sufficient vasocon- 
striction to be clinically effective in lower- 
ing acute intracranial hypertension(89). 

Anticoagulant therapy of infarets pro- 
duced by homologous emboli in dogs did 
not reduce intravascular thrombosis(122). 
The infarcts were more hemorrhagic and 
_ the mortality rate was higher than in con- 

_ trols. In 55 patients, the outcome was no 
better with anticoagulants, and one-third 
bled (4 in the brain)(149). Another 56 
patients had no bleeding and were im- 
proved slightly(13). A 20% incidence of 
hemorrhagic complications cause Groch et 
al.( 48) to emphasize the warning of a 
bloody tap” or xanthochromic spinal fluid. 
In anticoagulant overdosage(114) one mg. 
of protamine intravenously counteracts one 
mg. of heparin. Twenty-five mg. of Phy- 
tonadione (vitamin K) intravenously coun- 
teracts coumarins in 6 hours, and 50 mg. 


acts faster. In emergency, 1000 ml. of pla: 
ma (not necessarily fresh) given to a 7 
kilogram man raises the prothrombin time 
from 5% to 30%. ? 

Fibrinolysin (streptokinase), 200,00 
units initially and then in divided da 
doses is effective if given within 5 days с 
thrombosis(17, 34, 35). Later, it may 
ineffective or cause arterial embolism. 
must be followed by anticoagulant therapy 
to prevent new clots on the damaged in- 
tima. Patients must be followed with pro- 
thrombin time, fibrinolytic level assays, and 
semiquantitative fibrinogen determinations, 
It may cause slight fever, nausea, and vom. 
iting, and rarely, urticaria. Resultant 
orrhagic diatheses may be controlled v 
intravenous hydrocortisone. 

Half of 350 normal brains had anomalie 
of the circle of Willis(3). At 2,796 routine 
autopsies, incidental berry aneurysms 
found in 137(16). McKinsock et al. 
retrospectively analyzed their results 
260 patients who had aneurysms and f 
no significant difference between operated — 
and nonoperated patients. When multiple - 
aneurysms are found, if operation is indi- ' 
cated both sides should be treated. Intra- 
cerebral hemorrhages should not be evac- 
uated in older patients(81). еч 

Fifty of 100 cases of cerebral angioma 
had focal seizures(130). Forty had recur- 
rent headache, half with migraine-like vis- | 
ual phenomena. Calcified streaks were seen | 
in 20, and enlarged vascular channels in 15. | 
None had polycythemia. Pneumoencephalo- - 
grams in 28 indicated an expanding lesion” 
in half, localized atrophy in one-third апа! 
generalized atrophy in two. Root pain was ' 
a prominent symptom in most of 19 patients | 
with racemose angioma of the spinal сога 
(115). One-third had spastic paralysis with- 
out deep reflexes. Remissibns occurred in 
6. All spinal fluids had increased total pro- 
tein, one was bloody and 5 had a block. 
А myelogram was diagnostic in 14 of 18. — 

Good circulation may persist in the legs - 
with an occlusion of the abdominal aorta” 
which causes an anterior spinal artery syn- - 
drome below T;(20). 5 

Six patients with an air embolism at once 
became comatose and remained so for two” 
or more days(112). Retinal artery occlusion 
blinded 3, and one had a myocardial 
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] 
cm Three developed epilepsy, and psy- 
chiatric symptoms persisted in all 6. 

; Sudden blindness in older patients with 
Poeclusion of the central retinal artery or 
Tits branches is usually due to arteritis and 
шау antedate other symptoms by months. 
ACTH given on the day of blindness re- 
‘stored sight in every case(119). 


LA poliomyelitis microflocculation test has 
been p 139) which becomes 
psitive in few days of infection, 
rises four-fold, and declines rapidly, so that 
indicates current or very recent polio in- 
ction. Because of cross reactions between 
es, it cannot be used for typing. The 
ect of vaccination on ít is not yet known. 
Sabin Type II attenuated live poliovruis 
Vaccine was given to 198,965 children in 
Singapore(53) without untoward effects, 


179 among 300,000 non-vaccinated children. 
T In a Russian trial(141) there was a better 
anti response than to Salk vaccine and 
10 symptoms of lesions of nervous or other 
ins. Eight passages through susceptible 
Idren's intestines resulted in the periodic 
"appearance of strains with slightly higher 
пеш activity for monkeys, but in 
— subsequent passages it returned to the pre- 
vious level. Similar increases in virulence 
were observed in a Mexican trial(100) and 
some serologically susceptible children 
_ Were resistant to vaccination apparently be- 
‘cause current infection with non-polio virus 
- blocked implantation of vaccine virus. 
_ Two patients with proved mumps virus 
| were comatose for 36 and 72 hours, but re- 
- covered without sequelae(118). 
Downie(26) reviews evidence that Her- 
_ pes Zoster represents a second more local- 
ized tissue invasion by Varicella virus. 
~ Hosty et al.(64) have developed a human 
і E та globulin which will avoid 
E risks of horse serum, de im- 
_ mediate antibody to adt mia intro- 
duced by exposure and protect long enough 
_ о: active immunization to result. 
— Amphotericin B, 1 mg. per kilogram in 
- adults, is effective against Cryptococcus 
~ (98) and Coccidioidal diseases(159). Lum- 
_ bar punctures should be used to detect 
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meningitis early. Intrathecal amphotericin, 
0.7 mg. well diluted, may be necessary 
every 4 hours at first because of poor pas- 
sage of amphotericin through the blood 
brain barrier. The prognosis may be good 
even though complement fixation titres re- 
main high. 

Adding streptomycin to massive penicil- 
lin therapy does not improve the outcome 
in pneumococcie meningitis(85). Early di- 
agnosis is necessary for better treatment. 
Most deaths occurred when diagnosis was 
delayed 5 days. 

Vomiting was a warning of otogenic men- 
ingitis in 38 children where other symptoms 
were masked by antibiotic treatment(56). 
Recovery was highest when treatment was 
given within 24 hours. Of 9 who convulsed, 
8 died. 

Intramuscular streptomycin and oral iso- 
niazid, or PAS, was the best treatment of 
207 patients with tuberculous meningitis 
(163) both as to survival and residual de- 
fects including ocular complications( 105). 
Intrathecal streptomycin was not essential. 

Leptospirosis is an increasingly recog- 
nized cause of aseptic meningitis(25, 29, 
128, 131). Leptospira are numerous in the 
cerebro-spinal fluid during the prodromal 
period, but are absent 10 days later when 
the meningeal signs appear. Only agglutin- 
ation tests will then establish the diagnosis. 
Icterus may not occur. Conjunctivitis is 
prominent and there may be a proximal 
neuropathy. Cells may not appear in the 
cerebro-spinal fluid for the first week, but 
then may persist for 5 months. 

Prenatal serologic testing for syphilis con- 
tinues to be necessary, for in the past dec- 
ade a history of syphilis was obtained in 
one percent of mental defectives(9). The 
TPI and antilipoidal reactions in 386 spinal 
fluids confirm the specificity of the TPI test 
as an indication of central nervous system 
involvement by syphilis, but its significance 
regarding activity is unknown(5). In an- 
other 187 patients(77), positive comple- 
ment fixation tests with Treponema Palli- 
dum or Reiters Protein indicated past or 
present central nervous system involvement, 
but not the activity of the process. It should 
be noted that storage in the deep freeze 
renders previously reactive fluids non-re- 
active. 


A Lecithin-free cardiolipin antigen for 
complement fixation is less sensitive for 
syphilis, but more sensitive to biological 
| false positive ( BFP) reactors, e.g. sera from 
leprosy ( 131, 132). The BFP reaction is due 
to certain beta and gamma globulins(102). 

Untoward penicillin reactions(50) have 
increased only due to increased use of pen- 
icillin. They are so serious that unnecessary 
use of penicillin should be restricted. Local 
toxicity is largely overcome. Systemic toxic- 
ity may cause peripheral neuropathy and 
transient psychosis. Microbiogenically there 
has been no decrease in sensitivity of trep- 
onema pallidum, but there are dangers of 
superinfection with resistant staphylococeus 
and monilia. Other risks include release of 
noxious products due to lysis of treponemas, 
Vitamin B and K deficiencies, and increased 
susceptibility to polio because of the injec- 
tion. Allergic reactions of exanthematous, 
angio-edemal and serum sickness type can 
be counteracted by penicillinase, 5000 units 
per 100,000 units of penicillin. Penicillin is 
undoubtedly the superior antibiotic, but 
when the above complications proscribe its 
use, Chlortetracycline, Chloramphenicol 
and Oxytetracycline may be given, 30 grams 
p.o. over an eight day period. Erythromy- 
cin and Carbomycin are effective in total 
dose of 20 grams over 8 days(104). 
Hahn et al.(52A) report on the coopera- 
tive clinics study of penicillin treatment 
of general paresis. Six million units of peni- 
cillin is ample treatment. Retreatment is 
indicated only when the initial course was 
less than six million units, when temporary 
improvement is followed by clinical progres- 
„sion or when there are more than 5 cells 
in the spinal fluid a year after treatment. 
Spinal fluid pleocytosis at the time of treat- 
ment indicates an active process more sus- 
ceptible to treatment. Improvement may be 
striking ; however, residual deficits depend 
9n permanent brain damage prior to treat- 
ment, Prognosis is worse when the psycho- 
sis or the neurologic deficit are severe or 
9f long duration. Work status at the time 
of treatment and the length of time since 
the patient worked at his usual job are of 
Ereat prognostic import. 
erxheimer reactions are not reduced by 
E with small doses. They are more 

quent with spinal fluid pleocytosis. Pre- 
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treatment with sedation and anticon 
is advisable. 

omatic management of late uo 
ilis(52) includes bracing, not surgery, 
Charcot joints, transurethral prostat , 
for bladder symptoms and Prednisone 
nerve deafness of congenital syphilis. 


Certain astrocytomas are sensitive to x^ 
ray therapy(18). Cercbellopontine 
tumor can cause sudden deafness ini 1 


Fatal intracranial hemorrhage in leuke-— 
mia is not always due to thrombocytop а 
(37). In leukemia(65) the “l i 
in the cerebro-spinal fluid can be seen with © 
supravital stains to be leukemic cells. А d 


lial tumors( 14, 88). Sarcoid must be added _ 
to the tumors causing rome Neu- 
rological symptoms in systemic lupus егуз, 
thematosis make the prognosis grave(129). — 

Instead of neuropathy, bronchial carcino- ^ 
ma may cause depression, intellect impair- — 
ment and stupor(98). 4 

Metastases to the spinal cord may be 
accurately located by the accompanying - 
herpes zoster(7). Decompression of ' 
metastases is not likely to help if flaccid - 
paraplegia develops in 72 hours, or if sen- - 
sory loss is complete. Ч 

Among 49 patients with hepatic coma, - 
azotemia and oliguria occurred only in - 
those who died. Those in stupor had respir- — 
atory alkalosis(148). In dogs, alteration of ' 
the pH gradient by respiratory alkatosis - 
increased the ammonia concentration in the - 
brain two or three times normal(143). 

Low caeruloplasmin levels have been 
found only in hepatolenticular degenera- | 
tion. To account for the wide scatter of - 
caeruloplasmin levels in asymptomatic pa- 
tients and siblings, Bearn(8) suggests that 
there are two genetically determined meta- 
bolic blocks, one lowering caeruloplasmin | 
and a rarer one which doesn't. He suggests” 


the use of a tolerance test with oestrogens 
levels in normals and Wilson's Disease. 
Qurzon(24) relates the 4 tight copper 
bonds of caeruloplasmin to the location of 


lesions were 
. Neuropathy in- 
of diabetes, ad- 
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matter never preceded cord in 
? eure cad see. aue 
_ (156). Prognosis depends on the duration 
D. of symptoms, and there may be relapses 
with infections. By radioactive tracer meth- 
ods Grisbeck(45) has calculated the B12 


turnover in man as 300 micrograms per day. 
Patients with Korsakoff psychosis have 
impaired ability to think coherently and 
reason with data immediately before them 
(150). Confabulation is not a primary symp- 
tom, but results from their forgetting more 
and at a steeper rate than controls( 144) 
A single, symmetrical sharply outlined fo- 
cus of myelin destruction was found in the 
rostral pons of four alcoholic patients. In 
two of them it had caused rapid, flaccid 

tetraplegia(2). 
erone was the only ster- 


Desoxycorticost 
oid that did not aggravate seiz:res( 60). 
Acute increases of intracranial pressure 
cause eosinopenia, sodium retenti: а and in- 
creased steroid excretion(12). 

lcemic states may incrcase cere- 
bro-spinal fluid total protein up to 170 mg. 
percent(27). 

Renal tubular malabsorption may cause 
proximal limb pain and weakness which 
responds to vitamin D and potassium( 162). 

Magnesium depletion is an important 
cause of twitching, tremor and fasciculation 
in malnourished patients(126). Clinical 
symptoms correlate better with intracellu- 
lar (RBC) than extracellular (serum) lev- 
els of magnesium. The better treatment is 
magnesium chloride which ionizes more 
readily than magnesium sulfate( 140). 

Serum sodium should be checked daily 
in unconscious patients, particularly chil- 
dren, because high sodium induces sub- 
dural, subarachnoid and intracerebral hem- 
orrhages(90). 

The light skin pigmentation in phenyl- 
ketonuria is of systemic, not peripheral 
origin(58). The phenylketonuria paper test 
(Phenistix) with ferric chloride, magnesi- 
um and buffer, is effective and simpler than 
the ferric chloride test(41). Using it, Gold- 
berg(53) found that half the carriers of the 
gene do not excrete porphobilinogen and 
during remissions patients may not. Attacks 
increase in the first trimester of pregnancy 
and just before delivery, during infections 
and after barbiturates, particularly those 
with an allyl group. Tachycardia is a good 
index of the activity of the disease. 


MOVEMENT DISORDERS | 
Twitchell(146) ascribes athetosis to 2 
cerebral immaturity with inability to sup- 
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antagonistic movements resulting 
Б concurrent grasping and а re- 
sponses, mass movements of neck la- 
byrinthine origin, and there is a lack of 
eyehand coordination. 

Proclorperazine is added to the drugs 
which cause extrapyramidal reactions( 117). 
The differing cortical and subcortical elec- 
trical effects of chlorpromazine, reserpine 
tremorine and pentobarbital are reported 
by Kaelber and Correl(71). 

Careful initial and followup history re- 
garding ocular pain, halos around lights, 
constricting fields and dimming vision will 
keep the risk of glaucoma small in anti- 
parkinson drug therapy(27). The newer 
synthetic acetylcholine inhibitors have less 
pee but more cortical effect causing 

ucinations( 123). 

Kuru, which principally attacks adult 
Indonesian women, causing ataxia, tremor 
and death within a year, is y due 
to a genetic factor(38). Pathologically there 
is widespread neuronal degeneration, mye- 
lin loss predominantly in sp 
and corticospinal tracts, an intense astro- 
and micro-glial proliferation, scattered per- 
ivascular cuffing and in half the cases aniso- 
tropic placques(75). 

Acute cerebellar ataxia of children, if 
severe at onset, may last for years(155). 

Rythmical myoclonus can originate from 
the brain stem or the spinal cord (91). The 
many sites of tonic and clonic head move- 
ments are reviewed by Mettler( 101). 


OTHER CENTRAL NERVOUS SYSTEM CONDITIONS 


Additional acrocentric chromosomes in 
the smallest size range in Mongoloid chil- 
dren suggests that the primary disorder is 
one of oogenesis(83, 36, 69). 

A special number of the Acta Neurologica 
et Psychiatrica, Belgica, has been devoted 
to multiple sclerosis(1). Plum and Fog 
(124) in a detailed chemical comparison 
of 78 patients and 49 controls found in the 

al spinal fluids an increase of total 
Protein in 50%, and of gamma globulin in 
85%. Cholesterol also was increased. Green 
et al.(46) found the latter in a number of 
other conditions, but only in multiple scler- 
0515 was the ester over 60% of the total 
esterol. On el horesis of serum of 
multiple sclerosis patients, total protein was 
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is condemned. 


cipitated by a summation of touch stimuli | 
and is followed by a relatively refractory | 
period which can be increased by Һудап- 
toin(79). Except in the rare instances 
when it is due to multiple sclerosis or 


tumor of the middle or posterior fossa, it 
may be relieved in 73% of patients by “de- 
compression” of the root as it crosses the 


| Microelectrode 
sounds are localized by special 
superior olivary nuclei(39). 
` Ultrasonic treatment can destroy the 
whole labyrinth relieving Meniere's attacks 
without deafness(4). 
Peripheral entrapment syndromes of the 
extremity have been reviewed by 
рѕоп and Коре! (145). 
_ Myasthenia gravis in 4 boys whose par- 
ents and sisters were normal suggests that 
“Т genetic factor is а sex linked recessive 
151). Impaired progesterone metabolism 
| to pregnandiol in myasthenia is restored by 
_ thymectomy, indicating an effect on the 

1 liver(135). At death, 5 myasthenic patients 
histochemically had almost no acetylcho- 
linesterase inhibition, despite large ante- 
‘mortem doses of neostigmine, indicating an 
additional action of neostigmine(19). That 
this action is one on membrane function is 
~ suggested by the potentiating effect of vera- 

trine which causes a slight net loss of potas- 
sium from the muscle(61). 

In the treatment of myotonia, quinine 
Я was least effective, prednisone more effec- 
1 б, ара amide most effective 

_ (but the latter may cause agranulocytosis 

_ (87). Potassium binding aaah pred 

have lessened myotonia in 6 cases( 68, 146). 
A reversible proximal myopathy due to 
Dy is not due to potassium loss 
1). 
Use of short acting muscle relaxants 
(suxamethonium compounds) is followed 
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in a third of the patients by transient muscle 
pain and stiffness so severe that poliomye- 
litis or meningitis may be considered(82). 


Because sudden death immediately after 
tracheotomy is due to rapid reversal of the 
pre-existing respiratory acidosis, giving ox- 

alone is dangerous, and vasopressors 
should be at hand(47). Chest x-ray before 
tracheotomy in infants is more reliable than 
recourse to an age table of crico-carinate 
distance, and prevents the pulmonary com- 
plications of a long cannula(160). 

Cineradiography helps to clarify the rea- 
son some patients have difficulty with glos- 
sopharyngeal breathing and correct it(92). 
Radiologic and neurologic manifestations 
of spondylosis are reviewed by Epstein and 
Epstein(31) and the x-ray changes of carn- 
iopharyngiomas by Barnett(6). 

Complications, other than headache, of 
lumbar puncture when cerebro-spinal fluid 
pressure is increased, are below 1.2% and 
actually are much more frequent when 
there is no papilloedema(78). 

Discography is not superior to myelogra- 
phy, but may be a useful supplement( 116). 
Repeat myelograms were done in 38 pa- 
tients because of postoperative recurrence 
of symptoms(136). Operation confirmed a 
new disc at a new level in 5, and a recur- 
rent herniation at the old level in 11 of 
the 16 who had defects. Nineteen of the 
22 whose myelograms were normal gradual- 
ly recovered without operation. 

Air embolism complicating pneumoen- 
cephalography need not be fatal(70). A 
short bevel needle lessens the chance of 
the opening being half in a vessel. A steth- 
oscope over the heart during the injection 
of the first milliliters of air permits one to 
hear the “mill wheel” murmur of air in 
the ventricle before a fatal quantity of air 
has been injected. Injection is stopped and 
the patient is turned onto his left side in 
steep Trendelenberg so that the bubbles 
are trapped in the apex and circulation is 
maintained. The air and frothy blood can 
then be aspirated by a needle inserted in 
the right ventricle. 

Dog experiments demonstrate an almost 
all-or-none effect of exposure of the vascu- 
lar bed to toxic concentrations of con 


„АРЕ? 


` 1960] 


media(93). Even maintaining adequate 
intervals between injections of small vol- 
umes of dye, Brendler and Hayes(11) limit 
angiography in patients likely to have ather- 
sclerosis or over 50 years old. Although 
angiography is relatively quick and safe, 
75% accurate in localization and by vascu- 
larity gives some evidence of tumor type, 
it may not indicate the full extent of a tu- 
mor and may fail to demonstrate an occipi- 
tal, parietal, deep central or small tumor 
(113). In agenesis of the corpus callosum, 
the anterior cerebral artery shadow is more 
vertical and turns backward sooner(63). 

A new technique of echoencephalogra- 
phy permits identification and demonstra- 
tion of displacement of the pineal, whether 
pret it is calcified in adults or children 
(84). 

Failure of the foetal innervation of mus- 
cles results in a distinctive electromyogram 
with small fibrillations and a hyperirrita- 
bility to mechanical stimulation causing 
positive sharp waves(94). Two days are 
needed for electromyographic changes to 
appear after a ruptured disc(76). 
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increased psychomotor agitation, disorienta- 
ж; ha per free and hallucinosis. 

and Halpieu(5) found that in 56 
dogs, 100-125 mg. of animal charcoal per 
kg. of weight produced sensitization to 
alcohol comparable to that produced by 
05 to L0 mg. per kg. of calcium carbimide 
and 5.0 to 10.0 mg. per kg. of disulfiram. 
In another research experiment(6), 3 of 4 
groups of rats on a nutritionally adequate 
but calorically deficient diet were given 
varying amounts of sucrose supplement and 
a fourth was given a 15% alcohol solution 
instead of drinking water. From a checkup 
of the rats' caloric intake and rate of weight 
gain, the authors conclude that all the 
energy present in alcohol appears to be 
available in the animal body for growth. 
In a study of water- and alcohol-drinking 
habits of rats, the same team(7) noted that 
only 5 of 25 rats made consistent choices 
when the drinking dish location was varied 
because the rats' drinking preferences were 
influenced by their being either right- or 
left-pawed. They concluded that "had we 
not become aware of the importance to 
some rats of the location of the fountains 
... we might have inadvertently attributed 
the differences in alcohol intake to some 
genetic factor.” Moving the alcohol dis- 
penser cured some rats’ “alcoholism.” In 
another study (8), alcohol ingestion in mice 
was found to increase following administra- 
tion of sodium chloride, which may be 
related to a secondary response due to liver 
dysfunction, Ditman and Моопеу(9), 
studying the effects of phenyltoloxamine 
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(РАМ) in 26 chronic alcoholics, found no — mends and AA affiliation 
better effects from PRN than from placebos. conjunction with therapy. 
Two studies, the one on the combined Copenhagen since 1953( 19) has d 
eects of alcohol and phenobarbitone( 10), strated a unified medical approach 
the other on alcohol and chlorpromazine a consistent treatment program for 
(11), showed that in combination with ism: it includes an outpatient alco 
alcohol, both drugs potentiated the effects clinic; a 37-bed sanatorium for males ; 
of alcohol The combined effects of half agreements with the psychiatric ad: 
doses of alcohol and of either drug were departments to accept acute cases 
greater than those following a single full Ње outpatient municipal hospital 


dose of alcohol. and TB dispensaries to treat all so 
It seems important, considerin: the con- conditions. The sanatorium s — for 
troversy about the value of n in the period show that 38% 1312 


treatment of acute alcoholism, that alcohol tients were improved. Other large D 
metabolism was 21% higher in those sub- towns C 
jects given insulin and 19% higher -— with uniform treatment 

insulin plus glucose, than in Outpatient treatment in Poland б 
fis). Also of biteto are Lundquist and der difficult conditions and a eo 

-Wolthers’ conclusions(13) that the average public health authorities’ cooperation, 
rate of alcoho) elimination in man is in- sists of educational 
creased 6% after glucose administration mented by Antikol disulfiram), sedati 
and by 34% after fructose. — € and large doses of м 

Partridge(14), in England, advocates Band C. 
chlorpromazine or promazine and so-called up study in 1955 showed one third 
modified insulin treatment for controlling outpatients were "socially useful. 
delirium tremens and suggests that modified — According to abstract(21 
insulin treatment is also valuable for detoxi- 1956 Russian medical 
cating the alcoholic who remains short of total alcohol consumption in : 
delirium. He suggests vitamin dosage given capita in 1948-50 was 38% less than in If 
intravenously, added to an intravenous in- lower x 
fusion of 1,000 to 2,000 ml. of 10% dextrose The -y i A 
in normal saline containing also 30 units of showed in 1953-54 resulted 
insulin. Allgen et al. (15), obtained excellent Lowepro PA 175 of 
results in the treatment of 7 patients with Jents resulted from driver intox 
severe delirium tremens with Viadril, whose Drunkenness constitutes no mitiga: 
only complication was thrombophlebitis in Camstance for any crime and 
recipient veins. According to Kofman(16), the responsibility in motor acci 
the treatment of 114 alcoholics receiving notherapy and conditioned-reflex ега 
perphenazine proved more satisfactory than are emphasized. By official estima 
that of 163 receiving reserpine because of coholics, mostly chronic alcoholics v 
the potent action and lack of side effects of psychosis, occupied 2% 
intramuscular perphenazine in short-term institution beds in the 1950-55 period. 
therapy. Nocturia was found to be @ Beca if 
distressing side effect of temposil in onere- ulcer histories in 600 male alcoholic ра 
port(17). In Glat's(18) comparative study tients, ап 2 
of disulfiram and temposil, on the whole sidered the “most substantial link be 
the reactions to temposil were much less alcohol and stomach ulcer . . . 
severe than to disulfiram, but the admin- psychodynamic factor,” and addiction fol- 
ge of temposil tests in an outpatient lowing gastric surgery a displacement OF 

с seemed risky because of possible symptoms. b 
Craving idet Glatt suggests that Ina re-evaluation of the familiar statis- 
of drugs may depend on the in- tics about annual loss of time and high: 

dividual patient’s personality; he recom- accident rates among problem drinke 5 
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2 investigators(23) compared 3 groups, 1 

of 48 problem drinkers and 2 control 

"groups, whose average tenure was about 28 

years in a large U. S. company. Overall, 
the problem drinkers were absent 2.5 times 

as many days, cost 3 times as much in sick- 
ness payments and had 3.6 times as many 
accidents as did the matched controls. 

The Uniform Vehicle Code, Model 

Chemistry Test Law defining drunkenness 

by weight of blood alcohol was used in 27 
states as of July 1, 1957. The definition is : 

at or below 0.05%, the defendant is not 

considered drunk; at over 0.05 but under 

0.15%, he is not presumed to be drunk but 

the findings may be considered in deter- 

mining his guilt ; and at 0.15% or above, he 
considered drunk. In a study(24) of all 

e vehicle fatal accidents in Westchester 

nty for a year’s period, 49% of the 

ities had 0.15% blood alcohol levels at 
th ; 20% had 0.05 to 0.15% ; and 27% had 
blood alcohol. The authors conclude 
alcohol usage was probably a causal 
in the deaths of one half or more 
the drivers killed in single vehicle acci- 
ts in that county over an 8-year period. 

m these data and a similar Delaware 

police study, in which 10 of 15 fatally in- 

jured drivers had 0.15% or higher blood 

ohol levels, they suggest that the high 
alcohol levels observed in this type of 
accident may exist in other U. S. sections. 

_ The San Francisco Community Health 
Services Committee(25) urged that cover- 

of hospital and follow-up outpatient 

atment for alcoholics be studied by 
ompanies offering group health insurance. 

e Blue Cross contract, covering the C & H 

Sugar Refining Corporation and the Re- 

finery Workers union, already includes alco- 

holic care if provided in a general hospital. 

\ The September issue of the Quarterly 

Journal of Studies on Alcohol presents sub- 

ntially the same papers that were read at 

October 1958 Research Conference on 

'oblems of Alcohol and Alcoholism. 

2 The Alcoholism Research Foundation of 
tario(26) recently published its first ex- 
ive statistical report of alcohol use and 

oholism in Canada from 1871 to 1956. 

hough the prevalence figures are based 
the Jellinek formula, other figures re- 

ding alcohol consumption, the size and 
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characteristics of the drinking population 


and convictions for offenses involving alco- 
hol are not affected. 
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The WHO advisory group оп public 
health aspects of the old, recently recom- 
mended various provisions for the tremen- 
dous increases, proportional and absolute, 
їп aging populations. Japan has had the 
largest proportional increase. In Russia the 

e life span has more than doubled 
since 1917 ; Khrushchev's average contem- 
will die at age 67. The U. S. Social 
ity Administration began late in 1959 
@ semiannual count of centenarians on 


C old-age and survivors’ insurance rolls ; the 
) last count, in 1950, showed 4,474 cente- 
narians. 


"Various ataractic drugs reported on favor- 
ably in the treatment of fairly large series of 


elderly psychiatric patients under controlled 


Conditions, and without undesirable side 
elfects, include hydroxyzine, buclizine, and 
methylphenidate hydrochloride. Tranquil- 
izers were successfully combined with a 


“Yitamin-hormone stimulant (Ritonic) and 


with a nutritional-hormone supplement 
(Neobon). 

Poor results were also reported. A variant 
of diphenhydramine hydrochloride (Cova- 
tin) was ineffective in 14 elderly female 
patients treated for 8 weeks, as was oral 
pentamethylenetetrazol in 44 senile patients 
treated under control conditions. Procaine 
hydrochloride, praised as a Roumanian 
wonder drug, was found to be no panacea, 
but merely a mild activator of the pitui 
[ system. The use of Tofranil (250 
mg. daily) in 6 elderly psychiatric patients 
was followed by a sudden reaction, with 
‘coarse tremor in all limbs, present even at 


_ Test. The tremor cleared quickly upon with- 
drawal of the drug, which was resumed in 


er dosage. 

Reports by Chow(1) 
and Dossett(2) indicate that vitamin B12 
епсу may be a cause of senile demen- 

tia and confusional states. Settel(3) found 
а mild to moderate protein depletion and 
Negative nitrogen balance in 32 geriatric 
Patients (aged 62-89) studied for 8 to 10 


and by Droller 


| ——— 
a University of California Medical Center, San 
22, Calif. 
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Birren(4) reported among the results of. 
an intensive study of 59 men aged 55-65, 
living in the community, that age was not 
necessarily accompanied by a change ín 
the cerebral blood flow and cerebral me- 
tabolism; and that the demonstrable 
changes in mental abilities were much - 
smaller than those previously reported. Ac 
cording to an extensive review(5) of cur- 
rent trends in problems of the aged, in— 
general, the majority of the biologic, ge- 
netic, cultural and logic factors favor ~ 
females over males in health and longevity. - 

According to a study(6) of 3 groups 
men divided into age levels from 30 to 60) 


onary artery disease were much higher 
the group who had an intense drive S 
achievement and were continually in | 
in competitive efforts, than in those char- 
acterized essentially by the converse pat- _ 
tern. , 
Ап extensive review(7) showed increased 
use of psychotherapy with geriatric pa-- 
tients; supportive approaches and active | 
therapy predominated over insight therapy: 
In the few ee eee with pe 

chotherapy, T were more р 
Patically Н than in individual 
therapy, perhaps because of rather large 
samples of institutionalized patients 
controls. Rosenthal(8) reported successful - 
psychotherapy of about 30 elderly pa- 
tients, most of whom were treated just 
like younger patients. Both writers advise” 
extensive research into the idea that persons” 
beyond a certain age (say, 40) are not 
amenable to psychotherapy. : 

The standard for performance by older 
people on the Wechsler Adult Intelligence ^ 
Scale (WAIS) was established on 352 sub- 
jects in metropolitan Kansas City. This 
standard, tentatively accepted by Wechsler 
as a national norm, was tested by Eisdorfer 
et al.(9) on 130 normal subjects, aged 60-75, 
and on 32 mental hospital patients in North | 
Carolina. Since the results—a higher Verbal 
than Performance IQ score in 82%, except 


for the hospitalized group aged 70-74— 


ale 
contradict the Kansas City norms, the au- 
thors question the generality of this sample 
as the basis for national norms. 

Owens(10) reexamined Army Alpha test 

scores collected in 1950 on 127 men who 
had taken the test as college freshmen in 
1919. Both increases and decreases in 
scores were observed, but the changes from 
20 to age 50 were unrelated to initial 
ability levels. Hence Owens concludes that 
| age is not kinder to the gifted few. No data 
exist as to the relationship after age 50. 

A paired-associate learning test(11), 
| given to 18 elderly psychiatric patients and 
— a control group, was found to be sensitive 
1 to memory impairment, without depend- 
— ence on intellectual functioning ; problems 

| of standardization were being investigated. 
_ In a comparative performance test on 
older and younger subjects, Griew(12) 
: Е stimuli from varying numbers 
to 8) of signal sources for simple 
time. The performance of younger 
ubjects did not seriously deteriorate until 
the number of signal sources reached 8, 
- while that of older ones deteriorated when 
_ the number of alternative sources was in- 
- creased from 1 to 2. 

| А few interesting plans concern retired 
‚ professi persons. The American As- 
sociation on Етегін has listed about 13,000 
- emeriti, for whom employment or other 
benefits are sought. The entire full-time 
faculty of Hastings College of Law, San 
| Francisco, are emeriti from famous law 
- Schools. Increased use of retirement-age 
- professors has been recommended by sev- 
_ eral educational committees. This past year 
_ Judge Learned Hand, at age 87, completed 
_ 50 years’ service as a Federal judge. 

__ The AMA has urged physicians to adjust 


_ PHYSIOLOGY 


- There is increasing evidence that the 
. neurophysiological bases of seizures in- 
E -Volve: a synchronization and an increase 
1 rate of firing of neuronal units and some 


lNational Veterans Epilepsy Center, VA Hospital, 
- Boston 30, Mass. 
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fees for medical services and to encourage 
the development of suitable prepaid health 
plans for those over age 65. California 
Physicians Service recently adopted MD- 
Plan 65, designed to carry out these recom- 
mendations. About 33 states reported pro- 
gress in elderly health care. Several writers 
have noted that many expenses listed as 
medical care really involve expenses of 
housing, food service, and home nursing 
care. 

In the Scandinavian countries—67 is the 
national pension age—350 new homes for 
about 15,000 aged persons have been built 
in the past 10 years. A new career, with 
good pay and ample living quarters, for 
suitable women is that of director of an old 
age home, based on a 2-year training. 
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active relationship between excitatory and 
inhibitory processes(1, 2, 3, 4, 5, 6, 7, 8, 
9). Cortical discharging foci may persist 
and propagate independent of any sub- 
cortical influence(10, 11) although some 
subcortical regions, particularly certain me- 
dial thalamic areas, can exert a marked in- 
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fluence on these cortical foci(12, 13, 14, 
15) ; also, other brainstem areas may pro- 
duce tonic seizures independent of cortical 
involvement( 16, 17). 


BIOCHEMISTRY 
The metabolic steps of the glutamic acid- 
a aminobutyric acid (GABA) cycle 
appear to be fairly well accepted : glutamic 
acid to GABA by the action of glutamic 
acid decarboxylase (GAD) plus pyridox- 
ine; GABA plus alphaketoglutaric acid 
by the action of a transaminase plus, 
again, pyridoxine to succinic semialdehyde; 
then by a dehydrogenase( 18, 19, 20) to 
succinate and then to glutamic acid. Thi 
succinate path is sufficient to account for 
all the GABA catabolism(21). Pyridoxine 
"antagonists can cause seizures( 22, 23, 24) 
which arc stopped by the administration 
of Bs. The comparative distribution of the 
transaminase and GAD is such as to sug- 
gest that the GAD is the limiting factor 
(25). The catabolic limb of this cycle in- 
volves a. portion of the citric acid cycle; 
hence, it is suggested that the GABA cycle 
is primarily a regulator for available energy 
(28). Considerable doubt has been cast 
on GABA being the inhibitor neurohormone 
(27, 28, 29, 30) although most evidence 
points to it or some other naturally oc- 
curring amino acid having important in- 
hibitory and/or excitatory effects on neu- 
rons (23, 31, 32, 33, 34, 35, 36, 37, 38). Its 
actual mechanism remains theoretical (39, 
40, 41, 42). 
. Other biochemical studies report that : 
increase seizure susceptibility is inversely 
related to the ratio of extracellular to cell- 
ular sodium, directly related to the ratio 
of cellular to extracellular brain water and 
related to the rise in brain carbonic anhy- 
drase with age and a reciprocal fall in 
total brain carbon dioxide(43) ; after an 
initial rise, the brain cholinesterase falls 
again as the animal ages(44) ; and GABA 
| an antagonistic effect on serotonin, at 
east in the guinea pig ileum(45)- 
PHARMACOLOGY 
Dilantin unlike Spirodone, Tridione or 
Phenobarbital has no effect on primary 
eue foci but it, like Spirodone and phen- 
obarbital, does limit cortical spread of sei- 


Dilantin has no effect 
on carbonic it has an additiv 
effect with and is similar in raising thresh 
old in hyponatremic mice as the carbon 
anhydrase inhibitor methazolamide(47), 
Dilantin, Thiantoin, Mesantoin, and Tri- 
dione in chronic(48) and acute(49) doses 
produces a reduction in brain acetylcholine, 
A single intravenous dose of Dilantin h 
its maximum effect in 15-30 minutes and 
then slowly falls off so that it is without” 
effect after 8 hours( 50). Diamox enters Ы 


sant action(52). 


PATHOLOGY 
Several pathological reports again st 
the importance of lesions in Ammon's horn 
or the “entorhinal” area in psychomotor 
epilepsies(53, 54, 55, 56, 57, 58, 59, 60) а 
though it is not settled whether the Am- 
mon's horn lesions are primary or secondar К 

(61). І 
ij 


CLINICAL E 
Mullan and Penfield conclude that g z 
erally, visual illusions or the sense of famil - 
iarity arise from the minor temporal lobe 
while auditory illusions and a sense of fear 
may arise from either temporal lobe(62). - 
Paroxysmal disturbances of body image - 
may be associated with frontoparieto-tem- | 
lesions on the minor side(63). Ex- 
imental “psychomotor” seizures can be 
elicited from stimulation of the anterior Or 
posterior limbic lobe(64). The precise pat- — 
tern of a focal motor seizure is det 
y by anatomical location of the focus - 
(and this may be at a considerable distance | 
to the motor area) and by the paramete 
of stimulation(65). Nocturnal seizures are 
more frequently associated with medio- 
basal hippocampal foci than foci over the. 
convexity (66). There was a positive family 
history in 12.5% of patients studied for a 
single seizure(67) and in 15% of patien 
with petit mal or 9% with focal sei 
(68). Based on the incidence of epileps 
in Rochester, Minnesota, the estima 
prevalence in the U. S. is 522,000—757,0 
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(69). The risk of having a "cryptogenic 
epileptic" chíld is increased in older pri- 
miparas(70). Four series(71, 72, 73, 74) 
reviewed 1,310 epilepsies of late onset. 
Convulsions in newborns(75) and cases 
with "hypsarrhythmia" (76) were reviewed ; 
- both carry poor prognoses. The height of 
"the fever rather than the rate of rise may 
be the important factor in febrile convul- 
sions(77). Antipyretics, particularly ami- 
dopyrine, may be aneleptic(78). Seizures 
a may precede the diagnosis of brain tumor 
| by many years(79). A number of cases of 
7 musicogenic epilepsy or related phenom- 
_ enon are reported (80, 81, 82, 83, 84) as are 
ow with photosensitive epilepsy (85, 
). Five cases of “epileptic cephalea" are 
| reported(87). Among reports of interesting 
T cases of epilepsy are : 4 cases with paroxys- 
- mal "hypersexuality" with temporal lobe 


corpus callosum(92). Differentiation be- 
ad tween “anoxic convulsions” and epilepsy 
in children(93), temporal lobe and petit 
| 07, hypoglycemia and ері- 
Я (95), and vestibular seizures due to 
"temporal cortical foci and vestibulogenic 
m seizures due to stimulation of vestibular 
-muclei(96) are discussed. There is a high 
_ Correlation of breech deliveries with idio- 
; E epilepsy but not with epileptics 
M g focal EEG abnormalities(97). Some 
other correlations are : 222 of 370 cases of 
cerebral palsy have convulsions(98) ; about 
_ 50$ of patients with cerebral abscesses de- 
| velop convulsions(99); 18% of children 
‘with supratentorial brain tumors(100) and 
_ 16% of patients with glioblastomas(101) 
. have convulsions as their initial symptom ; 
4 ions may occur very early—7 weeks 
_ of age(102)—and are frequent in children 
- with cerebral angiomatous malformations ; 
| seizures are the initial symptoms in 44% 
of cases of porencephaly(103) ; 5.6% of 
_ tases of closed brain trauma develop epi- 
- lepsy and this usually begins one-half to 
_ one year after the injury(104) ; 20% of pa- 
tients with hypertensive encephalopathy 
105), 20% of patients with carotid insuffi- 

— ciency(106), about 4% of patients with con- 
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genital or acquired aortic stenosis( 107), 
and 55% of patients with spontaneous in- 
tracerebral hematomata(108) have seiz- 
ures; 95$ of cases of Lissauer's paresis 
(109) and 21% of patients with various 
types of neurosyphilis(110) have seizures ; 
convulsions are relatively common in cere- 
bral paragonimiasis(111), exanthema sub- 
itum(112), and during the acute stages 
of Western Equine encephalitis (but not 
as a late sequelae)(113); about 3-4% of 
children with seizures also have migraine 
(114) ; seizures are uncommon as a neuro- 
logical complication of leukemia(115) ; 
18.2% of patients with systemic lupus 
erythematosis have convulsions(116) ; 
18% of post-prefrontal lobotomy (Етее- 
man and Watts) who are still alive 
have had convulsions(117) ; 6% of patients 
with acute intermittent porphyria present 
with seizures(118) ; convulsions occur in 
39% of cases with congenital toxoplasmosis 
(119) ; hyperinsulism though often thought 
of in the differential diagnosis of seizures, 
is actually the cause in less than 0.1%( 120) ; 
19$ of cases of Coxsackie B in newborns 
have seizures(121) ; and 70% of cases of 
idiopathic hypoparathyroidism and 65$ of 
cases of pseudohypoparathyroidism have 
convulsions( 122). Among the rare causes of 
seizures are instances of hyperserotonemia 
(123), a *cerebral salt-wasting" syndrome 
believed due to sustained inappropriate re- 
lease of antidiuretic hormone(124), py- 
ridoxine-dependency(195) and a retained 
intracranial sewing needle that had been 
used in an attempted infanticide(126). 
Epilepsy associated with menstruation, 
pregnancy, puerperium or the menopause 
is discussed(127, 128, 129, 130) ; estrogens 
may increase irritable foci(131). A B-6 
deficiency may be the etiology of “rumfits 
(132) ; 45% of epileptics are reported to 
have a B-6 deficiency(133). 

The value and dangers of pneumoen: 
cephalography in epileptics are discussed 
(134, 135, 136, 137). Epileptics have nor- 
mal cerebrospinal fluid transaminase( 138), 
cholesterol and cholesterol esters (139), and 
total calcium, chloride, potassium, sodium, 
magnesium, and inorganic phosphorus 
(140). Decrease serum mucoproteins may 
be found in patients with progressive fa- 
milial myoclonic epilepsy(141). Many epi- 


| 


have hyperactive thermal vestibular 
es (142). 


TREATMENT 
New anticonvulsant drugs are: indoly- 
Ipyridines which may act like serotonin 
43); ethchlorvynol, a tertiary alcohol 
144) ; Phenaglycodal, a substituted ethyl- 
ene glycol( 145) ; Elipten, a glutaride( 146, 
147); quinacrine and chloroquine( 148, 
149); PM 671(150) and PM 680(151), 
new succinamides ; Ethoxzolamide, a car- 
bonic anhydrase inhibitor(152) ; and Ny- 
Trane, а benzylamide(153). Results with 
 Gelontin( 154), Trinuride(155), Hibicon 
156), meprobamate(157, 158), ketogenic 
@iet(159, 160), Diamox(161, 162), Dexa- 
drine(163, 164), intravenous Xylocaine 
(165, 166), intravenous Dilantin( 167), tu- 
bocurarine (for status) (168), and thymus 
extracts(169), are reviewed. The use of 
"ipronazid is suggested(170, 171) which is 
"interesting in light of convulsions being one 
‘Of its known side effects. ACTH is of value 


in the treatment of “Gibbs’ hypsarrhythmia” 
М 


] 


(172, 173, 174). 

Toxic effects of Dilantin are reported as 
not being seen when the blood levels are 
less than 30 micrograms/ml.(175). Megal- 
Oblastic anemias due to some anticonvul- 
Sants are associated with normal serum 
B-12 levels(176) and normal absorption of 
folic acid(177); Dilantin may produce 
Meningismus and a cerebrospinal fluid 
pleocytosis( 178) or a parenchymatous cere- 

degeneration(179) ; Mesantoin may 
produce a clinical picture resembling in- 

ctious mononucleosis but without a 
raised heterophile titer( 180) ; anticonvul- 
sant drugs may mimic malignant lymphomas 
Clinically and pathologically(181) ; Para- 
dione(182) or Tridione(183) may cause a 
nephrosis ; Mesantoin was considered re- 
Sponsible for the aplastic anemia in 3 out 
of 89 cases(184, 185); experimentally, 
Meprobamate may produce seizures after 
Withdrawal(186); cessation of prolonged 

duced sleep for the treatment of mental 
disorder has been followed by withdrawal 
convulsions (187). Among unexpected side 

ects of some anticonvulsants are: de- 
Creased typhoid agglutination titers after 
a administration of some barbiturates 
Te 88), an antithyroid activity of thiohyd- 
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antoins(189), and a lowered oxygen con- 
sumption after administration of Diamox; 
which is taken as evidence of antithyroid 
activity( 190). Small doses of various phen- 
othiazines given for a short period of time © 
can produce "seizures" (191, 192, 193, 194). 
although these actually may be acute dy- 
stonias rather than epileptic seizures. In 
regard to the treatment of the various 
toxic conditions, antihistamines are report- ^ 
ed again to be without value in Dilantin- 
induced gingival hyperplasia(195), intra. - 
venous Tridione relieves seizures associated 
with severe Dilantin intoxication( 196), and 
hemodialysis has been used successfully in 
the treatment of extreme Dilantin poison- — 
ing(197), 

The results of hemispherectomy(198, - 
199) and electropallidoanostomy (200) are 
reported. A number of papers discuss the 
surgical treatment of temporal lobe; 
epilepsy(54, 58, 59, 201, 202). There is 
frequently an improvement of the person- 
ality along with improvement of the sei- 
zures, particularly in patients with aggres- ^ 
sive tendencies. 


PSYCHOLOGY AND SOCIOLOGY 


The nature of epileptic interference with 
psychic function has been studied experi- 
mentally(203, 204). Certain psychological — 
characteristics of epileptics are examined — 
(205, 206, 207, 208, 209, 210). There may - 
be ter disturbance in vocabulary than 
with abstract ability regardless of which 
temporal lobe is involved in psychomotor ) 
epilepsy(211). No changes in general in- _ 
telligence or learning after temporal lobec- 
tomy on the nondominant side has been |. 
found in contrast to a decrease in auditory _ 
verbal learning ability if the dominant 
lobe was involved(212). Some psychologi- 
cal factors involved in bizarre seizures 
(213), the occurrence of autoscopic phe- 
nomena in some epileptic attacks(214), — 
the value of recall during sodium amytal ~ 
interview as a diagnostic aid in seizures - 
(215) and the value of group meetings of 
families of epileptics(216) is considered. - 

The English laws regarding epilepsy and 
annulment of marriage(217) and some 
medico-legal aspects of epilepsy in the U. SS 
(218) are discussed. Of Norway's 20,000 — 
epileptics, 50% are working(219). In the - 


Mayo Clinic’s series of epileptics, 19% have 
‘made “superior” adjustments, 68% are self- 
‘supporting, 9% are partially dependent, and 
4% are totally dependent ; adjustment is not 
tered by type, frequency or duration of 
zures(220). Exception has been taken 
the admission of two more persons into 
club of famous epileptics, Emperor 
igula(221) and St. Paul(222). 
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sychiatric Social Work continues to 
tend significantly, its services in the field 
ental health, and to clarify and define 
of practice through experience and 
These areas range from the con- 
ized roles in working with mentally 
urbed patients in individual treatment, 
to leadership as consultants and directors 
in the development of broad mental health 
programs for prevention and treatment. 
‘hroughout, the patient is envisioned as a 
y member in a social community. 
us, in keeping with the interest of this 
profession in treatment of psychiatric mal- 
adjustment as well as in the prevention of 
illness, the roles now extend from that of 
casework therapist to community organizer 
for mental health. 
‘wo areas within which psychiatric 
work is progressing rapidly, are 
up therapy and social research, After 
of training with psychiatrists in 
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group dynamics, beginning as members of 
a group, then as observers, co-leaders, and 
leaders with psychiatric consultation, work- 
ers have gained confidence in dealing with 
complex multiple transference and counter- 
transference elements. They now are able 
to facilitate group movement for more 
adequate social readjustment. The limited 
number of psychiatric social workers in 
relation to the current demand within the 
rapidly mushrooming mental health pro- 
grams is giving impetus to the use of group 
process. The skilful application of the 
techniques of group dynamics enables each 
worker to make better use of himself as @ 
catalyst, not only in work with patients 
toward health, but also in such roles 8$ 
consultant or mental health organizer, M 
motivating groups to work together for 
community programs(1). 

The responsibility of a professional group 
to test the effectiveness of the underlying 
principles and techniques of its accept | 
practice, is now being assumed more active- —— 


ly. Supplementary advanced training іп | 


Аі 
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research methods is available through in- 
service training, post graduate third year 
and doctoral levels. Social workers are 
participating in the varied research projects 
of many psychiatric clinics and hospitals in 
collaboration with psychiatrists, psychol- 
ogists and members of other disciplines. 
Follow up studies evaluate the social re- 
adjustment of specialized patient groups 
selected frequently either by diagnostic or 
treatment categories. Research concerning 
the professional practice of psychiatric 
social work, itself, also is being conducted. 
The many intangibles and variables present 
in multiple human reactions create obvious 
difficulties for objective study which, we 
hope, will be surmountable. Through struc- 
tured research design, the purpose is the 


„isolation and testing of certain basic con- 


cepts underlying interpersonal therapeutic 
casework relationships to enhance and im- 
prove practice. 

Because of the continuously increasing 
demand for professionally trained psychi- 
atric social workers in comparison with 
the existing supply, present practice and 
training are being thoroughly examined in 
all dimensions. The curriculum of both 
undergraduate and graduate programs is 
being reviewed. What social work content 
can be taught in undergraduate colleges ? 
Can areas of practice be specifically defined 
for different levels of training for social 
work aides, technicians, and social workers ? 
How would social work content introduced 
to the undergraduate affect academic train- 
ing of the graduate student ? 

Concurrent with this examination has 

been the analysis of the content taught for 
the Master's degree in social work for the 
specializations” such as psychiatric and 
medical. As a result, the content formerly 
taught primarily to psychiatric social work- 
ers will be taught for the most part, in the 
general curriculum in the 49 approved 
Schools, 


Schools wishing to give more intensive prepa- 
Tation for this field of practice will place 
Special emphasis on the modification of social 
casework or social group work in the psychi- 
d setting; the working relationship with 
н ег members of the psychiatric team; the 
прог of the psychiatric diagnosis of the 
Patient and his family ; and a detailed knowl- 


К 


"m 
PSYCHIATRIC 


- XA E 77У 
px Уу, 


T А "o Qul cs 


edge of the communitys provisions for the 
care and treatment of the mentally ill(2). 


It was estimated in 1946, when the Na 
tional Mental Health Act was passed, 
there would be a need for approxima 
15,000 psychiatric social workers to pro 
necessary services in clinics and hospi 
Consistent with the effort to meet t 
existing unfilled positions throughout ti 
United States, especially for state ment 
Hospitals, vigorous recruitment efforts 
currently under way. Undergraduate s 
dents, usually majoring in sociology 
psychology are supervised as case aids 
interest them in entering the field. Car 
programs with paid summer field work h 
been initiated. Lectures, discussion gro 
and literature are some of the meth 
utilized in this intensive effort to re 
It was estimated by the Council of So 
Work Education that the number of 
dents enrolled in the psychiatric prog 
of the schools of social work for th 
academic year 1958-1959 was 1,062, mor 
than a two-thirds increase from the 3 
enrolled in 1947. The Federal Scholar 
Program has been a large factor in 
ulating interest and enabling qua 
people to enter the profession. 

The following two manuscripts are 
gested as important presentations of 
progress of psychiatrie social work : 1. T 
comprehensive study prepared for pul 
lication in the Social Work Yearbook, 
Psychiatric Social Work, by Daniel 
O'Keefe, covers the growth, developmei 
and the current trends of this "sp 
ization,” including professional educa 
the professional association—the National 
Association of Social Workers, and tl 
stimulus of the Mental Health Grants T 
gram of the National Institute of Mental. 
Health. 2 

2, An Institute in teaching methods for 
faculty members of all schools having p 
chiatric social service programs was held 
1957, with Charlotte Towle, Leader. T 
Proceedings of this Institute, entitled * 
Case Method in Teaching Social Work,” 
was published in 1959. It deals with basic 
assumptions of professional education and 
the use of the case material for classroom 
and field work instruction(3). 7 

Further experience and study will 
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additional crystalization of practice. 
increased identity as a profession is 
eved, proportionate gains in the value 
of the unique contributions of psychiatric 
f workers will be noted in the field 
of mental health. 
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ucators belong in the mental health 
тоир, says the World Health Organization 
n à recent report : 

n EE mt 
re years—| most essen per , of 
lives, Psychological insight is necessary 
with the different personalities to be 
in a classroom, and the various diffi- 
they experience in learning and in be- 
g in a social group(1). 

ind Dana L. Farnsworth says : 


Childre 


achers and administrative officers convey 
s of friendliness, warmth, and. insist- 
оп basic integrity and high intellectual 
ards to their students the quality of 
individual's experience in college is quite 
p hat of ME student who feels 

rs are ; impatient of him, 
id interested only in their subject and pri- 

affairs (2). м 


oreover, as Dr. К. Н. Felix, Director of 
ational Institute of Mental Health, 
ited States Public Health Service, points 


tors, study of the school as a social 
em which affects the mental health 
children. "This means," Dr. Felix adds, 

we must investigate the effects on 
dren of such aspects of the overall 


"Univ. of North Carolina, Chapel Hill, N. C. 


^1 Los 
PON ӯ очни A: 


yj 
[A 


MENTAL HEALTH IN EDUCATION 
W. CARLSON RYAN, Рн.р.! 


ne 


20] 


aS 
PRIC 


(Jan. 
J. Moreno, M.D., editors. New York: Grune 
& Stratton, 1959. 

2. O'Keefe, Daniel E.: Psychiatric Social 


Work, to be published in Social Work Year- 
book, National Association of Social Workers, 
New York. 


3. Towle, Charlotte : The Case Method in 
Teaching Social Work. Proceedings of the 
Institute on the Use of the Case Method in 
Teaching Psychiatric Social Work, 1957. Pub- 
lished 1959. 


school program as its organization and ad- 
ministration, the relationships among the 
school staff (including non-teaching staff), 
varying perceptions of staff roles, and meth- 
ods of staff communication.” 

Dr. Felix stresses the necessity for em- 
phasis on “positive mental health, on the 
preservation and promotion of the health 
of all the children in the school.” He notes 
that since the end of World War II school 
systems have become one of the largest 
employers of mental health personnel ; also 
that at the same time the mental health 
professions have been intensifying their 
interest in schools as a vital place to study 
the development of children and new ways 
of reaching them before they develop 
serious problems. “What happens to а 
child in school helps to determine how he 
will be able to meet the stresses and de- 
mands of life.” 

To what extent are mental hygiene serv- 
ices provided for children in public ап 
private schools? Dr. David Abrahamsen, 
consultant for the New York State Depart- 
ment of Mental Hygiene, who has studi 
both types of schools since 1955, concludes 
in his 1959 report that “relatively speaking, 
private schools show a greater number 0 
emotionally disturbed children than do 
public schools”(4). He points out, how- 
ever, that the private schools have better 
access to psychiatric help, primarily because 
their children are of a higher economic 
status. While the public schools have only 
one psychiatrist for every 50,000 children, 
one psychologist for every 11,000, and 
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one psychiatric social worker for every | 
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38,500, the private schools have one psy- 
chiatrist for every 2500 children, one psy- 
chologist for every 950, and one psychiatric 
social worker for every 11,000. “With re- 
spect to mental hygiene facilities," he says, 
"public elementary and secondary schools 
do not compare favorably with private 
schools, though the latter, too, fall short 
of their needs" And he adds: "A child 
learns when he is emotionally happy ; it is 
this happiness that every educator, whether 
he is in a private of a public school, has to 
further." 

Considerable attention has been given 
recently to emotional pressures on teachers. 
While workers in business and industry 

have secured a 40-hour week, Louis Kaplan 
points out in his recent book, and are con- 
templating even a further reduction in 
working hours, teachers spend from 45 to 52 
hours per week on their jobs or in job- 
related activities, Moreover, this author 
adds, ^not only do teachers work longer 
hours than most wage-earners, they are 
under constant emotional pressure. Classes 
are large, and there is hardly a moment of 
the day when the teacher is free from 
children" (5). 

Special attention has been given recently 
to mental health as part of the preparation 
of other professional workers besides those 
in education. Mental health in professional 
education is one of the projects specifically 
designated for World Mental Health Year, 
1960, and a preliminary report on the sub- 
ject was presented to the World Federation 
for Mental Health at the meeting held in 
Barcelona, Spain, in the summer of 1959. 
This report indicated a growing concern 
for mental hygiene as part of the prepar- 

ation of professional workers in all fields— 

medicine, dentistry, public health, nursing, 

Social work, law, ministry, business, and 


Considerable progress continues in psy- 
chiatric nursing with emphasis on the ap- 
Plication of clinical skills in psychiatric 
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other fields, as well as education. At the ^ 
Harvard University Medical School stu- — 
dents have a one-year course in "Growth — 


ists.” Another area where there have been. 
significant developments in mental health 2 
education is that of the church and religion. - 


ample, has an arrangement whereby the - 
school shares the expense of a hospital 
chaplain trained in mental hygiene who ~ 
gives a course in clinical training during - 
the academic year and a summer course at” 
the hospital. An example of mental hygiene — 
in legal education is of the University 
of Oklahoma, where the instructor in crim- ц 
inal law makes regular use of the Central ^ 
State Hospital in instructing law school ~ 
students. The report at Barcelona character- — 
ized mental hygiene instruction as essential 
in education today, conclu 

that “unless the professional schools 
nize this and incorporate mental health 
their programs they cannot prepare 

quately for professions in the modern 
world.” 5 
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nursing practice, the study of psychiatric 
nursing content in the basic nursing cur 
riculum, the improvement of nursing serv: 
ices and in the educational preparation 
psychiatric aides. 


- The Council on Psychiatric and Mental 
Health Nursing program meeting at the 
. National League for Nursing Biennial Con- 

vention in May 1959 was devoted to a pre- 
"sentation of three papers concerned with 
_ nurse-patient interaction in clinical psychi- 
“atric nursing( 1). In a second session at the 
convention the council се discussed 
‘the preparation of psychiatric aides(2). 

Panel participants included psychiatric 
“nurses and a psychiatric aide. 

А review of the Council Newsletter items 
оп the activities of state and local councils 
cate a wide range of interests and ac- 
s for council members. Topics in- 
ed for discussion and workshop ses- 
1 were remotivation, followup care of 

ischarged patients, education of psychi- 
c aides, community mental health re- 
, integration of mental health con- 
ере in the basic nursing curriculum, ѕре- 
cial clinical problems in psychiatric nursing, 
mproved communication between nursing 
service and nursing education, the care of 
he psychiatric patient in the general hos- 
l and a wide range of other topics(3). 
report “Suggested Core Curriculum for 
ervice Education of Practical Nurses 
Psychiatric Attendent Nurses” has been 
ed by the Inter-Council Committee of 
Councils on Psychiatric and Mental 
- Health Nursing and Practical Nursing of 


x the basic 
financed by the 


ioral Sciences in Basic Nursing Education" 
(5). The final report of the working con- 
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ference will be available early next year, 

The program of nursing service consul- 
tation of the National League for Nursing 
through the Department of Hospital Nurs- 
ing continues to implement an active pro- 
gram of consultation for the purpose of 
improving patient care through the im- 
provement of nursing services. Initial visits 
were made to state and voluntary psychi- 
atric hospitals in Pennsylvania; followup 
visits to hospitals in the Rocky Mountain 
area. Two-day institutes for all nursing per- 
sonnel devoted to the subject of “Feelings 
and Attitudes in Psychiatric Patient Care” 
were held in conjunction with the followup 
visits. 

Considerable attention has been directed 
toward the role of the public health nurse 
in the followup care of the mentally ill. 
Areas of special interest are the mental 
health training programs for public health 
nurses(6) and the activities of the public 
health nurse in direct care of patients. The 
use of a part-time psychiatric consultant 
and a full-time mental health nursing con- 
sultant in a visiting nurse service has prov- 
en very helpful to the nurses in working 
with emotionally ill patients in their case- 
load(7). Such opportunity has also given 
them increased appreciation of the mental 
health role of the nurse with all patients. 
A monograph “Released Mental Patients 
on Tranquilizing Drugs and the Public 
Health Nurse” presents an intensive study 
in the followup care of discharged patients 
(8). 

The educational preparation, functions 
and evaluation of the psychiatric aide con- 
tinues to be a focal area of interest for 
psychiatric nurses. The Correspondent, a 
newsletter published by the National 
League for Nursing on a subscription basis 
for psychiatric aides, attendants technicians 
and practical nurses, has entered its second 
year(9). : 

An interesting study on the evaluation of 
the psychiatric aide indicates the need for 
careful use of rating tools. The authors 
suggest that "the use of an objective stand- 
ardized instrument for obtaining the obser- 
vation of nurse supervisors is felt to be su- 
perior to the usual impressionistic me 
in evaluating aide performance" (10, 11). 

The result of intensive investigation by à 
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working committee of the National League 
for Nursing and extensive review by nurses 
and their co-workers throughout the coun- 
try culminated in the publication “Sug- 
gestions for Experimentation in the Educa- 
tion of Psychiatric Aides”(12). This mate- 
rial should prove useful to nurses interested 
in experimenting with preservice programs 
for aides as well as for on-the-job training 
and inservice programs. 

The Seminar Project for Teachers of 
Psychiatric Aides supported by the National 
Institute of Mental Health and sponsored 
jointly by the American Psychiatrie Associ- 
ation and the National League for Nursing, 
has completed seminars in North and South 
Carolina. Thus far 114 nurses from these 
states have been enrolled in the seminars 
* designed to improve the inservice educa- 
tion for aides. During the coming year 
seminars will be conducted in Arkansas and 
Tennessee and a final evaluation of the 
project will be completed in September 
1960. 

At the APA Mental Hospitals Institute 
in October 1958, the Training of Ward 
Personnel (13) was discussed. Considerable 
interest was indicated in the role expecta- 
tions various co-workers have for aides. 
Several illustrations of aide training pro- 
grams in state and other psychiatric hos- 
pitals were described. і 

Psychiatric nurses are vitally concerned 
with the application of clinical skills in psy- 
chiatric nursing practice. Emphasis has 
been placed on the roles of mothering, 
listening and playing in the nursing care 
of a child hospitalized in a psychosomatic 
unit of a hospital(14). The nurses skill 
and ability in working with patients ex- 
pressing characteristics of hopelessness 
aggressive behavior will have great mean- 
ing for hospitalized patients(15, 16). Pa- 
tients with special nursing problems such 
as the geriatric patient offer great challenge 
to all personnel in psychiatric nursing(17). 

In a discussion of the psychiatric nurse's 
relationship with the patient, Farrar states 

a prime requisite as being tolerant adapt- 
ability to all sorts and conditions. Tolerant 
adaptability with the purpose of engaging 
patient's trust and cooperation, of relieving 
symptoms and even, if possible, modifying 
unwholesome attitudes”(18). The import- 


working 

the nurse( 19). 
Changing patterns and philosophy € 

psychiatric care have fostered the need 


lected settings(21). 
Continuing interest has been focussed on 
the role and function of the clinical spe- 
cialist in psychiatric nursing(22). The й Д 
teraction between patients and nursing per- 
sonnel with emphasis on a method for stud; 
of the process has been an additional 
of concern(23). 
Psychiatric nurses have indicated throug) 
their group activities, publications and re 
search studies the need to further clarify 
and define the role of the nurse in psychi 
atric settings and the role of the nurse 
the care of the discharged psychiatric pa 
tient. Much has been accom › 
there are many areas in need of c 
ing investigation and study. 
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Care continues to show a steady 
| (Table 1) in the United States. 
EC TABLE I 


MENTS IN FAMILY Care IN THE UNITED 
. STATES as Or June 30, 1959 


» All Mentally Ш 
à Patients Only 
2,747 1,834 
1,416 939 
1,155 810 
1,031 
1,044 809 
965 490 
910° 910 
490 462 
489 392 
262 
221 184 
55x 
13 8 
12 12 
6 4 
10,816 6,854 


of December 31, 1958 
of June 30, 1958 


new states appear on the list for the 
time, (N. J. and Idaho.) New Jersey 
intendent, Boston State Hospital, Boston, 
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FAMILY CARE AND OUTPATIENT PSYCHIATRY 
WALTER E. BARTON, M.D.1 


has one of the larger programs and has been 
making placements for 8 years. As in most 
states, more rapid program development 
could occur if trained social workers and 
financial support for expansion were avail- 
able. Idaho is sponsoring a demonstration 
of the use of family care in an area with 
limited mental health resources. Selection 
and placement of patients is from those 
believed most likely to become self support- 
ing. 

Ullmann(1) studied 191 family care 
placements and found that 2/3 of the 
patients so treated continued to live out- 
side of the hospital well over a year after 
placement, The number of years spent in 
the hospital the type of ward and the 
number of previous admissions were factors 
significantly related to outcome. 

Sixteen family care workers(2) were 
able to predict the probable outcome of 
64 family care placements from abstracts 
prepared by social workers. Another study 
(3) compared a family care group of 
patients with 57 patients released to the 
community through trial visit procedure. 

Even though the family care group 
seemed to have a lower potential for living 
outside the hospital, they remained out of 
the hospital in the same proportion as { 
those released on trial visit status. The - 


pe 


attributes of a good family care home were 
investigated (6). The most significant find- 
ing was the favorable influence of a male 
in the home. Not only is the good caretaker 
a good mother but it is a better home for 
patients when there is a “good father,” 
or “benevolent parental figures.” 

Cummings(4) says the placement of 
patients on trial visit in foster homes is an 
intermediary or last step for patients who 
are considered able to live outside the hos- 
pital but are not adequate or ready for com- 
plete independence. 

Kirkpatrick(7) indicates with the present 
focus on an “open door policy,” family 
care is another valuable step in giving 
patients an opportunity to find greater 
self direction. 

North Carolina($) has moved 900 for- 
mer mental patients from institutions to join 
5,000 elderly who live in 352 private board- 
ing homes. The Austin (Texas) State Hos- 
pital(9), also attempted to reduce over- 
crowding among its patients 60 years and 
older by placing 806 patients in nursing 
homes, supervised by a hospital clinic 
Eo that spends a half day a week in the 

eld. 


OUTPATIENT PSYCHIATRY 


The year's most exciting development in 
Outpatient psychiatry has been the report 
of the Worthing Experiment from England 
(1, 2, 3). Admissions to mental hospitals 
increased markedly and serious over- 
crowding resulted in England as it has 
in the United States. The Graylingwell 
Hospital in Chichester developed its Ex- 
periment in Worthing, a city of 160,000 
People located 22 miles distant from the 
hospital. The Worthing psychiatric service 
Consists of an outpatient department in the 
general hospital and three units in an 

ilding located in a residential area. These 
units are a day hospital, and outpatient 
treatment service, and a home visiting serv- 
ice. Over 1/3 of all initial contacts with 
Patients were made in the home. At the end 
of 2 years, 71% of the Graylingwell Hos- 
itas admission district was included in the 
experimental population. 

Admissions from the Worthing area 
? Pped by 61.7% and the drop from the 
otal admission district was 43.5% Ad- 


living in the community. Helsinki 
provides home visiting services after 
O. P. D. treatment. onal health units: 
with outpatient clinics, y and night hos- — 
pital, family care and sheltered workshops, — 
have been established in Nigeria and 
South Africa(8). j 

A psychiatric emergency ѕегуісе(9) — 
operating 24 hours a day with no waiting © 
for help, gave service to 1,816 new patients - 
in 6 months in the Bronx, N. Y. Only 108. - 


social agencies. Я] 
бош treatment( 10), of 20 schiz- © 
ophrenic patients and the members e 
families as outpatients proved sw | 
in 80% of the cases. When family members 
did not appear, the patient’s condition 
deteriorated and often necessitated hos- — 
pitalization. A 
Psychiatric outpatient clinics are not © 
possible in thinly populated areas. As a 


m. 


consequence of distance, the further a pa- 
tient lives from a treatment facility, the 
more disturbed he has to be before he 
help. Smith and Witson(11) абет to 
meet this problem by training general 
practitioners to use their offices as out- 
patient clinics. Fourteen days of planned 

— instruction in a year made this possible. 


A study of the fate of psychiatric clinic 
tients(13) points up the failure of many 
to accept psychotherapy when it 
available and the relatively poor 
psychotherapy in patients who 
accept it. The Phipps Clinic saw 3,413 
outpatients and referred 17% to in- 
~ dividual psychotherapy and 10% to group 
py. Thirty-five percent failed to 
it when available. Three of every 
— 4 patients who began psychotherapy 
| stopped coming without discussing thi 
| step. Maximum benefit was obtained by 
К Only 9% of those referred for psychotherapy. 
| The planned flow of patients with psy- 
_ chiatric illness through community re- 
Sources is advocated by Greving(14) to 
reduce the need for mental hospital care 
| and to conserve scarce professional service. 
Outpatient clinics should, in this view, 
- accept only the more seriously ill who are 
_ harmful to self, family or community. Ex- 
‚ panded counselling service may then handle 
minor problems that form a large proportion 

of clinic admissions. 
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FORENSIC PSYCHIATRY 


WINFRED OVERHOLSER, M.D. r, 


Once again, the periodical literature on 
forensic psychiatry seems to lay empl 
on the criminal aspects of the law. Watson 
* (1) gives an extended study of the after- 
math of the Durham case and some of the 
subsequent decisions of the District of 
Columbia Court of Appeals amplifying and 
clarifying the "product" test of criminal 
responsibility. He concludes that psychi- 
atrists have failed to use the new rule for 
its intended purpose, namely to explain 
the way in which mental illness caused 
the defendant to commit the act alleged. 
An unsigned note in the Colorado Law 
Review(2) considers the Durham Rule a 
decided improvement, and comments that it 
proves that the prevailing "tests" can be 
modified and broadened “without disastrous 
consequences." Lord Keith(3) makes some 
Observations on the Scottish doctrine of 
diminished responsibility, recently adopted 
in the English Homicide Act. He states 
that under this doctrine the status of the 
psychopath is not clear, and he speaks of 
Denmark, Sweden, and Netherlands as hay- 
ing a more scientific approach to that prob- 
lem. An article by Manson(4) takes up the 
recently enunciated military principle 
lack of mental capacity to intend as distin- 
guished from mental irresponsibility as 
defined in the Manual of Courts Martial. 
Apparently, he says, the courts are inter- 
ested in the evidence, not in the nomen- 
clature of mental disorder, and he warns 
against codifying medical beliefs into law. 

Gibbens, Pond, and Stafford-Clark(5) 
report a followup (1948-1957) of 72 crim- 
inal psychopaths, comparing them with 59 
pM 
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11. Smith, Jackson A., and Cecil Witson: 
Am. J. Psychiat., 115 ; 539, Dec. 1958, 

12. Visher, John S. : Am. J. Psychother., 13 5 
331, April 1959, 4 

13. Rosenthal, David, and Jerome Dy 
Frank: J. Nerv. and Ment. Dis. 127: 330; 


; Ment. Hyg, 42:2 


controls. Only 18 of 105 subsequent сооб 
crimes. They 


not portend so hopeless 
generally implied. Kozol(6) discusses 
psychopath before the law. The new 


the i 
8% not ible, and Tne diminished 
responsibility. Tuchler(8) discusses руз 
chiatry ава. He emphasizes _ 
the need of each discipline to translate 
scientific data into everyday language. — — 

In the field of testimony, Davidson(9) - 
deals with testimonial capacity. There is - 
no single test for measuring it, he says; ` 
the psychiatrist's clinical judgment is still 
the best instrument. Orenstein(10), in а 
symposium on forensic medicine, discusses ` 
the credibility of the witness. He points out 
that although the psychiatrist can be help- 
ful in establishing credibility, his services 
are limited on account of legal procedure. 4 
Freedman(11) deals with pharmacody- - 
namics and psychiatric investigation. He 
remarks that “truth serums” stimulate the | 
unrepressed expression not only of fact but. 
of fancy and suggestion as well, so that - 
they are actually not "truth serums" at all. Ж 
Guttmacher(12) discusses psychiatric court 


clinics, advocating more accent on therapy 
ather than limiting their function to diag- 
and disposition. Everett and Suitt(13) 
the evolution of bench consultation. 
expert, they say, must have some 
nowledge of the germane legal issues, and 
f the relevance of the psychiatric evidence 
the legal problems involved. Kreutzer 
) makes a thorough analysis of the 
ggs Law of Massachusetts. He concludes 
t it is a fundamental part of the adminis- 
tion of criminal justice in that State. Don- 
Edgren, Satter and Ryan(15) present 
esults of a joint social-psychiatric-legal 
selling service set up in Hartford on an 
imental basis two years ago. Stern 


eventually privilege may rest on a 
principle as a sole criterion, namely 

harm to the patient. 
din(17) discusses testamentary capa- 
iewing the psychiatric problems in- 
He notes that as yet there is no 
or legal recognition of the impact 
оон on human behavior їп 
18) presents another in his series of 
dies on the commitment of the mentally 
this time on problems of law and policy. 
St of the statutes are not in general 
dcy agreement, and apparently some 
ic questions have not even been con- 
ed. His article includes a state-by-state 
opsis of laws on such topics as notice 
‘ing, jury trial, and justification for 
tment. Davidson(19), in a chapter 
e American Handbook of Psychiatry, 
with the commitment procedures and 
legal implications. Another lengthy 
le, this time by student editors (Bruc- 
ken, Genger, Rice, Shaevsky, Slye and 
Volpe) (20) deals with mental illness and 
ontracts. The authors conclude that the 
ests for inability to contract have been 
cally the same for centuries, unin- 
iced by advances in psychiatry. 
In а more general field, Overholser(21 ) 
еа E^ major principles of forensic psy- 


à symposium on criminal justice, Roche 
) discusses criminal responsibility and 
tal disease. He advocates the Durham 

e as providing the largest range to the 
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psychiatrist in being of use to the court. Ап ~ 
unsigned note in the Yale Law Journal(23) | 
considers the release of defendants who 
have been committed to a mental hospital 
following acquittal by reason of insanity. 
The note recommends a board of psychi- | 
atrists, lawyers and members of the com- 
munity at large to pass on such releases. 
Goodman(24) discusses legal inertia as | 
exemplified in the “almost contemptuous 
disregard” with which several courts have 
cast aside suggestions that the Durham rule 
should be adopted. Diamond(25) in a 
thoughtful editorial deals with the “fallacy” _ 
of the impartial expert. | 
Most of the state legislatures met this — 
year. In the spate of legislation, very few 
laws relative to mental health seem to have 
been passed. Iowa(26) modernized the 
terminology of mental health, substituting, 
for example, “mentally ill” for “insane.” 
New York(27) authorized its directors of 
State hospitals to establish sheltered work- 
shops on the grounds of the hospitals. 
Several more States have adopted the inter- 
state compact, among them Missouri, North 
Carolina, South Carolina and Vermont. 
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ADMINISTRATIVE PSYCHIATRY 
J. MARTIN MYERS, M.D., лхо LAUREN Н. SMITH, M.D.! 


Psychiatrists, physicians, and the general 
„public continue to press for greater diver- 
sification of psychiatric facilities to provide 
a type of longitudinal patient care having 
a flexibility and selectivity little known a 
few years ago. The existence of large state 
hospitals isolated from the rest of the medi- 
cal and social community can only be 
viewed as a poor answer to any psychiatric 
problem other than for domiciliary care of 
persons rejected by society and medicine. 
Indeed they are obsolescent(16). The de- 
velopment of comprehensive psychiatric 
community services may be based on the 
mental hospital and involve the setting up 
of outpatient clinics, day and night centers. 
Mandelbrote has pointed out the impor- 
tance of educating the community towards 
recognition and tolerance of mental illness 
and of training the family doctors and pub- 
lic health officers in order to facilitate early 
referral and continuity of treatment(32). 
The psychiatric hospital of the future is 
Pictured as the headquarters and training 
and research center for the local mental 
health organization with only a small resi- 
dential unit for special treatment. As many 
patients as possible would be treated in 
Mitpatient clinics or wards of a general 
ospital. The mentally disordered 
Should be treated in a separate unit(38). 
е younger long-term care patients, 
whom the great bulk will be schizophrenic, 
| live in groups and to a large extent 
Ook after themselves(9). In New York 
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State, certain statistical trends which s 
a marked increase in geriatric psychia 
a marked increase in child psychiatry, 
a change in the composition of the po 
tion in the institutions as turnover 

tients increases, produce a net tendency 
an increase of dependency and 
in the residual hospital population; 
and Patton conclude this will mean 
working patients and the need of 
skilled and more efficient paid emp 


mental hospitals would be units of 250 
300 beds with a staff particularly orient: 
to research in schizophrenia(13). 
South African National Council for M 
Health has developed a provisional plan fi 
comprehensive community care(33). Pro 
grams have been described as they hay 
developed in New York State(14), Міш- | 
nesota(22), Eastern Kentucky(21), b 
Philadelphia(28). For those considering | 
establishing a mental health unit, Hamo- 
vitch details the history of the formation of 
one noting certain principles in its este 
lishment (18). 

The usefulness of having psychiat 
on call twenty-four hours a day is a w 
known advantage of Querido’s integra 
Amsterdam plan(2). The Psychiatric Home 
Treatment Service of the Boston University 
School of Medicine provides ете 
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treatment for those who refuse or аге un- 
able to get to a hospital or clinic(35). By 
having a psychiatrist immediately avail- 
able to see any emergency for brief therapy, 
less than 10% of the patients need referral 
for prolonged treatment, and chronic pa- 
tients could be carried with less expendi- 
_ ture of time(7). 

In recent years there has been a tremen- 
dous growth in the use of the day hospital ; 
some of the types of setting, facilities, 
staffing, types of patient, and programs 
_ were summarized from the p: gs of 
‘the First National Day Hospital Confer- 
_ ence(16). Ewen Cameron described briefly 
- how the program at Allen Memorial Hos- 


E A brief overall impression of Soviet psy- 
_ chiatry is given by Lebensohn(27), while 
- another author who visited a 2,220 bed 
ө mental hospital in Moscow expressed sur- 
_ prise to find “such fine hospital care” with 
~ an employee to patient ratio of one to one 
ў and a staff of 167 physicians of whom 105 
- were psychiatrists(26). British psychiatry 

_ was reviewed by several (23, 37) : Beres- 
ford of the York. Retreat adds comments 

about the contrasting administrative prob- 
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lems of private and public hospitals, par- 
ticularly in regard to an open door policy 
(4) ; Paterson stated, ^. . . . the improve. 
ments in therapy have been brought to the 
ordinary citizen to a far greater extent 
than would have been possible if it had 
not been for the National Health Service,” 
and, “It is certainly true that any fears 
which might have been entertained that 
socialized 


medicine might stifle initiative 

among practitioners working at the pe 
riphery have not been realized" (34). 

The costs of mental illness, both direct 


and indirect, with many va'uable tables 
and figures were the subject of two mono- 
graphs: in the one, Economics of Mental 
Illness, Fein is generally conservative in 
his estimates(12) ; in the other, state men- 
tal health programs and tax problems faced 
" legislatures are discussed by Spector 
36). f 
Statistics concerning the number, distri- 
bution, and activities of psychiatrists show 
that although the number of psychiatrists 
has increased in three years 21.2%, they 
are still grossly unevenly distributed. Over 
half have psychiatric hospital affiliation and 
two-thirds are in private practice( 11). 
Malzberg reported his study of first ad- 
missions in New York State for psychoneu- 
roses(30), discussed the difference in rates 
for all first admissions of Negroes(29), and 
summarized many of his important statis- 
tical studies(31). In Norway the incidence 
of mental disease was found to be higher 
among refugees than among matched set- 
tled average population(10). Results sup- 
porting the finding that schizophrenic ad- 
missions are higher from low socio-eco- 
nomic areas and manic-depressive from 
high were reported, but the investigators 
expressed doubts that such results estab! 
the social variables as contributory(19)- А 
Canadian study concluded that differences 
in admission rates between provinces are 
less indicative of the incidence of men 
disorders than of such factors as social judg- 
ment regarding what constitutes men 
abnormality, social demand for hosp! 
care, availability of care, and variations Їй 
diagnostic criteria(17). 
BIBLIOGRAPHY 


1. Adams, H. : Ment. Hyg., 43 : 508, Oct 
1959. 


D 


2. Baars, C. W.: 
May 1959. 

3. Bennett, A. E. : Am. J. Psych., 115: 974, 
May 1959. 

4. Beresford, C. : Psych. Quart, 33: 233, 
April 1959. 

5. Brill, H., and Patton, R.: Bull. N. Y. 
Acad. Med., 34 : 786, Dec. 1958. 

6. Cameron, D. E.: Ment. Hosp., 10; 16, 
May 1959. 

1. Coleman, M. D., and Zwerling, 1.: Am. 
J. Psych., 115 : 950, May 1959. 

8, Craft, M.: Am. J. Psych, 116: 251, 
Sept. 1959. 

9. Duval, A. M. : Ment. Health Virginia, 8 : 
5, 1958. 

10. Eitinger, L. J.: Ment. Sci., 105 : 326, 
April 1959. 

11. Fact Sheet #10, APA and NAMH Joint 
Inf. Service, Aug. 1959. 

12, Fein, R. : Economics of Mental Illness. 
N. Y.: Basic Books, 1958. 

13. Foreign Letters: J.A.M.A., 170: 349, 
May 1959. 

14. Forstenzer, H. M., and Hunt, R. C.: 
Psychiat. Quart., 32 : Suppl. pt. 1 41, 1958. 

15. Freedman, А. M. : Am. J. Psych., 115 : 
893, April 1959. 

16. Goshen, C. E.: Am. J. Psych., 115: 
808, March 1959. 

17. Gregory, L : Can. Psych. Assoc. J., 4: 
51, Jan. 1959. 

18. Hamovitch, M. B, and others: Ment. 
Hyg., 43: 412, July 1959. 

19. Hardt, R. H.: Psychiat. Quart, 33: 
126, Jan. 1959. 

20. Harrington, J. A., and Mayer-Cross, W. 


Ment. Hosp. 10: 18, 


MILITARY PSYCHIATRY 
JOSEPH S. SKOBBA, M.D- 


Since the exploration of outer space is a 
military activity, the psychological aspects 
of space travel on personnel have become 
the subject matter of study by military 
E 

and Levy(1) described experiments 
to study the stresses which might be ex- 
pected to occur in space flight. They state 
that the current knowledge of stress in 
"o flight is based largely on inference 
From = study of analogous experiences. 
Een of these data, they believe 
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that it can be predicted that space flig 
will impose no psychological stress wh 
carefully selected, trained crews сап 
withstand. In the laboratory two types 
experiment have been employed : one, 
study of prolonged confinement d 

which an interesting effect—that of regi 
sive behavior—was observed; the se 
group of experiments was devised to 
mine what kinds of stimuli, supplies 
structuring were necessary for effecti 
functioning. Their findings indicate tha 
least 7 groups of variables must be 
sidered in planning isolation e 


е to maintain a neutral and supportive 
(3) considers the stockade an inte- 

| purpose as only incidentally custodial. Н. 
о the opinion that its goal is not only 
hment of misconduct but an indication 
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consisted of a series of steps, аз follows ; 

Intake interview, initial classification ; Аё» 
justment interview; Confnenent officer 
interview ; Parole period; Interview prior 
to release; Interview with commanding 

With well trained, intelligent, well-mo- 
tivated social work specialists and close 
professional supervision, the program 
proved successful with only minimal de 
mand on the time of the psychiatric staff 
full time activity. The program pro- 
an aid to rehabilitation which was 
and based on increasing respon- 
, military training, and increased 
benefits. The soldier was provided 
à choice because his offense was more 
based on immaturity than on anti 
or criminal behavior. This program 
successful reintegration of the sol- 
duty role as a responsible, 


| 
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observed a similar plan in 

operation. The interview with the com- 
| 

| 
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manding officer was especially helpful to 
the morale of the prisoners. A sharp decline 
in recidivism was one of the results. 
Pierce(4) epitomizes common psychiatric 
problems in recruits in a brig. He recom- 


Forces. 

Wood(5) considers the issue of returning 
psychiatric patients to duty. In his opinion 
this matter brings into sharp focus numer- 
ous important problems for the military 
psychiatrist. For example : his own feelings 
of security, his adjustment to military life, 
his ability to evaluate a new kind of patient 
in a highly specific life situation, his con- 
cepts of good treatment, and his ability to 
prognosticate. He finds that when 
atrists enter military service, they all share 
an abrupt total unawareness of the special 
requirements for the role of the military 
psychiatrist. By the time that they feel com- 
fortable with their duties, they are on their 
way to civilian life again. In his article, 
Wood deals with specific problems of xe 
turning a patient to active duty. Generally 


“REVIEW OF 
the most important clement that determines 
а patients willingness to return to duty & 
Ыз relationship with his psychiatrist. Au- 
thority conflict manifests itself in a variety 
ef reactions and can be dealt with to ad-* 
vantage in short-term psychotherapy. He 
stresses the importance of concentrated 
learning efforts on the part of the prisoner, 
Adier(6) reviews the literature on en 
wresls and reports a double blind study 
with Equanil He found that enuresis із 
influenced by almost as many factors as 
there are investigating specialists in the 
field. He lists the following groups of 
Causes : 


1. Psychologic—resulting from internal 
conflict 


2 Psychologic—resulting from a failure 
in training ; 

3. Organic-due to disturbance in the 
genito-urinary system ; 

4 Organic-due to disturbances in the 
nervous system. 

He studied 102 male recruits, ranging 
from 17 to 20 years of age. They were 
divided into three groups. One group con- 
sisting of 50 individuals was used to test 
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factors of motivation, personality and treat- 451, 
ment on disposition. A second о52 — 3 
individuals was used to test the - m. 
ness of treatment alone on disposition, 

third group consisted of 36 individuals on y^ 
whom was tested the effectiveness of con- 124 : 
Нишу on disposition. The subjects were g, 
exposed to a double-blind study 10: 

Equanil and a placebo with supportive 7, 


Suggestive psychotherapy. The remission 
rate for each group was 43%. Equanil selec- 
lively benefited aggressive enuretics. Mo- 
tivation for service does not significantly with 
affect the results of treatment. With passive Vojno 
enuretics there was no difference in re Apr. 


PSYCHIATRIC EDUCATION | 
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sonnel shortages so constantly with us. The 
Joint Commission оп Mental Illness and 
ealth has just published their third book 
ich covers this general area. Dr. Albee 
carefully documents the tremendous 
rtage of professional people and suggests 
rather hopeless picture unless some very 
najor scientific breakthroughs occur or 
ic changes in social attitudes result in 
more people going into the sciences, in- 
- cluding the behavioral. It is necessary that 
ме as educators create an image of the 
_ professional man that will attract the high 
school graduate into scientific work. Be- 
tween 1956 and 1959 we did improve the 
atio of psychiatrists to the general popu- 
ion from one per 19,200 to one per 
400(2). However, as Albee(1) notes, 
rate of increase in psychiatrists is not 
ing to be sufficient to keep up with our 
pulation increases so that this ratio may 
t be maintained. A further fact of signifi- 
is the concentration of psychiatrists in 
cities, with 542 of all psychiatrists 
iding in the 15 largest metropolitan areas, 
presenting only 31% of the total United 
"States population(2). 
- "Another discouraging trend appears to be 
the decreasing number of medical school 
applicants in the face of increasing college 
enrollments and increasing numbers of 
graduates from colleges(3). Also, there is 
me evidence suggesting that medical 
schools are not attracting the same quality 
of students that they formerly did. In the 
year 1950-51, 40% of entering medical school 
dents came to medical school with an 
" average. In 1958 this had dropped to 
only 18% coming with “A” averages, In 
t of this general picture the Dean of the 
hool of Medicine of the University of 
sylvania(4) believes it is unlikely that 
' psychiatric specialty as now constituted 
n meet the ever-increasing needs. He 
ngs up the possibility of training a large 
ber of “general practitioners of psy- 
аку” who would be trained through a 
erent medical school curriculum than 
current physicians. He feels we are 
ng to have to supply more practitioners 
psychiatry within the medical field or 
the clinical psychologist, social workers 
other non-medical groups taking over 
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more and more of the treatment of the 
mentally ill. 

It is interesting that psychiatrists as a 
group are quite active in teaching and a 
recent report indicates that one-third of all 
psychiatrists hold academic appointments 
(2). Jurgen Ruesch, however, points out 
the extent to which our teaching activities 
have to compete for our time with TV, 
radio, telephones, as well as invitations for 
social affairs, scientific gatherings, com- 
mittee meetings, etc. Rare is the psychiatrist 
who has an adequate time to teach in face 
of these demands, added to clinical work 
and research interests(5). 

A Philadelphia group(6) has made a 
comprehensive survey of 30 psychiatric 
departments in medical schools in an 


attempt to discover what might be con-. 


sidered a standard, appropriate and realistic 
structure for a department of psychiatry in 
a medical school. It is an excellent study 
and should be read by all in the field. It 
makes clear the tremendous range in the 
quality and type of departments that exist 
in our medical schools, varying from de- 
partments with 17 full time teachers and 
research grants within the millions to 
departments with no full time staff or beds 
and no research funds. The group notes the 
extent to which department and adminis- 
trative function may swamp the psychiatric 
leadership and creativity of the faculty 
and the impossible expectations that are 
made on the average department chairman. 


UNDERGRADUATE PSYCHIATRIC TEACHING 


How to integrate teaching of human 
behavior into the medical school curriculum 
in an understandable and effective manner 
has been considered by a number of au- 
thors. Two psychiatrists in New Orleans 
(7) believe that teaching human behavior 
as a basic science in medical schools is 
best approached by illustrative clinical 
material well integrated with basic psy- 
chological, cultural and neurophysiological 
data. In an attempt to arrive at a better 
understanding and teaching of human be- 
havior in health and disease, the new 
medical school at the University of Ken- 
tucky has organized a Department of Be- 
havioral Science(8). Here a health team 
concept will be developed with the student 


learning early the role relationships between 
different professional groups interested in 
behavior. Staffing pattern in the unit in- 
cludes sociologists, cultural anthropologists, 
experimental and social psychologists. This 
general approach in medical education is 
being carried out extensively elsewhere as 
is summarized in an article from the 
University of Natal in South Africa where 
much emphasis is put on a knowledge of 
sociology, anthropology and psychology in 
the training of medical students(9). In the 
Department of Psychiatry at Baylor Univer- 
sity College of Medicine a sociologist is 
used extensively to help the students to 
understand behavior in terms of “What 
people do” rather than “What they should 
do'(10). Cooper(11) has been concerned 
that psychiatry and psychology are not 
designed to provide values and goals which 
can be communicated to medical students 
and in turn be helpful to them in treating 
patients, particularly in dealing with some 
of the deep-seated characterological prob- 
lems seen so often. He raises the question as 
to whether the sociologist should take a 
major role in medical education from the 
standpoint of helping the medical student 
to develop clearer concepts of values and 
goals. 

One recent study underlined the im- 
portance of the resident in the teaching of 
medical students(12). The value of joint 
teaching of medical students by an internist 
and a psychiatrist over a period of years 
Was published in a study from the Univer- 
sity of Pittsburg(13). The two teachers 
attempted to develop an integrated teaching 
€xperience and to give neither a purely 
Psychiatric nor medical image to the pa- 
tient. Less frequently, then, did the question 
Appear, “Is this psychic or organic ?” 

One author at the annual APA meeting 
this year noted the low status which the 
*cture occupies as a teaching method in 
Psychiatry( 14), He outlined several sug- 
Sestions to increase the effectiveness of 
the lecture, suggesting such things as 
Copious use of passages from the autobio- 
Sraphic writings of people who have under- 
Sone mental illness, and verbatim tran- 
scriptions of recorded interviews with 
Patients to illustrate basic material in a 
“cture. An interesting attempt to make 
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psychiatry more comprehensible to the 
sophomore medical student through a 
course in psychophysiology was presented 
by an author from Colorado(15). Actual. 
laboratory work in psychophysiology is 
undertaken on a limited scale. Л 
Coleman( 16) outlines an approach to the _ 
teaching of psychotherapy to medical stu- 
dents which he has found helpful in allow- — 
ing the student to disencumber himself of — 
some of his preconceptions, premeditations | 
and distortions of attitude and behavior, as - 
well as his discomfort in a close, intimate 
relationship with a patient. At the Univer- — 
sity of Oklahoma(17) a longitudinal cur- | 
riculum allows for training in psychotherapy 
to take place over a considerable period of | 
time. The value of the longitudinal cur- - 
riculum in this type of training over the 
usual “block” system in teaching psycho- 
therapy is emphasized. i 
It is interesting that very few American 
medical schools offer any teaching of sexual | 
and marital problems to medical students | 
and very little appears in the psychiatric: 
literature through the years on this subject. — 
Recently in Britain a half day symposium on 
this subject was held which underlined the 
lack of such training and the need to have - 
it set up as part of the curriculum(18). 


GRADUATE TRAINING 


A review(19) of the latest available 3 
figures on graduate psychiatric training in —' 
the United States indicates that there are 
currently 288 residency training programs 
with a total of 2,770 appointees. Seventy- _ 
eight percent of available residencies in _ 
psychiatry are filled. These figures indicate _ 
approximately 260 more residents in train- — 
ing in psychiatry this year than at a com- — 

З 


parable time last year. It is interesting that — 

there are almost twice as many residents in . 
training in surgery (5,373) or internal - 
medicine (4,842) as in psychiatry. There is - 
a very interesting general review article on 
the development of internships and res- 
idencies(20) which indicates that between _ 
1940 and 1958 the number of medical stu- - 
dents increased only from 21,971 to 29,473, — 
but during this same period the number of 

residencies available increased almost sev- — 
en-fold or from 4,882 to 30,595. The extent - 


to which internship and residency y^ 


m 


grams are located outside direct university 
zones of influence is noted and the author 
— ends up with the final comment, “Tt would 
7 appear that the outstanding medical task 
— for the remainder of the Twentieth Century 
will be to foster centers of medical ex- 
| cellence in strategically located hospitals 
~ in all American communities" (20). 
The American Board of Psychiatry and 
—  Neurlogy and the story of its founding 
T is presented in a lively review(21). We 
are fortunate to have available the results 
of a 10-year effort to delineate the factors 
important in the selection of psychiatric 
- residents, based on the studies at the 
__ Menninger School of Psychiatry(22). This 
book should be in the hands of all psy- 
chiatric educators and carefully perused 
— by selection committees. Chapter XVII— 
-  *Recommendations"—should be of major 
importance to other program directors. A 
much briefer study is made by Eisendorfer 
(23) of the factors which make for a good 
psychoanalytic candidate based on the work 
- of the Committee for Admissions in New 
York Psychoanalytic Institute. 
Morse(24) believes that there is a serious 
— and little recognized deficit in post-war 
| residency training which consists of min- 
imal interaction between younger psychia- 
__ tists and the rest of the medical profession, 
T Аз he points out, the young psychiatrist 
goes to few medical meetings, mixes pro- 
| fessionally only with other psychiatrists 
| and does not communicate adequately with 
the referring physician. He feels that it 
~ should be the duty of training programs 
- to underline the importance of proper 
| communication and interaction with non- 
— psychiatric medical colleagues. A Cornell 
| group(25) underlines the difficulty in in- 
teresting residents in the total hospital 
ошен as a therapeutic tool and in 
teaching them the importance of what 
goes on outside the therapeutic hour. At 
7 the Payne-Whitney Clinic residents in the 
P third year are designated as floor doctors 
~ and are put in charge of the management of 
Саш — 
M Those doing supervision work in psy- 
dm 
| ehotherapy will be pleased to have Ekstein 
_ апа Wallerstein's new book from the Men- 
‘Ringer Foundation titled, The Teaching 


D Oe ee ОРНУ ai 
» 7 T TNE it 4 


REVIEW OF PSYCHIATRIC PROGRESS 1959 


= Betts" `1 аи 


BI 
and Learning of Psychotherapy (26). It is 
a comprehensive review of the process of 
supervision. Two teachers from the Univer- 
sity of Utah(27) note the importance of 
giving the beginning psychotherapist a 
feeling of personal security which can often 
be accomplished by assigning the resident 
a patient to whom he can relate easily. 
Oftentimes this must be a patient from 
his own socio-economic group. The authors 
underline the value of exposing the trainee 
to several theoretical approaches to provide 
perspective. A new book by Glad (28) 
also expounds the value of several theo- 
retical approaches. His book is aimed 
toward further developing a science of 
psychotherapy. This book should provide 
the supervisor and the teacher many new 
ideas to broaden the interests, views and 
skills of the beginning psychotherapist. 

A sizable number of residents continue 
to come from foreign lands, although in- 
terestingly the proportion in psychiatry is 
less than the over-all average. In psychiatry 
19% of our residents in training are gradu- 
ates of foreign schools, whereas over-all 23% 
of resident trainees in America are gradu- 
ates of foreign schools(19). Smiley(29) 
gives a review of the results of the first 
year of operation of the Educational Coun- 
cil for Foreign Medical Graduates. In the 
February 1959 examination in the United 
States 48% obtained passing scores ап 
27% obtained borderline scores leading to 
temporary certification. For those training 
directors interested in medical education 
around the world, may we recommend the 
special international issue of the Jour 
of Medical Education(30). 4 

А very interesting report of 5 years 
experience at Harvard University School of 
Public Health on the education of ment 
health specialists appeared(31). This 5 
a post-graduate course of one to three years 
duration for psychiatrists, Ph.D.-level psy. 
chologists, and senior psychiatric soci 
workers. The course is designed to help the 
clinician shift from his emphasis on t? 
individual to comprehending community 
health factors. What is outlined is training 
in a significant new sub-specialty of PSY. 
chiatry where there is no generally accepted 
systematic body of knowledge. 
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_A year ago in this review the contribu- 
tions of British investigators to psychiatric 
fetabilitation were emphasized and the pre- 
iction was made that the changing pat- 
tern of psychiatric thought and practice in 
the United Kingdom would influence psy- 
chiatric methods elsewhere(1). Events of 
the past year sustain this prediction and 
Vos eg that American psychiatry is fol- 
owing the British orientation toward the 
Open hospital and the expansion of com- 
Manly psychiatric services. The Milbank 
x €morial Fund has contributed generously 
O this movement by supporting visits to 
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selected British hospitals by state hosp 
authorities of New York, New Jersey 2 
Connecticut(2) and by making possib 
study of the open mental hospital by 
(3). From his survey Hunt concludes 
“the great fundamental value of the ор 
door movement lies in its demonstrati 
that the mentally ill not ought to be, bu 
can be, destigmatized." 

In this country change toward an open 
door policy is progressing slowly(4, 5 
7), while the development of comm 
psychiatric services is progressing rap 
Goshen(8) stresses the value of the 
hospital and recommends that each 
accept the concept of the day hospital a: 
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_ an experimental substitute for new or ex- 
- panded hospital buildings. Seale and Wat- 
- kins(9) describe a day hospital especially 
| designed to keep the patient in contact 
— with the community. Fisher(10) criticizes 
_ such programs because of their lack of re- 
- search orientation. Miller(11) emphasizes 
— that the problems inevitably created by 
- community participation in rehabilitation 
| сап be minimized if leadership is assumed 
"by trained personnel. Leyberg(12) points 
_ out the advantages of psychiatric services 
— in general hospitals but insists that a good 
- relationship with a mental hospital is es- 
- sential, Whitten(13) says that discharged 
| patients must have rehabilitative services 
_ outside of the hospital if readmission is to 
- be avoided and Muth(14) concludes from 
survey of such services that there is great 
- variation in the aid rendered. Ullman and 
_ Berkman(15) report that family care pro- 
- grams can markedly reduce the probability 
of readmission of discharged psychiatric 
atients. Klapper(16, 17) shows how local 
ental health associations can cooperate 
with various community agencies helping 
_ the patient and says that 38 of 86 leading 
_ rehabilitation centers include ex-mental pa- 
tients in their programs, Irvine, Tracy and 
ine(18) describe a statewide plan that 
supplements psychiatric hospital treatment 
with vocational rehabilitation which helps 
ove the patient into the community and 
to employment. Many other programs 
_ that facilitate return of patients to produc- 
_tive extramural jobs are in progress( 19, 
1-20, 21, 22, 23, 94, 25, 96, 97). Likewise, 
movements are afoot to bring competitive 
industry into the hospital. Clark(98, 29, 
0, 31) tells of a program of activity and 
edom which includes contract electri- 
work brought into the hospital and 
Wadsworth, Scott and Tonge(32) and 
\ Clark (29) report on a successful hospital 
Workshop that has developed into a com- 
- plete intramural factory. Minde( 33) gives 
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the open-door policy, the expansion of com. 
munity psychiatric services and the acceler- 
ation of the rate of discharge of mental 
hospital.patients, voices of caution are 
heard. Sands(36) believes some patients 
are being returned to their homes com- 
pletely unsuited to deal with their prob- 
lems. Similarly, Slear(37) observes that 
tranquilizing drugs make it possible for 
many psychiatric patients to return to the 
community while they are still socially dis- 
abled individuals. And Kubie(38) chal. 
lenges "the partial cure" and expresses con- 
cern over the problems thus created for 
the patient, the family and the community, 

Psychiatric first aid, a method of rapid 
rehabilitation that has been employed suc- 
cessfully in the Netherlands for thirty years 
(39), is beginning to take root in the United 
States. Coleman and Zwerling(40) describe 
such a service being used advantageously 
in New York. Another rehabilitative facility 
used extensively in Europe, the Homemaker 
Service, which supplies mother substitutes 
for homes in which mothers are hospital- 
ized for mental illness(41), is now being 
more widely employed іп America(42). 

Adjunctive therapies are playing an in- 
creasingly important role in rehabilitation. 
Key(43) thinks that training programs for 
coordinators of such therapies are needed. 
Sherwin(44) and Rosé, Brown and Metcalfe 
(45) discuss the use of music in rehab 
ing psychiatric patients, ‘while a group 0 
specialists(46) considers how music can as- 
sist in the care of exceptional, emotionally 
disturbed, and brain-damaged children. 
Certain experts on recreation (47, 48) report 
on various phases of recreational and house- 
bound patients and offer advice on recrea- 
tion counseling for the mentally ill. Silson, 
Cohen and Hill(49) state that there is à 
need for well organized recreation programs 
under trained hospital staffs. Ackerman, 
Mitsos, and Seymour and Smith(50) de- 
scribe camping programs and the latter au- 
thor expresses the opinion that such activi- 
ties help prepare hospitalized patients for 
their return to the community. 

Psychiatric patients of a particular age 
or with particular types of problems receive 
special consideration from numerous inves- 
tigators. In London, funds have been allo- 
cated for two hostels where children leav- d 
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ing schools for the educationally subnormal 
will be helped to find their places in the 
community(51). Tizard(52) visited the 
U. S. S. R. and studied mental health work, 
especially with children. His informative 
report stresses the generous staffing of all 
institutions and the excellence of psycho- 
logical research in the Soviet Union. In 
New York, an important meeting was held 
to discuss problems of residents in homes 
for the aged(53). The principal theme 
under discussion was how to deal with 
mentally disturbed patients. Hobby therapy 
is considered important in such homes(54). 
Morrow and Rosenbaum(55) discuss the 
importance of psychiatry in the rehabilita- 
tion of the aged and conclude that a team 
of professional workers can best plan an 
' effective mode of treatment. Ohio has de- 
veloped 25 nursing homes to care for the 
mildly mentally ill(56). Although these 
homes have no arbitrary age limits for pa- 
tients, the bulk of their work is with aged 
persons who would be burdens to their 
families, yet do not need the services of a 
mental hospital Rainer and Kallman(57) 
report on a mental health project for the 
deaf and stress how psychiatric patients 
who have hearing defects have been neg- 
lected in the past. Rood(58) describes a 
method of rehabilitating sexual psychopaths 
by means of a hospital therapeutic com- 
munity with an accent on group therapy 
and states that only 11% of 1,000 such pa- 

tients have been recidivists. 
. The recent periodicals contain many pub- 
lications dealing with relieving the emo- 
tional factors that obstruct the rehabilita- 
tion of the physically ill. Because of limita- 
tion of space, only a few of these papers 
can be considered. Zane(59) points out 
that physical rehabilitation is frequently 
adversely affected by personality traits de- 
veloped as defenses against anxiety. Maritz 
(60) says that physical disability has a 
Subjective meaning determined by the pre- 
viously existing personality and both he 
and Cath( 61) emphasize the role of the 
ey image in the production of psycho- 
ogic problems. Vernon(62) believes that 
ш rehabilitation of cardiac patients 
it on relieving anxiety by demanding 
€ patient's dependency and later by sup- 
Dg a realistic program of restoration. 
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Rogers(63) suggests somewhat simi 

principles of rehabilitation for all chronical- 
ly ill patients. Marmor(64) states that the 
process of rehabilitation consists of physical 
restoration, rehabilitation education ] 
psychological rehabilitation and that p 

chological rehabilitation is the most im- 
portant element. у 

Several books dealing with rehabilitation 
have been published during the past ye 
The most comprehensive one is that e 
by Rusk(65). He and his 37 collabora 
have created a text which will serve as а 
reference for every member of the rehabili 
tation team. The chapter dealing with th 
rehabilitation of psychiatric patients i 
particularly well done. Simon(66) gives ar 
excellent description of modern соп 
of rehabilitation which center around 
treatment of the whole person in all aspe 
of his life. Meyer and Borgotta(67) 0 
a critical evaluation of certain techniques 
used in rehabilitating discharged patients 
Caudill(68) presents observations Ња! 
seem to make it possible to predict he 
likelihood of group disturbances of v. 
kinds. McLean and Taylor(69) discu 
maladjustments of the industrial wi 
industrial practices and mental health a 
in industry. The American Psychiatric 
sociation has published an excellent book 
(70) that fully discusses the place of volun- 
teers in programs of treatment and rehabil- 
itation and the American Medical Associa 
tion's Committee on Rehabilitation has ap 
proved a booklet that outlines ways to 
strengthen rehabilitation facilities at the 
grass roots level(71). 

It is important to note that the Unii 
Kingdom has promptly implemented 
significant Report of the Royal Com 
sion on the Law Pertaining to Mental | 
ness and Mental Deficiency(72). Last 
Parliament approved a bill(73) which 1 
bodies many of the changes recommend: 
in the Report and which, when it soon be 
comes operative, will enable mentally ill 
persons to enter a hospital without signing 
a voluntary form and without power of с 
tention by the hospital(74). Obviously, 
this far-sighted policy not only will bring 
about vast changes in the practice of p! 
chiatry, but also will for the first time 
give the mentally ill the same legal statu: 
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us the physically ill. Carstairs and Wing 
(75) believe that the British public is ready 
"for the changes recommended. 
» Occupational therapy has made progress 
in 1959. Leaders in the profession are fo- 
Cusing their attention on educational pro- 
‘Cedures(76) and curricula(77) in order to 
‘meet the demands of changing medical con- 
© cepts. The American Occupational Therapy 
Association Study Plan, in preparation since 
С 1951, approved in 1957 and supported by a 
Substantial grant(78), is now under way. 
апу new ideas about training should 
me from this investigation. Other changes 
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tation in psychiatry. Reilly(82) stresses the 
need for revision of the occupational ther- 
y curriculum at a level of scientific 


has attempted at 
the present state 
try warrants. 


- as 
2 in changing the purposes of the person 
— with whom he wishes to dotted 


L'apists needed and occupational therapists 
- available by presenting a plan for the train- 
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ing and recognition of occupational therapy 
assistants(89). Such a program has been 
activated in Ontario(90). 

Ellis and Bachrach(91) insist that oc 
cupational therapy cannot function as am 

ent unit in a hospital. They hold 
that its value is in direct proportion to the 
comprehension of and coordination with 
the psychiatric staff. Smith, Barrow and 
Whitney(92) find that attitudes toward 
occupational therapy differ among different 
types of psychiatric patients. Tibbs(93) 
discusses the creative impulse and its value 
in therapy and Brown(94) describes “psy- 
cho-iconography,” a method “of communi- 
cating through drawings and pictures." 
With this technique the patient is encour- 
aged to draw any picture he wishes and the 
therapist interprets symbols presented and 
thus becomes aware of the patient's inner 
life. Welsh(95) discusses the significant 
role which occupational therapy can play 
in the rehabilitation of alcoholics. 

Two books dealing with occupational 
therapy published within the year have 
come to this reviewer's attention. Changing 
Concepts and Practices in Psychiatric Oc- 
cupational Therapy(96) is an excellent pre- 
sentation of current thinking as to how oc- 
cupational therapy can best meet the needs 
of the hospitalized patient in terms of 
modern dynamic concepts. Rusk's Rehabili- 
tation Medicine, referred to previously (65), 
has a chapter on the principles of occupa- 
tional therapy. 
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: Ibid., 13 : 200, 1959. 
: Ibid., 13: 157, 1959. 
ing Concepts and Preeti 
Psychiatric tional Therapy. New Yı 
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GENERAL MEDICINE BEFORE SPECIALIZATION 


The age of specialization has created 
many problems. The most disturbing of 
these seems to be the apparent isolation of 
the specialist from man as a whole being, 
which narrows his perspective and limits 
his usefulness. The specialist in his zeal to 
know all about his specific field is in danger 
of concentrating on only a small part of 
man, thus dividing the whole into many 
small parts, each an island to itself. I 
believe that much of this tendency could 
be corrected without in any way interfering 
+ with the tremendous gains in medicine 
brought about by specialization. 

My premise is simply that we permit 
specialization much too soon, long before 
mature judgment and clinical experience 
have become a part in that decision. 

As psychiatrists, we stress the importance 
of our being acutely aware of the total 
person. Yet paradoxically we prejudice such 
a possibility from the onset by our approach 
to the training program. We do not give the 
young doctor an opportunity to learn first- 
hand the practical knowledge of his fellow 
man. From the very start of his academic 
career he lives a sheltered and isolated 
existence. His life is made up of school 
and hospital work ; college, medical school, 
internship and then three to five years of 
intensive study confined to the area inside 
the cranium. And then when he finally 
starts to practise he usually limits himself 
to a further subspecialty ! 

I believe there should be a break in 
this academic routine of, say, two or 
years, during which the young doctor will 
be actively engaged in the field of general 
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and the general practi | 

be removed, for now the specialist is 1 
foreigner speaking a foreign language bu 
one who, having shared a common pra 
experience, can communicate with his fel 
low practitioners in understandable medica 
E Nathan K. Rickles, M.D. - 
Beverly Hills, Calif. 
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the Я fluorescence read- 
ings are shown in the following table. 
I FLUORESCENCE READINGS 

ADRENOLUTIN FROM D ела 4 H 
INJECTED ADRENOCHROME 


Our Method Method 
mi 1 wg. adrenochrome 0.56 p 
опе 


0.045 
т 0.0115 
21 0.0090 
Increase of plasma over blank 010 0.0025 
"Increase due to 1 yg. 0.25 0.0335 
ent adrenochrome conc. 400 76 
J ug.fliter др./1йег 


~ crease with 1 лр. authentic 
664 


7 With our method, the fluorescence in- 
adrenochrome 


was 0.25 units compared to an increase of 
0.0335 units by the Szara method using the 
same scale on the Farrand Spectrofluoron 
eter, i.e. the latter method yielded about $ 
the fluorescence. With our method, the 
ma reading was 0.31 or 0.10 units above tha 
plasma blank. With the Szara method, 
increased 0.025, Our blank is high in this 
instance due to the high conversion of ad 
to adrenolutin in plasma. The 
blank or plasma when adrenochrome hag 
not been injected is low. 1 
The fluorescence readings by the гата 
method are so low that it does not find 
adrenochrome. Thus blood known to со 
tain added adrenochrome had 400 »g./liter 
by our method and only 76 #g./liter by the 
Szara method. This latter value is in doubt 
because the plasma reading was so close 
in fluorescence to the blank. If we assume 
the same ratio of sensitivity between the 
two methods then obviously plasma which 
would contain 50 4g. by our method wo 
have been less than 20 4g. by the other 
method. ] 
If therefore the Szara method is sensi 
tive, ours is about 8 times more sensitive 
If their method is specific, so is ours, sinc& 
in both methods the specificity depends 
upon the conversion of adrenochrome into 
SA in the presence of ascorbic 
acid. 
The Szara, Axelrod, Perlin method #8 
therefore not sufficiently sensitive to help. 
us decide whether or not adrenochrome 
really present naturally in plasma. 
A. Hoffer, M.D., : 
A. N. Payza, M.D., 
University Hospita 
Saskatoon, Sask., Can: 
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Editor, Tux AwERICAN JOURNAL. 
or Psyanamy 

Sm: In view of the implications of the 
claim that adrenochrome is present in the 
blood( 1) we felt it necessary to try to con- 
firm it. As customary, we published the 
results along with the method used(2). The 
discrepancy between our and Dr. Hoffer's 
results most probably stems from the dif- 
ference in the methods used. However, we 
cannot directly compare our method with 
Dr. Hoffer's since the latter has not been 
published. The original article of Fischer, 
et al.(3) and even Dr. Hoffer's most recent 
article about “The Adrenochrome Model 
and Schizophrenia”(4) in which he pre- 
* sents again figures on the level of adreno- 
chrome in the blood, give no sufficient de- 
tails of the method. Therefore ín making 
comparisons we must use the data reported. 
Two aspects of the analytical methods 
should be discussed here: the sensitivity 
and the specificity. 

It is a well-known fact in analytical 
chemistry that the sensitivity of a method 
depends upon the magnitude of the blank. 
As the blank increases, the sensitivity de- 
creases. Although Dr. Hoffer's reading re- 
ported here for 1 ag. adrenochrome is about 
8 times greater than ours (0.25 vs. 0.0335) 
his blank value is more than 23 times higher 
(0.21 vs. 0.0090). Consequently, when 
measuring small amounts adreno- 
chrome, the precision of the method is 
greatly reduced, For example, it is claimed 
that in plasma of normal subjects 50 sg./ 
liter adrenochrome is present(1) : when 
LSD is given, the value rises to 164 »g,/liter 
(1). The blank value reported in Dr. Hof- 
fer's paper is 0.21. The reading which ad- 
renochrome in plasma would give using 
his method after the blank value 0.21 was 
E would be 0.01 in sec 
jects and 0.04 in subjects receiving d 
This represents an increase over the blank 
reading from 5 to 20%. Considering the 
Variations in the blank and the instrument 
fluctuations, it is virtually impossible to 
reach any conclusions concerning the plas- 
ma levels of adrenochrome from those 
readings. Furthermore, the nature of the 


adrenochrome is converted to adren oluti 


-—— — = — 


Pafter it has been isolated. Dr. Hoffer has 
“not published any data on the specificity 
of his method or on the identity of adreno- 
‘chrome found in biological material. 
4 Stephen Szara, M.D., D.Sc., 
Clinical Neuropharmacology 
Research Center, 
National Institutes of Mental Health, 
Saint Elizabeths Hospital, 
Washington 20, D. C. 
Julius Axelrod, Ph.D., 
Laboratory of Clinical Sciences, 


or, THE AMERICAN JOURNAL or PsycHI- 


і ‘Sm : In the course of many years of pub- 
ng, I have ere long resolved never to 
e with a book reviewer. They are a 


and obvious. In the review of 
y The Hangover, by Dr. Stephen 
Fleck in the August number of the Journal, 
the statement is made that the hangover is 

ot otherwise defined, suggesting that there 
definition given. This is absolutely 
e. On page 521 of the book I give 
than a half page definition of the 
ngover, clearly titled “definition,” which 
the result of the many definitions which 
ew out of the material of my patients. 
mally, I also have explained the 
g of the concept on pages viii to xi 


_ that gives almost a page of definition has 
escaped the notice of the book reviewer ? 
The explanation is found in the fact that 
y some oversight, the word definition did 
the index. The reviewer is 
apparently the type of man who does not 


- book The H angover, but I believe the val 
ТОЁ the book and the pertinence or Бра 


DR. KARPMAN’S BOOK: THE HANGOVER 
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read carefully the book from cover to cover 
as one should, but depends upon the inde 
and the table of contents. If the index does” 
not contain the word definition, then in his 
opinion a definition is never given, which 
is incorrect at least in this instance. 
In another place, the reviewer th 
states that there is no description of the 
method whatsoever. I would assume that 
the reviewer is a psychiatrist who knows 
how to interview people. This work was” 
done by a combination of interview 
writing. My approach was that of a clinical” 
researcher, the purpose of the book, as the 
title suggests, being to examine the mean- 
ing of the hangover as a psychological 
phenomenon. The hangover was made the 
variable while all the rest was left constant 
Therefore, my main concern was that of 
eliciting the hangover and not to be con- 
cerned with secondary considerations o. 
family relationships, and so on. This should 
belong to and is planned for another study. - 
It would be tempting to go through the. 
whole review and point out the inaccu- 
racies, but I am chary of the space that an 
editor can afford to give to the correction: 
of an error. | 
Benjamin Karpman, M.D __ 

Washington, D. CH 


REPLY TO THE FOREGOING s 


tinence of the review can be left to the 
judgment of the readers. May there be à 
lot of the latter whose lot is not that of е: 
reviewer. E 
Stephen Fleck, M.D., _ 
New Haven, Con 


Ammnican Волар ror — PSYCHOLOGICAL 
Seavices, Ivc.—The Board has released its 
1960 Directory of American P. 

Services which is a voluntary listing of 
agencies and individuals providing com- 
petent psychological services. These serv- 
ices are listed alphabetically by state or 
province and city, with all necessary data. 
There is also a geographical listing of the 
diplomats of A.B.E.P.P. Most of the states 
and 3 Canadian provinces are included. 
Copies may be obtained from the American 
Board for Psychological Services, Inc., 
Glendale, Ohio, for $1.50. 


Dr. BOWMAN AGAIN IN THE Far East. 
—Dr. and Mrs. Karl M. Bowman sailed on 
November 5 to the Far East where he will 
again be Visiting Professor of Psychiatry at 
the Siriraja Medical College in Bankok. He 
Will be occupied in this work until about 
the first of April. 


Wonr» FEDERATION ron MENTAL HEALTH. 
~At the recent meeting of the World Fed- 
eration for Mental Health, William T. 
Beaty, II, Assistant Executive Director of 
the New York State Association for Mental 
Health of the State Charities Aid Asso- 
ciation, was elected President of the United 
States Committee of the World Federation. 

Re-elected were Honorary Presidents 
Mrs. Clifford W. Beers, Dr. Earl D. Bond, 
Mrs. Henry Ittleson and Dr. Arthur H. 
Ruggles. Other officers elected were Mrs. 
Jonathan Bingham, Chairman of the Gov- 
ering Board and Mrs. George A. Stern, 

irman of the Executive Committee ; 
Dr. Robert L. Sutherland, Treasurer and 
Dr. George S. Stevenson, Assistant Treas- 
ег. Newly-elected to the Governing Board 
Were Dr. Margaret Mead, Dr. Bertram H. 
Schaffner and Lewis Cullman. 


, Dr, Ruccres Honorep.—At the first meet- 
“ng of the Rhode Island Branch of the 
omerícan Psychiatric Association, October 
ide 1959, Dr. Arthur H. Ruggles, past pres- 
‘ent of the American Psychiatric Associa- 
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Dr. Laurence A. Senseman, counsellors, 
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Tue AmenicaN Boarp оғ PsYCHIATRY | 
AND NeuroLocy, INc.—The following сап- 
didates were certified by this Board after — 
examination in Chicago, Ill, October 19 - 
and 20, 1959. i 


PSYCHIATRY 
Adams, Robert W., Jr., 614 Medical Arts Bldg., Nashville 12, — — 


Aims. Garabed H., 92 East Charloue Circle, Memphis | 

17, Tenn. 

Arndt, William, VA Hosp. Tomah, Wis. : 

Жой Arter L., 2821 California S. N. E, Albuquerque, ii 
e Milton Miller 322 Ease Hadley Sc. Whittier, Cal а 

i RE Stratford „ Topeka, le 

Frank, Sae Burner, Burner, N. C. 


> 


à 
Bennett, Austin W., Western Psychiatric Inst. and Clinic, 
3811 O'Hara Sc, Pittsburgh 15, Pa. —— 3 
Berkwits, Gloria Kozin, 537 Brompton, Chicago 13, Ш. 
Berl, Alfred, 33 East 74th St, New York 21, N. Y. n 
Betts, Charles Samuel, Univ. of Arkansas Medical Center, 
4301 West Markham, Little Rock, Ark. 1 
Bimmerle, Joha Е., 720 Lake St., Oak Park, Ill. " 
Brandes, Norman Scom, 278 East State St, Columbus 15, — 


Ohio. 

Browne, William J., Univ. of Pittsburgh, Staunton Clinic, 
3601 Fifth Ave., Pittsburgh 13, Pa. 

Cabrera, Orlando, Osawatomie State Hosp., oroni Kan. 
ist, s, 


Christ, Jacob, 51 Brattle St., ER 38, я 

Coda, Evis John, 1737 Prytania St, New Orleans 13, La. 

Cole, es E, Columbus Psychiatric Inst. and Hosp. 
Columbus, Ohi 


Я io. : 
Ба, n Ay Jes 1301 N. E. Sixth St, Oklahoma City 


7, a. 
Davis, Paul Eve, Jr., Western State Hosp., Hopkinsville, 
Duncan, Glen Malcolm, 200 First St. S. Y., Rochester, 

Du Charles W., 6018 West Fullerton Ave., Chicago 39, — 


Edwalds, Robert M., Gales! State Hosp., Galesburg, Ill. 


Fang, Ai Ding, VA Hosp., Point, Md. 
F. Mark P., Jr.. 213 Petroleum Bidg. Casper. Wyo. 
Finkle, Theodor Неги 240 Base och SP Now York 21; 


Fins, Don E., School of Aviation Medicine, Brooks Air 


Calif. 
Max A. 2538 East Monta PL, Muskogee, Okla. 
Lowell Irvin, 907 South Wolcor, Chicago 12, 


Ben Allen, 1454 Summertime, Dallas 16, Tex. 

j State vx Agnew, Calif. 

F., 37 Fruit Sc, Worcester 9, Mass. 

D Room 1816, 30 North Michigan Ave., 


A, Ypsilanti, Mich. f 
oe Hospitals, 1300 University 
D 15. 
i à North 29th St., Billings, Mont. 
Нап, William T., Crittenden Blvd., ester 20, N. Y. 

: Carlos Lee, 506 Boston Post Rd., Weston, b 

S Wash. 
., Santa Rosa, Calif. 

„ VA Hi i 


^ Tomah, Wis. 
‘ick, 1209 Fast Madison Park, Chicago 15, 
701 West 21st Sc, Topeka, Kan. 


A State Hosp., Harding, Mass. 
, Lynchburg Training School and Hosp., 


Michi „См 

le Ave. Dedit 35, 

f Sar, New York 11, N. Y. 
est e "P. o 
, Mental Hygiene Consultation 


ге б. 4. 
ze Wenceslas, 2530 Eveningside Drive, Topeka, 


^ Austin, 200 Retreat Ave, Hartford, Conn. 
Preston G., 1143 Fifth Ave, New York 28. N. Y. 
е G., Jr, 30 North Michigan Ave., 


70 2, Ш. i 
], Werner M., 11902 East Rosecrans Ave., Norwalk, 


„ Pedro, 706 Marlborough St, Detroit 15, Mich. 
En орот, 2907. Malis Sr Gary, Inds 
» Jf. 189 " 
George F., 41001 Seven Mile Rd." Northville, 
` Anne F., 1 


33 Waubascon Dr., Battle Creek, Mich. 
Morton’ S., 429 Pan American Bank Bide.’ Miami 


ls, Frank J., 247 Kent Dr., Birmi А 
. John Amos, 7 Rural Lane, (rand 20; Ohio. 
Je Oak Hill R. D. No. 4, Dallas, Pa. 


Gy U азиа Bldg, 535 East 

wood, U. S, Army Hosp., Fort Belvoir, 
Perlin, Seymour, Center for Advanced i i 

B Sciences, 202 Junipero Serra Bei, muniri Ct 
no Dale W., 3200 North May Avenue, Oklahoma City 


Piekenbrock, Thomas C., 1200 Mai 
n Vietor Donald, 730. South. Sute SE 


Dubuque, Ia. 


in, Ш. ilis 
i Mr TI, п m n. 
Ave., Madison ‹ 6 Wis. 1300 irem 
Lo il .„ 1423 Harper St., Ai 


ugusta, Ga. 
: oon Cam » 4951 McKean Ave., Philadelphia 


© Rozanski, Jules, P. О, Box 96, West Brentwood, N. Y. 


] p Arthur D., 2150 South Ridgeland Ave,, Berwy 
‘ "Theodore “A d "s n, Ill. 
ern Pky., Louisville D, pec ar dnd 


, D. Charles Raymond, 18471 Haggerty Rd., Northville, 


Simmons, Abbott Philip, 
‘Angels 25, Calif. P^ brentwood Hosp, VA Center, Los 


Smith, J Allen, 1610 i 
E m en, Great Pao Lubbock, Tex. 


yw. T. Hosp., Мі 
Solon, Earl N., 700 North Michigan Ave., Ch: 
? 11, Ш, 

p pid A., 3000 Connecticut Ave, Was! ington 8, 
D vid Edward, Univ. orado Cent 
1774200 Ease Ninth Ave., Denver 0100480 Medical Center, 
T Thomas, John B., 300 Patton Drive, Cheshire, Conn. 

© Tippee, Donn L. 101 Maple St, п 
3 Tucker, Elizabeth Mackay, Box W, Newtown, Conn. 
| aene, ТЫ E. lent, эон Psychiatric Inst, 602 


1020. 
v ig, Robert Louis, Western Psychiatric Inst. and Clinic, 
3811 O'Hara, Pittsburgh 13, Pa. 
Walters, Orville S., 405 West Delaware, Urbana, Ill. 
Welch, Victor Clifford, VA ond Perry Point, Md. 
Wellhouse, James Lansing, U. S. Public Health Service Нор, 
Wyman Park Drive at 31st St., Baltimore 11, Md. 
Wiemers, Eugene Lee, Utah State Hosp., Provo, Utah. 
Wilson, Frederic William, Traverse City State Hosp., Traverse 


City, Mich. ў 
Wright, Harold L., Jr., 19850 Westhill, Northville, Mich. 


NEUROLOGY 
Loo Allen, 902 Hume Mansur Bldg., Indianapo- 
is 26, : 
wind, Norman, Neurology Service, Boston VA Hosp. 
150 South Huntington Ave., Boston, Mass 


iens Charles Un Univ. of North Carolina, Chapel Hill, 


Joynt, Robert James, University Hospitals, Department of 
Neurology, Iowa City, Iowa. 
Koenig, Harold, VA Research Hosp, 335 East Huron St, 


o 11, Ш. 
Loeser, ne W., Jr., Division of Neurology, University of 
North “Cacolica School of Medicine, Chapel Hill, N. C 
Lombroso, Cesare T., 28 Allerton St., Brookline 46, Mass. 
Nelson, Dewey A., Professional Bldg. Wilmington 3, Dela. 
Rosenbaum, Herbert E., 7393 Westmoreland Dr., University 
City 30, Mo. 
Sanchez Longo, Luis P., Calle Wilson No. 1475, Santurce, 


Rico. 
Ch'eng, Leslie Yu-lin, Northern State Hosp., P. O. Box 309, 
Sedro-Wooley, Wash. 


" PSYCHIATRY AND NEUROLOGY 
Dutch, Stephen J., Jr., 602 South 44th Ave., Omaha 5, Neb. 


Dr. Forer Heaps De PauL HosPrrAL— 
Dr. Justillien H. Foret has been appointed 
medical director of De Paul Hospital in 
New Orleans to succeed Dr. Walter J. 
Otis who died in June 1959. 

Dr. Foret, a graduate of Louisiana State 
University Medical School, had his psy- 
chiatric training at Worcester (Mass) 
State Hospital, served five years as clinical 
director at Blythewood Sanitarium, Green- 
wich, Conn. and since 1952 as clinical 
director at De Paul Hospital. 


Cor. Grass Receives THE GoncAs AWARD. 
—Col. Albert J. Glass, chief psychiatry and 
neurology consultant to the Army's surgeon 
generals office, has received the Gorgas 
Medal for his pioneer role in preventive 
psychiatry. A 

The Gorgas award, consisting of a silver 
medallion, a citation, and a check for $500, 
was presented during the annual dinner 9 
the Association of Military Surgeons 1n the 
Mayflower Hotel, Washington, D.C., No- 
vember 12, 1959. gU 

Dr. Glass, a veteran Army psychiatrist 
is the 17th recipient of the Medal, presente 
annually for distinguished service in m?" 
tary medicine. The award is made by 
Wyeth Laboratories in memory of Surgeon 
General William С. Gorgas, whose we 
in controlling yellow fever made possib 
the construction of the Panama Canal. 


1960] 

In presenting the Medal, Dr. Robert S. 
Warner, a member of the Wyeth medical 
staff, stated that Dr. Glass’ studies during 
World War II and the Korean Conflict 
resulted in a substantial reduction in com- 
bat time lost by victims of psychiatric 
disorders. In the peacetime Army, his work 
has been credited with an all-time low 
in the number of men hospitalized with 
such disorders and the number of offenders 
imprisoned. 

During World War II, Col. Glass was an 
Army division psychiatrist and in the 
Korean Conflict was chief neuropsychiatric 
consultant to the Far East Command. 

During his 18 years with the Army, Dr. 
Glass has been associated in executive 
capacities with the neuropsychiatric pro- 
- grams of a number of Army hospitals, 
serving most recently as chief of the 
neuropsychiatry department of Walter Reed 
Army Hospital. 

His decorations include the Legion of 
Merit and the Bronze Star. 


ASSOCIATION FOR THE ÁDVANCEMENT OF 
PsycHoanatysis, Inc.—The Association an- 
nounces the eighth annual Karen Horney 
Lecture to be given by Dr. David McK. 
Rioch, director of neuropsychiatry at Walter 
Reed Army Institute of Research. The title 
is "Recent Contributions of Neuropsychi- 
atric Research to the Theory and Practice 
of Psychotherapy. The meeting will be 
held on March 23, 1960 at 8:30 p.m. at 


HABIT 


Habit is a cable ; we weave à thread of it every day, 


AND | 


Hosack Hall, at the New York Acad em 
Ре 2 East 103га Street, New 
ity. a 


Nationa. Mentac Hearta Ё 
Funp, Cawapa.-The Canadian M 
Health Association, who have set up 
research fund, announce that a 
amounting to $22,500 for the ensuing. 
has been awarded to Rev. Dr. Noél 
loux, director of the Human Rela 
Research Centre in Montreal. The sul 
of investigation is the personality of 
quent boys with a view to i 
treatment in custody. j 

Realizing that annual or biennial govern 
ment budgeting, by necessity, P e 
“project” or short-term research 
uninterrupted work is also ne 
mental health research, the Canadian 
tal Health Association voted in 1 
establish a fund to this end, so 
searchers can work unencumbe 
uncertainty of annual budgets or 
Grantees are protected for the period 
to (usually 5 years). Those who 
devote a considerable period to 
in this field may apply by personal 1 
to the Director, The National Mental H 
Research Fund, The Canadian Men 
Health Association, 115 Spadina Re 
Toronto 4, Ont. 

The general director is J. D. Сї 
M.D. ; senior staff, G. A. Gamble, E. Jo 
stone, G. Rohn ; consultants, C. M. Hi 
M.D., W. Line, Ph.D. 
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and at last we cannot break it. — 


—Horace MANN. _ 
-M 
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ExcyrcLoreora or Moras. Edited by Virgilius 
Ferm. (New York : 

1958, pp. 682. $10.00.) 

Johnson says that morals (noun, without a 


3 ) is "the practice of the duties of life ; 
comis regard to others," 


TEM 
"t 


ing and universities of 
MICA are represented by this panel of 


Ti subject matter is arranged alphabetical- 
j vith nees, thus assuring 
about which the 


etic: 


hus the first longer item, Aborigi 
N Australi ginals of 


is given 8 double-col 

after 101 title entries with ertt 

EI unde which the Subjects are treated, 

4 a 12-page article on Thomas Acquinas. 

items under A, are Aristotle (9 
(Gpp), Aztec morals (4 pp.). 

out about atheism, 
refers, curiously enough, = 


here- 
Jewish authorities in ee 


of the storm that broke 


declared “that freedom of thou; 

ech mot only may, without prejudice to 
and the public peace, be granted : but 

0 may not, without danger to piety and 

the public peace, be withheld." Spinoza's mas- 


670 


BOOK REVIEWS 


terwork, The Ethics is also analyzed hei 
The last of the longer articles in this } » 
deals, іп 7 pages, with the morals of the 
Indians of the S. W, United States where 7 
Spaniards found them in the early 16th 6 
tury and where they still live—an area рй 
by American Indians for the past 10,000 years 
Ruth Benedict characterized the Zuni as "Apol 
lonian,” followers of the middle wav—mod 
tion vs. excess ; strict ritual vs. mystic 
compromise vs. competition ; community М 
fare vs. individual exaltation. а 
Professor Ferm has assembled a vast amoun 
of information in his Encyclopedia which ¥ | 
throw light on almost any subject in humar 
experience in this field. It is an excellent bot 
of reference, exemplifying the Johnsonian dt fi 
nition of morals. By alphabetic accident t 
book begins and ends with societies called. 
primitive or savage. Between these are dis 
cussed the mores of the partially civilize 
peoples of the world, thus completing the 
Picture of human society to date. Р 
C. B. E 


Tur ANATOMY ОЕ THE Nervous SYSTEM, 
Its Development and Function. 10th ed 
By Stephen Walter Ranson, M.D., Р D. 
Revised by Sam Lillard Clark, M.D., Ph D. 
(Philadelphia and London: W. B. Sau 
ders Co., 1959, pp. 622. $9.50.) 


Since this textbook first appeared in 1930 
it has held its pre-eminent place with studen 
and teachers of neuro-anatomy. The pre 
reviewer welcomes this opportunity of 
knowledging his debt to Ranson as the bo 
on which his undergraduate lectures have be 
based since 1923. А 

The book has become a little stouter over 
the years but, under Dr. Clark's skilful g 
ance, this has been kept within bounds. Thi 
edition contains only 41 more pages than the 
previous 1953 revision. M 

The chapter on “Meninges and Blood Ves 
sels” has been expanded, mainly by 3 additio 
al pictures, to emphasize the increa 
importance of angiography and venography« 
Six electron micrographs have been added to 
the chapter “Neurons and Neuroglia.” New 
material is also found in Ње “Rhinencephalon™ 
and “Cerebral Cortex” chapters. Р 

The quality of both the black and white am 
the coloured illustrations is improved. n 

Eric A, LINELL, 
University of Toront 
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IN MEMORIAM 


GREGORY ZILBOORG—A MEMORIAL 
1891-1959 
Genius, it is said, is intensity and its boon cene psychistry = tahere е 
is to make its possessor independent of is an encompassing Among. 
ғ б and able to think in large and major works should be mentioned his 


varied categories. Also, in its turbulent car- 
eer genius is fated to excite anona 
sponses in its beholders, among them 
miration, usually unexpressed ; antipathy, 
usually openly expressed ; envy, ; 
and occassionally loyalty and 
which, when once called forth, are 
deep and lasting. Gregory Zilboorg was of 
* the species genius ; he had all of its trap- 
pings and he called forth all the responses 
connected with it. When he died on 1 
September, 1959, American psychiatry lost 
one of its most brilliant, stimulating and 
colorful figures. 

Born in Kiev, Russia, in 1891, his was a 
veritable story book career. Before he was 
twenty-five years old, he had served two 
years in the medical corps of the Czar's 
army, received a medical in St. 
Russian 


з 


following upon their successful coup in No- 
vember, 1917. Eventually, like numerous 
other intellectuals, he was hounded from 
Russian shores. 

Upon his arrival in this country, ane 
supported himself by lecturing, writing 


studies at the Berlin Psychoanalytic Insti- 
tute in 1929-30. From 1931 on he was en- 
gaged in the private practice of 

alysis and psychiatry in New York City. 

- To list Dr. Zilboorgs contributions to 
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created the Isaac Ray Library. He held pro- 


schools and was Chairman of the Con: 
ing Delegation on Criminology to tl 


United Nations. One honor which he held 
in high regard was the degree of Doctor of 
Science which was awarded him by the 
— University of Dublin in Ireland in 1954. 
If it is true that capacity is but an apti- 
tude to receive, then Gregory Zilboorg had 
a capacity which was infinite, one which 
- sought satisfaction by the mastery of the 
" widest variety of skills. He was а psychi- 
-atrist, a psychoanalyst, a criminologist, a 
medical historian, a linguist, a brilliant lec- 
- turer, and a writer of essays on psycho- 
| logical and religious issues. He had a fa- 
cility for apt expression, an ability as а 
- phrase maker, and a ready humor. Not con- 
‘tent with these accomplishments, he be- 
came an expert photographer, a craftsman 
wood, an excellent cook, and a bibli- 
ophile. It is not without reason that Mora 
spoke of him as a “Renaissance Man.” 
_ It is interesting, as Mora also points out, 
as he became older his introspective 
urge seemed to increase and his life became 
_ а progressive saga from outward interests 
(politics, drama) to psychological and so- 
Cial interests (psychoanalysis, criminology 
and medical history) and thence, in the 
p few years of his activity, to that most 
internal of all interests, a profound concerri 
_ with affairs of the spirit and religious and 
‘moral issues. Concomitant with this latter 
interest, he lectured extensively at Ford- 
"ham University and Woodstock College in 
Baltimore and collaborated in the com- 
memorative volume for Pius XII in 1956 
and wrote several important papers dealing 
э са ard peycitinalysi. His vol- 
. ume eni T a eligion wa: 
“lished in 1958. E NN 
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To see this complicated and brilliant! 
at his best, one should have seen him w 
his lovely wife and the young family, 
which he was so proud. Or perhaps ome 
might have caught glimpses of him in quii 
conversation in out of the way place 
restaurants in Europe, or in some place 
where the klieg lights were off and the tem 
sions removed. Whereas in the arena | 
psychiatric meetings he reacted with unbe- 
lieving and hurt surprise to those wh 
challenged him, in the situations mentio 
above his genius became apparent and. 
brilliant, warm, understanding and kindl 
man emerged. E 

Upon his return from Europe in July, 
1959, his condition was diagnosed is i 
operable. He knew about it and, with 
quiet dignity, he set about to put his affairs - 
in order. He was subdued by the imminenet 
of death, but there were no complaints am 
no lamentations. This writer sat with hima 
his end approached and was moved by 
clarity of his thought as he discussed 
ious philosophical problems and reco 
how he, in his “rebellious Dostoye 
fashion," finally arrived at his deep spi 
convictions. His last psychiatric co 
was an admonition regarding the prote! 
of psychologic test records of students fi 
improper hands, for the student might 
become the president of the unive 
"Thus, this genius which found its own ro 
and carried its own lamp through a t 
bulent career died serene and with a 
cern for the dignity of the individual a 
his right to privacy. 


Francis J. Braceland, мр. | 
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ADOLF MEYER RESEARCH LECTURE 


WHERE VITAL THINGS HAPPEN ' 


W. GREY WALTER, Sc.D.* 


The great honor of delivering this lecture 
is a very personal one, since Meyer was one 
of the first to recognise that physiology 
must itself evolve in order to encompass 
the problems of mentality, and so I may 
dare to assume that you as psychiatrists 
consider my particular brand of physiology 
sufficiently advanced to meet the exacting 
requirements laid down a generation ago 
by the man whose name we honor today. 

The title for this lecture is taken from a 
passage in a paper by Adolf Meyer on the 
scope and teaching of psychobiology(3). 

All the writings of Adolf Meyer are so 
full of scholarship, so well informed, so 
original, so passionately sincere—and so 
up-to-date that I could easily fob you off 
with a series of quotations from them—it 
is hard to find any subject related to mental 
activity and brain function that is not dealt 
with in some part of Meyers work. The 
particular passage from which I have taken 
my title is concerned with the integration 
of mental function and if you will permit 
me to quote further extracts, these will 
‘outline vividly for us the scope and purpose 
of this lecture. 


We must establish the habit of scrutinising 
the facts and factors . . . It is certainly not 
mere physiology. It is .. . thought of in settings 
for which physiology does not have any terms 
and for which it does not cultivate adequate 
terms . . ‚ This requires experience with both 
facts and methods and this requires su) 
Practice and not mere “thinking” and 
and talking. Yet it is just this kind of function- 
ing which we may have to review . . . We 
must turn to where vital things happen, where 
they have their beginnings and developments. 

nd this is not so simple . . . 


1 Read at the 115th annual of The 
American Psychiatric Association, Philadelphia, P2. 
г. 27-May 1, 1959. : 
dr Director, Physiological Dept., Burden Neurologi- 
Inst, Stoke Lane, Stapleton, Bristol, Eng. 
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I find some cause for pride and comfort 


too in with Meyer a mixture of 
ROB e American influences. Al- 
though our work paths moved in opposi 


directions, our cultural plans are similar, 
M: ve genetic roots tzer- 
pus tet in the Mid- - 


is always wisest to pay attention to Ње 
whole range of factors” but like him I can - 
see very clearly the colossal difficulties - 
that anyone who tries to see men steady .— 
and see them whole must overcome. En- 
deavors in this field are not likely to attain 
the critical mass for an explosion into front — 
page glamour, nor can we easily attract by 
horror by "nostalgie de la boue,” those who 
have committed themselves irrevocably to” 
what Meyer dismisses as "The imagined 2 
cess of the Unconscious." E 
Perhaps the most encouraging and re-- 
assuring acknowledgment is the sentence ~ 
found in one of Meyer's diaries, which I~ 
can repeat with calm assurance—"I am glad — 
that I have decided to study the whole of - 
Man." E. 
During the 14 years that have passed 2 
since the end of World War II, psycho-- 
biology has developed beyond the hopes 
and expectations of the early pioneers. As _ 
always we must acknowledge the powerful. 
and perpetual stimulus provided by the. 
technological advances evoked in milita 
emergency. Equipment which we now con- 
sider conventional and basic would have 
been a crazy dream 20 years ago. With the 
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centers 
P specialised techniques. At the outbreak of 
T War in Europe there were perhaps half 
DU dozen tiny nuclei of psychobiological 
worthy of the name lab- 


Bion: envisaged by Meyer, never before 
| 50 clearly defined and so tantalisingly near 


eyer knew, this is certainly not mere 
gy; neither our training nor our 
is have fitted us for this task, 
d we know that we are entering a new 
nain with no credentials or passport 
her than an insatiable hunger for self- 
vledge and a limited capacity for self- 
e. The physiological laws on which 
were nurtured do not run in this realm 
ere the individual is king, since they 
e idiosyncrasy. Nor can we rely on 
Statistical conventions with which we 
ave tried to overlay the doctrinal barriers 
etween our disciplines, for these too are 
er adapted to the effacement of indi- 
al variations than to their clarification. 
t is the source of these difficulties? 
| Why have our physiological excursions 
“into the domain of mentality been so 
І empirical or at the best intuitive 
| and inductive? At the present time there 
is still not one single principle of mental 
| physiology that can claim the status of a 
_ natural law, in the sense that it receives 
universal acceptance and permits deductive 
— prediction or extrapolation. 
—— The main theoretical difficulty is that the 
— classical methods of scientific study, in- 
herited by physiologists from their intel. 
- lectual forbears in the basic sciences, de- 
pend on the isolation of a single variable 
in large-scale simple systems, or, in the 
case of contemporary physics, the 
unidentifiable elements in complex micro- 
systems. Neither of these methods is di- 
- rectly applicable to the problems encoun- 
tered in psychobiology, which deal with 
large-scale complex systems of heterogene- 
'ous elements, interacting freely with one an- 
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other through probabilistic links, the vast 
majority of which are quite inaccessible 
even to the most delicate probe. Human 
brains are, in the terms used by theoretical 

ysicists "immense systems” and it is doubt. 
ful whether there are enough of them to 
permit generalisation. This may sound ab- 
surd—there are over 2,000 million human 
beings around us and surely, we may say, 
this constitutes a large enough population to 
yield a suitable sample. But this is not 
necessarily so. Let us consider the sort 
of system we are dealing with. You may 
have recognised the definition in the pre- 
ceeding paragraph “complex systems of 
heterogeneous elements interacting freely 
with one another through probabilistic 
links” as applying to human nervous sys- 
tems—it also applies of course to human 
societies, But what do we mean by complex, 
and what is the order of complexity ? Anat- 
omists tell us—and in this case we may 
believe them though their data are from 
material they describe euphemistically as 
"fixed"—that there are at least 10,000 million 
neurones in our brains. This is not really 
a very large number by cytological stand- 
ards—less than the number of red cells in 
our blood stream—but what we have to 
consider is that these elements are inter- 
connected in various ways. The cells in 
our blood or skin, even in the other great 
internal organs, are working essentially in 
parallel, one may say : they are not in any 
useful sense a community. The relations 
between the cellular elements in other, 
organs depend only on two factors, conti- 
guity and atmosphere, that is the nature of 
the fluids that nourish or control them. АЙ | 
cells have a climate and some degree 9 
neighborliness, some participate in à $ 
fashion in functions such as movement OF 
digestion, but only in the central nervous 
system do we find the texture of interlac 
channels of communication that merits the 
term complexity. 

The effect of this inter-connectedness 
can be estimated numerically, with some 
reserve on the grounds of our ignorance, 
but with enough confidence to illustrate 
the scale of the psychobiological problem. 
Starting with a complex system containing 
only two elements and allowing only the 
minimal degree of structuring and quali 
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tative scope, we find that already we have 
to consider 7 possible modes of behavior or 
dynamic states. Perhaps it is worth repeat- 
ing an illustration I have given before of 
what this means in practical terms. Sup- 
pose that our two elements are not neurones 
in а nervous system but human beings, 
say a man and his wife forming a house- 
hold and that we play the role not of 
impersonal physiologist but of crafty bur- 
glar. Before we make our entry to this little 
system we must "case the joint" to see 
what possibilities exist. We shall note the 
following modes of existence in the house- 
hold; the zero mode O—when both hus- 
band and wife are asleep, mode A when 
the husband is at home alone, B—the wife 
alone; A, B—both at home but isolated 
from one another, A~B—both at home with 
the husband addressing his wife, A«-B— 
the same but (some would say more pro- 
bably) with the wife addressing the hus- 
band, and finally A@B—the same but 
with the couple in mutual converse. As à 
criminal objective we would recognise the 
first and last modes as most promising for 
our purposes. In the other modes either 
or both human elements would be attentive 
to outside stimuli, but in sleep—or death 
~and when preoccupied with each other, 
the two element systems cannot attend to 
external matters. Note that this variety of 
modes is established without recourse to 
external intervention. If we introduce this 
the difficulties increase very rapidly, as 
for example, when both elements are dis- 
tracted by a common external stimulus 
(watching television is the obvious anal- 
ogy). In these circumstances again we may 
Plan an unobtrusive entry. 

This little allegory may seem far-fetched 
to some of you, trite and trivial to others, 
but I think it is worth spelling out what 
We mean by complexity because it is a 
Word that is often used casually and some- 
times as a pretext for defeatism in psy 
biology. The important point is that the 
Complexity of our neural and social appa- 
Tatus can be estimated, so that, having 
?ppreciated the situation in terms of the 
Strength of the opposing forces, we can 
more confidently plan our strategy and 
tactics for a better co-ordinated and more 
economical assault. 


tactics you also have in reserve a 
of physical stratagems to soften up the 
taciturn and quell the garrulous. And all” 
the time you can observe the subtle display 
of bodily changes, the gestures, fidgeting, 
and changes of color that provide 
the trained clinician with a running comz 
mentary on his patient’s state of mind 
feeling. In all this, your clinical art, 
have a sort of шашы n "e ый 
way rectifying and amplifying де 
should bring you some understanding e 
if it does not always give you the power to 
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control or heal. And above all, you retain 
appreciation for the individual-you may 
sometimes think something like “this is 
typical of an endogenous depression" but 
more often you say "this is how this patient 
shows that he is depressed." 
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» Now at last in our experimental work 
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we are trying to emulate these faculties of 

yours, but we have some difficulties that 

you have not, and some resources which 
7. you could not use. Where you communicate 
mainly through language with all the am- 
biguities and romantic overtones that this 
implies, we try as well to include in our 

survey the patterns of electrical change 
— within the brain. Furthermore, accepting 
the im and validity of the unre- 
- hearsed and uncontrollable рсы of the 
- autonomic nervous system, we pains 
— to record and correlate with all the other 
-— information the changes in heart and lungs, 
- skin and blood vessels, eyes and muscles 
- that reflect, albeit obliquely, the swirling 
- tides of passion so well contained and dis- 
~ ciplined by the well-drilled supervision of 
the neo-cortical networks. 

-— As you know, this mechanisation of our 
_ scientific armament has involved the de- 
Eu of heavy pieces of technical artil- 
) ‚ This apparatus again is, in effect, an 
~ amplifying valve to direct and concentrate 
the flow of information from subject to 
observer, but the interaction problem be- 
_ comes even more subtle and serious. We 
cannot conceal our strength by discreet 
withdrawal out of view; our subjects are 
constrained by manifold appliances which 
we make as inconspicuous as possible, but 
they are still obtrusive. So, whether we 
like it or not, our subjects gain some in- 
formation from us, and we counter by cer- 
tain mild deceits which in the military 
| tradition divert attention from essential 

- manoeuvres to trivial ones. 

In the early phases of these researches, 
| we and most other investigators, with ech- 
без of our statistical courses ringing in our 
ears, attempted to reduce or systematise 
the immense amount of objective data we 
amassed by conventional procedures, but 
_ as I have already affirmed, this is a vain 
| exercise. There is no more justification for 
| Say, computing the average frequency of 
_ a brain rhythm than there is for counting 
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the syllables in a patient's verbal complaint. 
As in recognising speech, it is the pattem 
and cadence that we must attend to rather 
than the elementary numerical features. 
This is easily said, but to achieve it we 
must discard many of our most trusted 
tools, go back to school, learn new tricks, 
sit meekly at the feet of the great clinical 
scientists who can still detect the patterns 
of variation, the syndromes of pathology 
that enrich the palette and guide the brush 
of the clinical artist. 

For, though our concern is mainly with 
our normal fellow beings, the attitude we 
have to adopt is essentially a clinical one, 
even if the signs and symptoms are filtered 
through miles of wire and paper and dis- 
played as lifeless figures and graphs. This 
is not to say that we choose to ignore the 
qualitative human factors in favor of the 
objective readings of our instruments; 
on the contrary our task is to relate the 
two classes of observation in such a way as 
to confer depth and perspective without 
freezing the picture into a meaningless 
inexpressive pose. It is in this composition, 
framed in the regularity of science but with 
all the gentleness and variety of human 
feeling that we must try to find where it 
is that vital things have their beginning 
and their development. ¢ 

We can be sure that Meyer chose this 
word "vital" deliberately for its double 


meaning; the things that concern us are 


both important and lively—but what, for 
our purposes, is important and what is life 
Not all important things are alive and not 
all living things are important—or are they ? 
We must select some aspects of living 
things for their importance and we must 
be sure that they are important in more 
than a local, temporary and eccentric way: 
The history of science is littered with the 
relics of "important" ideas and “facts” that 
later generations discarded as superstition 
and illusion. So often too we are misled by 
technical virtuosity or verbal fluency. Have 
we not all spent months of our professio 
life struggling with scientific rhetoric d 
groping among instrumental cobwebs ? Pet 
haps in another generation or so our ша d 
matical colleagues will come to our 9 
with new, more comprehensive and - 
prehensible algebras that can express 0 


; eut straining too much our already stressed 
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At the present time I think we have 
only one way of dodging between the 
glorious earthy ambiguities of the vernacu- 
and the serene unintelligible abstrac- 
of mathematics—to crystallise our 
into working models, material ana- 
clean shaven by Occam's razor, 
simple, unequivocal and like crystals, 
„ so that when our hypotheses break 
as they always will, they shear with 
snap and do not yield and flow as 
and phrases do. Some of you have 
examples of what I mean by working 
and many of my colleagues now 
as I do, that this is the only trustworthy 
of communication between the 
allies in this no man’s land of science. If 
these devices seem only frivolous to you, 
then look and listen more closely; like 
telegraph operators in an idle moment we 
Sometimes indulge in friendly chatter to 
keep the line alive—we all enjoy a gossip 
and a family joke. But in between the puns 
and jingles you will find messages of the 
most serious and strategic import. What are 
pue and what action do they 
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Without going into laborious detail, I 
can outline quite briefly the ways in which 
study of artificial animals has helped to 
our attention to truly vital things. 
| we can distinguish and define 
| more clearly those а of behavior 
| are specifically in the vital class. It is 

not so long since such phenomena, as goal- 

Seeking behavior, self-regulation and self- 

Tepair, appreciation of optima, logical de- 

lon, free choice between equiprobable 
ену, the identification of self, the 
of opment of personality, the formation 
of Co-operative communities, modification 
behavior by experience, and so forth 
an assumed to be uniquely the attributes 

of living creatures. But now all these and 
much besides are known to be imitable by 
artificial creatures. Indeed some of these 
functions are performed far more accurately 

Xd consistently by artefacts than by ani- 
the Or men. In some cases, for example, 

. Ме regulation of complex processes, arith- 
logical analysis, are now delegated 
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almost exclusively to non-living contrivan- - 
ces; in others the demonstration of me- 
chanical competence is on a model scale. ~ 
If no one has conceived a machine like a ~ 
man, it is because the human market is 7] 
already saturated and the conventional — 
means of production satisfy other needs 
at the same time. ' 
These practical developments and the — 
theoretical inferences from them may seem 
to lead to the conclusion that no important .— 
differences are to be found between living ` 
and non-living systems. But this is not so; — 
what seems to be nearer the truth is that — 
there is a continuum or spectrum of intri- < 
сасу, with our simplest contrivances in a 
class at one end and ourselves and any 
superior beings in another class at the other. 
Between these extremes there are imper- 
ceptible gradations of liveliness; at the - 
lower end it would not be worth living and - 
the higher end would not be worth imitat- 
ing. Is this gradation merely one of scale,” 
or are there fundamental differences of 
quality between the extremes ? Scale dif- - 
ferences there certainly are; the simplest 
creatures in flesh ог metal are also the | 
smallest, the commonest, the most easily — 
imitated. We human beings and our more — 
elaborate domesticated machines are in À 
comparison large, rare and expensive. But : 
this is not an adequate scale; the largest — 
animal is a basically very simple jelly-fish 1 
with a very limited repertoire of behavior ~ 
| 
| 


patterns, and some quite tiny missiles have 

a very delicate sensibility for worth-while 

targets. We cannot overlook, even in the _ 
metal, certain powers that are more than — 
algebraic. There are several modern think- 
ers—and experimentalists—as well as the 
majority of the ancients, who have felt that 

these peculiar properties of what we may — 
call immensely complex systems | 
the enunciation of special principles, dis- 
tinct from and perhaps transcending, the - 
laws that permit us to explain and predict 

the behavior or simpler systems. One of - 
the most distinguished of those recently - 
involved in this dispute is Elsasser(2). - 
This is a very solemn decision to make—we 

dare not join the ranks of the vitalists unless 

we are prepared to surrender all our scien- _ 
tific freedoms, and we must consider this | 
challenge seriously. What are the special 
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| powers that make some living things such 
as ourselves so intractable to physical law ? 
The first that should occur to us is repro- 
' duction. This is not the theme of my dis- 
| course and we may put it on one side for 
— meditation, but I should like to remind 
you that organic reproduction is not neces- 
» sarily replication, and the more complex 
фе system the less perfect the copy of 
— design from one generation to another. 
— Animal breeders would be very happy if 
— this were suddenly not so; they could 
—specifr a champion from sire and dam, 
- but if it were not so they would never have 
had the opportunity to breed the champion 
"stock at all. Charles Darwin, a century ago, 
as very much concerned with variation 
in the origin of the species and this un- 
certainty of reproduction seems rather to 
ave been neglected by those who find the 
ess inexplicable in physical terms. The 
information transmitted from generation to 
eneration is vast indeed, but highly cor- 
iptible-by no means every mating is fer- 
and many even of our own progeny are 
ous. In the fertile union of human 
es there is embodied only a high 
bability of human issue—even the sex 
the newcomer is just a little blurred, not 
| sharp and exclusive as was once supposed. 
-. I have mentioned this problem only to 
dismiss it, but in the hope that it may serve 
— to introduce in an obviously relevant and 
_ verifiable context the notions of probability 
апа variety which are of paramount im- 
| portance in the next subject we must con- 
_ Sider, the central and practical theme of 
this lecture, that bundle of concepts and 
— speculations that we may enfold in the 
| terms Learning, Memory, Motivation, Im- 
_ agination, Originality and Personality. 
© This is dangerous ground, but we must 
_ Gross it to reach a firm basis of mutual 
- understanding; so as a physiologist, I 
_ choose to rush in where even some philos- 
_ ophers have feared to tread. We have al- 
| ready considered the special complexity of 
__ the system we are attacking and the weak- 
| mess of our traditional tactics. What can we 
bring up in support? Our first step must 
_ be to find out what we can observe and 
à measure and then see how our observations 
| can be welded into some sort of coherent 
_ theory or hypothesis. The first process is 


sometimes referred to as the Identification 
of Operational Parameters. What opera- 
tional parameters can psychobiological 
research establish by experiment and analy- 
sis, and how do these relate to the concepts, 
abstract or empirical, derived from other 
sources ? 

I have described elsewhere the ways in 
which we have tried to systematise our 
observations of changes in human brains 
and bodies during experimental tests of 
function; we have suggested that the fol- 
lowing parameters could be used to classify 
and correlate such data; Versatility, Im- 
agery, Stability and Ductility. Let us con- 
sider some of these. Versatility was chosen 
as a term to indicate the extent of varia- 
tion in an organism's behavior, the reper- 
toire of response patterns in a given situa- 
tion as compared with the repertoire of 
other individuals. This notion was derived 
from experimental studies of brain ac- 
tivity and behavior of normal people 
performing tasks which in effect challenged 
their powers of understanding and control 
but left them free to gain control in any 
way they pleased. The objective evidence 
of personal variations was from analysis 
of brain activity computed automatically 
and repeatedly so as to provide statistically 
significant figures ; this analysis was f 
to be related to the repertoire of ideas 
and actions of the individual in such a way 
that a high variance of brain rhythms was 
correlated with a large repertoire of behav- 
ior, while monotonous, invariable brain 
activity was associated with a stereo 
and highly specialised habit of behavior 
Over the whole range of variation, the 
"intelligence" of the subjects was high and 
their personalities were within no 
limits by psychiatric standards; this pêa- 
rameter is not related to how well adapta- 
tion is achieved but rather to how it 5 
attempted and in how many ways it 1$ 
achieved. There are obvious relations here 
to other concepts, for example, to the Pav; 
lovian parameter of "lability" or "volatility, 
which Pavlov considered high in b 
strong, choleric or sanguine types of 
and in weak melancholic ones, but ie: 
the strong phlegmatic temperaments. 
even more significant and general si ei 
is to the Law of Requisite Variety enun 
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ated by Ashby(4) and which he again com- 
pares with the concepts of Sommerhoff 
(5) and with the principles derived from 
the Communication Theory of Shannon(6). 

The Law of Requisite Variety states 
that if a complex system (for example a 
human being) is attempting to control 
the outcome of a situation, then that system 
must have an intrinsic capacity for variety 
that matches the variety of the situation. 
This is because "control" means reduction 
of the number of possible outcomes of the 
situation to a certain smaller class which 
are generally described as Good or Correct. 
In a real complex life-or-death situation a 
system with the requisite variety will be 
able to survive by finding an appropriate 
mode of response, while another with in- 
' adequate variety can make fewer responses 
with a correspondingly smaller chance of 
survival. In the experimental conditions of 
our investigations, survival is not at stake, 
but the situations are deliberately contrived 
$0 as to be ambiguous and to offer the sub- 
jects several modalities of stimulus and 
response as a means of avoiding a disagree- 
able penalty, or achieving formal grati- 
fication. Some choose one way, some an- 
Other, some use parts of all the types of 
information, some vacillate between one 
extreme preference and another. This is 
not surprising or novel, but the important 
Observation is that the character of this 
response complex is related to the features 
of the intrinsic and evoked activity in the 
brain, and to the manner of participation of 
the involuntary mechanisms mediated by 
the autonomic nervous system. 

Our early experiments on these lines 
Suggested that adaptive behavior of this 
type, closely analogous to and probably 
omologous with the formation of condi- 
tioned reflexes, is essentially a 
Process, which involves first the selection 

relevant information from the back- 
ground of “noise” or random change, sec- 
ond the storage of the information so se- 
lected and classified, and the 
combination of the stored select informa- 
tion with fresh events or disturbances, so 
as to provide a relevant and effective 

havioral control. ‘This hypothesis too I 

ve elaborated elsewhere ; what concerns 
"S here is the evidence that in human 


: suitable interpreter, but we know that b 


The principles-one might say the mat 
matical laws—according to which nforma: 
tion is selected and stored, are probabli 
universal and ineluctable, but the way 
which the principles are applied by 
particular nervous system is a very personal: 
matter. i 
The personal preferences and 
crasies that intrigue us so much in d 
life and baffle us so profoundly in the 
laboratory can be seen even in the mechani- 
cal devices we have made to embody these: 
hypotheses. There are at least half a dozen 
machines in existence which imitate ¢ 


important respects and these difference: 
are apparent at all levels and stages « 
their operation. Even within a single 
ficial species—for example my own Machina 
doc SE ў 
specification develop idiosyncratic traits, 
and these are cumulatively amplified by ` 

. Some of these differences seem — 
trivial-for example, one synthetic animal. 
may store relevant information as an elec- — 
tric charge, another as a chemical reaction, 
another as a magnetic field—but such varia- - 
tions are not so trivial if one considers these ` 
artificial organisms as forming a com- 
munity. How is a system that operates 
with magnetic tape to communicate with - 
another that needs punched cards or flash- — 
ing lights? Obviously one can make a 


hind every translator lurks a traitor, 
that all organisms tend to consider tl 
own system of reception, storage, com 
munication and control the best, if not th 
only legitimate language. : 
What I am suggesting is that the 
tions of brain activity and somatic response ` 
we observe in human beings during learn- 
ing are evidence that, even among those 
born and raised in the same culture, 
ing the same language and facing the s 
basic problems, there are differences 
some at least innate—in their brain 
guage, at least as great as those in 
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contact with the outside world. The experi- 
ments initiated in Montreal by Hebb and 
his colleagues(7) and since repeated with 
variations in several centers have shown 


NL — 
that even quíte sane and balanced human 
beings rapidly lose their grip on reality 
when the volume and variety of sensory 
signals are artificially reduced. If we were 
limited to a telephone exchange model of 
nervous activity we would have to suppose 
that when no calls were made for a few 
hours, all the bells started to ring at 
random. Whatever its nature, the nervous 
system cannot sustain a condition of pas- 
sivity for long—there is a positive tendency 
to exploration and speculation—which be- 
comes explosive when unrestrained by the 
pressure of environmental circumstance. 
From another source comes evidence of 
how this restless exploratory ebullience is 
controlled and modulated, matched to the 
necessities of survival and the possibilities 
of control. Again in our ingenuous physi- 
ological youth we assumed simply that 
any environmental change that was ade- 
quate to stimulate a sensory end organ 
would set up trains of nerve impulses in 
appropriate frequency-modulated volleys 
which, emerging finally in the specific 
receiving zones of the cerebral cortex, 
would inevitably reproduce in some electro- 
chemical form an image or projection of 
the initial event. Here, in general, 
physiologist lost sight of the process, thi 
he might catch it again in the emergence 
of some response, if he were dealing with 
a simple situation in which the response 
was recognisably related in time or charac 
ter to the sensory event. And of course for — 
many years physiologists restricted them- | 
selves and their preparations—by anaes | 
thesia or mutilation-to just those condi- 


tions in which this rare and often artifi 
simplicity was maintained. More recen 
however, thanks to the introduction of 
many new techniques in surgery, eng- 
neering and biology, it has become ble 

to observe the subtle and varied relations — 
between external and internal events iP | 
entire animals and even in human beings: 
One of the most significant discoveries 
been that external changes, even thou 
they may be quite adequate as physio- 
logical stimuli, do not necessarily evoke 
responses in the central nervous í 
In animals, the central electrical responses 
to a strong stimulus may be almost totally 
suppressed when the novelty of the € 
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FIGURE 4 


CONDITIONING CURVES FOR SM. 
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There was no significant adaptation until the third series, after 170 trials 
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FIGURE 5 


GSR LATENCIES OF PATIENT PS. 
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FIGURE 8 


CONDITIONING CURVES OF PATIENT PC. 
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The upward trend is misleading—the subject kept the lever on one side and reversed it whenever she heard the 
penalty (indicated by vertical ram hes). 


FIGURE 9 


NERALISED ELECTRICAL RESPONSES TO VISUAL AND 
RONTAL LOBES OF PATIENT PC, SUPERIMPOSITION OF 


AUDITORY STIMULI 


10 nESPONSES 


A. Response to clicks at random intervals at electrode implanted in left Lateral SF EL 
B. Responses о баһа at random irl Sl aon Mie rapere 
eques Medos bpm of both hemispheres in this patient. 
fect on responses to combined flash and cli of distraction by conversation 
ct on combined responses of directing attention to the stimuli 
alibration: 100 microvolts, 100 milliseconds 
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FIGURE 11 


CONDITIONING CURVES OF PATIENT PR 
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ries (before electrcde implantation ) nearly all re- 
failure. In series 3 after intracerebral polarisation 
his was broken by withdrawal of the tone stimulus. 


TRIALS 8 6 24 32 40 48 56 


There was no sign of adaptation over 175 trials. In the first se 
sponses were anticipatory but quite random and uncorrected by 
there was a significant sequence of 23 correct anticipations but t 
Later series showed no adaptation. 


FIGURE 12 


BY RANDOM FLASHES IN IEPTHS 
PATIENT PR 


Е 2 thing and inhala- 
These show no habituation but were sensitive to changes in intensity, interval, color, overbreathing and 
tion of CO, 


A. Responses to flashes separated by 2 


" y lower 
230 milliseconds top trace from electrode in optic radiations, 
from electrode one cm. posterior. 


B. Responses to flashes separated by 113 milliseconds 
pears with the shorter stimulus interval, and the afte 
Calibration: 100 microvolts, 50 c/s 


] Р a that 
ote the large positive (down going) pulse th 
discharge, phase locked to the stimulus 


wears off with repetition or if the creature 
is distracted by other events. Contrari- 
wise the response may be augmented 
when the stimulus acquires significance 
by association or even minor alteration. 
This has been shown particularly clearly 
in animals by Hernandez Peon, Scherrer 
and Jouvet(8); by Galambos(9) and we 
have seen these effects ourselves in human 
beings. The fact of special importance for 
the subject of this lecture is that this vital 
control of correspondence between brain 
and outside world is not an internal re- 
orientation of domestic intracerebral com- 
plexities, but a direct, emphatic blockade 
reaching out even to the receptor itself— 
a change in Foreign Policy. Again resorting 
to the obsolete telephone image, it is not 
that some calls are unanswered but rather 
that some callers are denied access to the 
instrument. There is an obvious and sig- 
nificant paradox here: if a brain imposes 
a strict censorship on a certain class of 
signal, how can it maintain the blockade 
without receiving the signals at all? 

A verbal explanation of such effects can 
never be very satisfactory because of the 
ambiguities of everyday speech and as I 
have mentioned, in our experience it is far 
better to make an inventory of the real 
phenomena and incorporate these in a 
working model of the simplest possible 
design in order to see how difficult the 
problem really is. In experiments now in 
Progress designed to test model hypotheses 
of habituation and association we have 
come across some clues to how and where 
the vital operations of discrimination and 
selection are performed within the brain. 

It is fairly obvious that since the nervous 
System can and must classify certain events 
—in fact the majority of events—as insig- 
nificant, redundant or irrelevant, then some 
Part of the system must be able to act as 
a filter, set to reject signals referring to 
this category and to recognise and accept 
signals relating to events in the comple- 
mentary class of significant or novel. In 
some conditions the nature of this signifi- 
cance filter seems to be quite simple, 
almost as though it were a physical tem- 
Plate or gauge rejecting all signals except 
those that satisfy certain canons of size or 
quality with a reasonable tolerance for 
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For some generations now we have been - 
accustomed to consider the sympathetic 
sections of the autonomic system as à. 
vestigial and rather tiresome heritage from 
our rude and ingenuous forbears. For F 


an apparatus adapted to fight or fight 
is an embarrassing reminder of a primitive 
past—our ideal is to fight only under com- 
pulsion and never to flee. Many psychiatric 
clinicians indeed have asserted that their 
practice would vanish if sympathectomy 
were as common as tonsillectomy, and it 
can be argued that in a culture where 
tolerance and fortitude are admired, the 


intricate and variable that I shall only 
briefly later. The 
and most nearly specific effects 
find, those due a changes in the 
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phenomenon has 
"1 need enl. 

: not e on the details 
this but for those familiar with the 
_ technical details I may say that we have 
_ considered particularly the changes in skin 
— resistance, the so-called “Féré” effect as 
_ opposed to the potential changes or “Tar- 
- ehanoff" effect; the relation between the 


The GSR is—compared with brain activ- 
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ity-a very simple effect. Typically it соъ 
sists of a transient fall in resistance of the 
skin, lasting a few seconds and varying 


in amplitude according to the state of the 
subject and nature of the stimulus. The 
form of the resistance change varies very 
little but its latency does show significant 
variations and it is this factor that we have 
found of particular interest in relation to 
problems of habituation and learning. 
Again compared with central nervous 
effects the latency of the CSR is very 
long : about 2 seconds is the figure usually 
quoted. A large part of this latency is due 
to the very slow propagation rate in the 
sympathetic nerve fibres ; responses in the 
foot occur about one second later than 
those in the hand, and the propagation 
velocity is only between 1 and 1.5 metres 
per second. As well as having a longer 
latency, the more distal responses are also 
more sluggish and prolonged, suggesting 
that they are evoked by a protracted heter- $ 
ogeneous train of impulses rather than by 
a synchronous volley. 

In our experiments with human condi- 
tioning, three types of stimuli are present- 
ed; a gentle warning tone of high or low 
pitch, a flashing light giving triplet or doub- — | 
let flashes (these are neutral stimuli later to 
be conditional ones), and a painfully loud 
penalty sound which the subject can stop 
or avoid by moving a lever to the left 
when the low tone and doublet flash are 
presented, to the right following the 
tone and triplet flash. The subjects have 
to discover this association for themselves 
—they are given no explicit instructions— 
but the penalty is disagreeable enough to 
provide a powerful incentive to succe@® — = 
and it evokes large consistent GSRs ; it is 
in effect the specific or unconditional stim- 
ulus. The warning tones and lights 
usually evoke GSRs, particularly at first, 
and in the course of a conditioning experi- 
ment we therefore record some hundreds 
of GSR deflections. In our research 
it is my wife’s task to measure and a 
the records, and in going through the traces 
of autonomic variables to calculate © 
average GSR latency, she noticed a R 
relation between the latency of the GS 
deflections and the nature of the Я 
The GSR following the UCS (the 


poise) had a short latency, about 1.7 seo 
ends in the hand of a subject 
(SW), while those following the neutral 
of conditional stimuli (the tones and 
) had a much longer latency, about 
seconds. When both sorts were aver- 
aged, the mean came to about the accepted 
figure of 2 seconds but in fact there were 

two distinct populations of GSR ; the distri. 
bution was bimodal, with almost no over- 

lap between the two categories. The clear 
distinction between these two types of GSR 

сап be demonstrated very clearly in a 
histogram when latency is plotted on the 
ordinate and number of trials on the abscis- 

sa; the unconditional responses to penalty 

are shown as dotted lines and those to the 
conditional stimuli as solid ones. ( Fig. 1) In 

-a normal subject all the dotted lines end 
around 1.7 seconds whereas the solid ones 
extend from 2.0 to 2.2 seconds. These differ- 
ences may not seem very impressive ( though 
they are highly significant statistically), 
but these responses are in the hand which 
is about a meter away from the central 
nervous system by way of the cervical 
sympathetic ganglia and from the observed 
E we should subtract about one 
second for peripheral propagation time. 
This leaves 0.7 and 1.2 as the unconditional 
and conditional latencies ; we may say that 
the sympathetic responses to the condi- 
tional stimuli take nearly twice as long 
to emerge from the brain as do those to 


signs of learning appear. (Fig. 2) 
As far as we can see the acquisi 


sons takes place in 4 stages ; the first cor- 


ing) Reflex. At this stage all the stimuli are 
fairly novel and miss likely to be signifi- 
cant ; may evoke GSRs, the tone is 
usually followed by some reduction or 
even suppression of the alpha rhythms in 
the brain (if there are any), the pattern 
flicker evokes its characteristic replica re- 
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ject (SW), an intelligent, self-confide 
young engineer of wide interests, the fin 
responses were quite random and the cu "i 


sive responses, a run of successes extrem " 


of the 
GSRs to the light (which were rare even. 
at first) had disappeared, suggesting that 
the subject was being guided by the ріс 

of the warning tone rather than by the 
flicker pattern. Accordingly the flicker was 
omitted at the 48th trial, which evoked 
correct defensive response, and at the n 
trial appeared the first correct anticipatory” 
avoidance response to the tone followed by 


x 
Bry 


cs 
| 684 
5 further avoidance successes. The flicker 
CS was then re-presented with the tone 
"which still served as a clue to correct 
"defence. After a sequence of 10 more 
| successes, the tone was omitted and the 
next two responses, though correct, were 
not anticipatory, but after this, correct 
defensive anticipation was evoked regularly 
by the flicker patterns alone. When the 
tone was re-introduced however, the re- 
sponse was made to this, the first CS, 
rather than to the light, and when the 
tone was again withdrawn there was a 
single failure to anticipate, but from then 
_ оп only one error was made, accompanied 
a deep sigh and theta rhythm in the 
- EEG. Altogether 100 trials were needed to 
perfect this very simple response adapta- 
_ Чоп. The completeness and certainty of 
the response were tested by arbitrary 
reversal of the control rules ;. inevitably 
е response to the first trial under the new 
s was wrong, but at the second the 
his own procedure and 


8 to 1.5 seconds for the next few trials. 
The sudden reversal of rule not only pro- 
voked the inevitable unconditional GSR 
but a pulse acceleration from 75 to 90, a 
series of gasping respirations, and a slight 
- Shortening of the conditional GSR latency 
subsequent trials. Further reversals and 

- presentations of tones and flicker alone 


- trials the EEG began to show signs of 
drowsiness and boredom so the Ld 
was terminated. In spite of his complete 
- operational success the subject gave a very 
М inaccurate description of the experimental 
arrangements. His subjective estimate of 
_ the time taken for the whole experiment 
- was 1% hours instead of 2% hours ; he was 
| convinced that the aim of the experiment 
| was to muddle him; he described two 
- types of penalty, both very unpleasant, and 
_ was sure that the presentation of high and 
- low tones and “fast” (triple) and “slow” 
(double) flashes was in some significant 
. sequence such that he should move the 
— lever to the right after a sequence of three 
- low tones. He admitted he began by ran- 


Ms 


. dom responses but said he kept trying to 


ADOLY Murus Е DUCTOR [ February 


T! 


catch the sequence of signals but lost it 
later. In fact, of course, the order of pre- 
sentations was random throughout and he 
only began to succeed when he “lost” the 
sequence. This search for significant se- 
quences is quite typical and indeed almost 
invariable; in these particular circum- 
stances it is of course quite futile and 
indeed eliminates any chance of success. 
Some subjects who end by responding 
quite correctly and quickly are still con- 
vinced that they are following a sequence 
which somehow they cannot quite describe. 

Returning to the distinction between 
unconditional and conditional GSRs by 
latency we can see in this typical normal 
subject that never at any time, even after 
an unexpected and complete failure, were 
the conditional GSRs as short in latency 
as the unconditional ones and further, the 
unconditional responses were just as large 
and quick at the end of the experiment, 
when the controls were reversed, as at the 
beginning. We may infer therefore that, 
however this subject, as a representative 
of a normal population, may have inter- 
preted his experiences, his nervous system 
was capable at all times of discriminating 
between events requiring rapid and um- 
conditional response and those of more 
doubtful and conditional import. 

We may now consider the behavior of 
other subjects, in order to see how these 
observations may illuminate some of the 
mental aberrations and anomalies of in- 
terest to psychiatrists. Before describing 
strictly clinical applications we may glance 
at two subjects whose conditional behavior 
is on the borderline of normality. 

The second subject, (SM), is a normal 
man, a scientist from a country in Europe 
noted for its war-scarred history а0 
spirited intransigence. For this subject thé 
brief instructions given before the experi- 
ment were even less helpful than for ™ 
people because of his limited English ; he 
was rather tense and apprehensive, о 
ing something of the general purpose А 
the experiment and feeling on trial. 
glance at the plot of GSR latencies shows 
how this state was reflected in auton 
terms. (Fig. 3) There was a wide scatter 0 
the conditional and unconditional laten 
and there was some overlap between : 
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As the experiment progressed the scatter di- 
minished and the pattern approximated to 
that of the normal subject. The learning 
curve, however, has a different story to 
tell; there was a long monotonous series 
of failures with no attempt to anticipate 
or avoid the penalty. (Fig. 4) The experi- 
ment lasted so long and the experimenters 
themselves became so exasperated by the 
endless succession of penalty squawks 
(which are repeated to the observation 
room) that the instructions were repeated 
and later a recess was called and the proce- 
dure resumed after lunch when further ex- 
hortation was provided in the form of em- 
phatic repetition of the instructions which 
imply that the penalty can be avoided. After 
a total of 132 trials the subjects began to 
perform anticipatory responses, but without 
significant success until trial 170, from 
which point his attainment paralleled that of 
the first subject, with appreciation of both 
visual and auditory conditional stimuli and 
quick adaptation to control reversal. This 
subject also sought for sequences, and tried 
to pick up time interval clues by counting 
his own pulse. Since this varied from 77 
to 114 during the various phases of the 
experiment his estimates were not only 
useless but grossly inaccurate. 

It is striking that, comparing these two 
normal healthy young men of similar intel- 
ligence and alertness, provided with the 
same information in the same situation, 
one should take over 4 times as many 
samples as the other to establish control 
over a very simple mechanism. If the con- 
sequences of failure had been serious—for 
example if the control lever had been the 
control column of an aircraft, it is obvious 
that the first subject would have had a 
much higher chance of survival than the 
second whose “nerves,” evidenced by his 
autonomic lability, were responsible for 
much of his early failure, leading to later 
despondency and defeatism, alternating 
with over confidence and futile ritualistic 
obsessions. It was not until the autonomic 
responses had settled into unconditional 
and conditional categories that distinction 
could be made between novel neutral and 
Significant stimuli. 

How we assign to these effects their 
Correct status as causes and effects, and 
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whether we consider the behavior of the 
second subject during his 170 failures 
pathological or as a normal deviant, 
must discuss later. E 


sponses continue throughout the е 
ment, while in the first subject there were. 
none after trial 48 when the avoidance 
rule was learned. This of course means t£ 
no avoidance was attempted by the sub 
and the story is filled in by the lea 
curve, which shows not one single сіс 
no attempt to avoid, only accurate and 
rapid defence from trial 19 (Fig. 6). This. 
subject was able to associate either or both - 
CS and made only two errors when the con- 

trols were reversed at trial 69. The subjec- - 
tive report of this subject showed Шаб 
although he too expected a sequence of. 
stimuli, he finally appreciated the meaning — 
of the CS patterns, but in effect could 
not be bothered to avoid the penalty by an | 
anticipatory response since he could not - 
be sure that the penalty would occur until - 
he heard it. It is tempting to translate this | 
behavior into terms of pathological ethics 
—one cannot be sure that an action is 
wrong until one is punished for it. 

We may now survey two patients exhib- 

iting advanced mental pathology to illus- - 
trate how the learning and autonomic” 
mechanisms can reflect total failure of | 
control. The first patient, PC, was a woman 
of 36 with a 12 year history of соте 
pulsive thinking associated with fearful 
delusions with insight. No treatment, either 
physical or psychological had been effec- 
tive, and she was referred for implantation 
of intra-cerebral electrodes and eventual. 


psychosurgery. 
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Before operation her autonomic re- 
were extremely brisk and over- 
— active ; this is reflected in the histogram of 
her GSR latencies (Fig. 7). The distinction 
between unconditional and conditional re- 
is clear, but all the latencies are 
short, about 1.2 and 1.7 seconds instead 
1 of 1.7 and 2.1 in the normal subjects. Here 
again, the unconditional responses persist 
through 100 trials—there was no attempt at 
anticipation or avoidance. The learning 
curve looks quite different from that of PS 
however : it appears to mount at 45° 
Ч straightaway but this is misleading and the 
"curve is made up not of crosses (selective 
— defense movements) but of vertical dashes, 
indicating that instead of centering the lev- 
_ ег after each trial, the patient held it hard 
— over on one side and moved it across to the 
er whenever the penalty occurred (Fig. 
This tactic ensures that the penalty be 
ed on half the occasions and that the 
e involve the slowest and largest 
ble movement. In effect the conditional 
i were not used at all, although they 
evoked autonomic and EEG changes. The 
warnings were assigned no significance and 
е patient manoeuvred herself into an ex- 
e situation from which she could extri- 
herself only by extreme action at a 
primitive level. 
| The procedure was repeated 5 days 
К surgical implantation of 68 intracere- 
bral electrodes. Her general condition was 
unchanged and her behavior in the con- 
— ditioning situation was similar. After 36 
^ ‘trials she was told positively to center the 
lever, after which her response curve be- 
- came quite tee ga indicating a purely 
; series of responses. The only 
| detectable change was in the GSR latency 
ы which showed a slight but significant in- 
"crease to both conditional and uncondi- 
o During this period very detailed records 
"were being taken of the intra-cerebral elec- 
“trical activity, using a number of tech- 
- niques to clarify both intrinsic and evoked 
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| would form a lecture in itself, but one set 
| of records is of particular relevance ; it was 

discovered by chance that over wide re- 
| gions in the depths of the frontal lobes 
in this patient there were non-specific elec- 


trical responses to a variety of sensory 
stimuli (Fig. 9). These could be evoked by 
sounds or by visual stimuli and their latency 
was quite short : 25 m. secs. for auditory 
clicks and 34 m. secs. for visual flashes. The 
responses to visual stimuli showed a marked 
tendency to habituation after 10 to 20 
flashes, but the auditory response persisted 
unchanged over a series of scores of clicks 
when there was no comcurrent stimulation. 
When a click was accompanied by a flash, 

the click response was prepotent, but even 

the combined response was attenuated 
during distraction by other stimuli and 
both click and flash responses were aug- 
mented when they acquired extra signifi- 
cance as conditional stimuli. The most 
striking features of these responses were 
their very wide dispersion, particularly in 

the lateral frontal regions of both hemi- 
spheres, and their characteristic form—à 
sterotyped pattern very similar to that 
found in specific projection regions. Yet 
these effects were in parts of the brain as 
remote as they could be from any specific 
receiving zone—generally the most taciturn 

of the so-called silent areas. 

Recalling what we have said about the 
need for a high and controllable selectivity 
in the learning brain, we see here evidence 
for just the opposite, an indiscriminate over- 
responsiveness, in which everything may 
mean anything in general and nothing can 
mean anything in particular. We may pre 
sume that the brevity of the autonomic 
delay and briskness of the responses were 
also a reflection of the same lack of selec- 
tivity and discernment. 

As well as being used for recording, the 
implanted electrodes were used for pr% — | 
gressive electrical polarisation within 
brain and to achieve a limited and reversi- 
ble leucotomy. After the first trials of 
method, which was followed by a rather 
dramatic loosening up of the patient's tem 
sion and delusional fears, the conditioning 
procedure was repeated for the third time 
On this occasion the patient kept the lever 
central and made one correct anticipation 
followed by several correct defensive m 
sponses, but she broke down in tears 
14 trials during which there were sign i 
severe autonomic disturbance. The Por. 
isation treatment was continued in emP 
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"cally identified brain regions ; this was fol- 

lowed by marked general improvement ; 
the delusions disappeared and the patient 
became quite cheerful and active. The 
fourth conditioning experiment reflects this 
change in two ways; the GSR latencies 
were greatly increased (those to penalty 
from 1.26 to 2.56 and to tone from 1.7 to 2.2 
secs.) and the learning curve shows an 
appreciable gain by defensive conditioning 
over 32 trials. The autonomic changes were 
minimal. The patient was discharged on 
probation at this stage, and her subsequent 
history, though checkered, has confirmed 
the apparent relation between her mental 
state, her neurophysiology, and her learning 
ability. 

The second patient PR was studied in 
Similar detail. She is a woman of 60 with a 
life-long history of migraine overlaid by 
80 years of hysterical extension of the syn- 
drome. Her complaint had resisted all thera- 
py, including prolonged psychoanalysis and 
physical treatment, and her morale had 
broken during the last 3 years with depres- 
sion to a suicidal degree, so that she was 
referred for intra-cerebral exploration with 
à view to psychosurgery. Before implanta- 
tion of the electrodes her behavior during 
Conditioning was in striking contrast to 
the other patient PC though she also failed 
Completely in associative adaptation. The 
chart of her GSR latencies shows at first 
à reasonable distinction between uncondi- 
tional and conditional responses though all 
the latencies are rather long (Fig. 10). The 
conditional responses to tones faded out af- 
ter about 80 trials and at this phase the 

Cy of the unconditional responses to 
the penalty began to increase and they also 
diminished in abundance. This effect was so 
marked that the average latency of the last 
10 unconditional responses is signi y 
Breater than that of the first 10 conditional 
Ones; these changes can be seen par- 
ticularly clearly when the two types 
of response are plotted separately. The 

ing curve is unique in our exper- 
lence: it shows a completely random re- 
Sponse, ending slightly below the starting 
level (Fig, 11). The nature of the response 
quite peculiar—from the 13th trial to the 
E all the movements were anticipatory, 
t were entirely at random, and once the 


of nearly 280 trials all were random antici- - 
pations, in spite of emphatic repetition of — 
instructions. At this time the frontal delta - 
rhythms had subsided and the EEG re- ` 
es to stimulation were st 
and restricted to the visual regions. i 
The varied and detailed studies of these — 
5 human beings have been chosen to Й 
lustrate and justify the title of this lecture; _ 
in all our mental life what happenings are | 
more vital than the incessant meshing of - 
stored and new experience to drive us on 
to fresh dangers and discoveries? And — 
what, in the puppet theatre of our labora- 
could mimic more closely the tragic : 
breakdown of this mechanism than the to- - 
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tal failure of the two patients to control by 
- the twitch of a muscle a situation which 
_ could be mastered in a few attempts by 
- the humblest experimental animal ? Where, 
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- we must still ask, do these vital things 
" happen and where should we seek the 
- cause and cure of their decay? The com- 
- plete answer may always elude us—we have 
_ по prior knowledge that there is an intel- 
_ ligible answer, or that we can frame a 
proper question, but in the observations 
| [have outlined, some pattern seems to be 


by scholastic tyranny, and capable of ex- 
- ploratory control as well as internal regula- 
tion, we can identify two main necessary 
- and sufficient conditions for free life. First, 
the preservation of a brisk and buoyant 
- autonomic system specialised for—but not 
| limited to—the urgent adjustments of the 
- somatic springboard of action. I have delib- 
_ erately restricted my account of these ad- 
- justments to a few of the simplest and most 
cial changes. You will realise that 
se are but the outward expression of 
| delicate and personal intimacy between 
the border regions of the primitive and 
ancient brain structures, the limbic cortex, 
and the great mass of tissue in the still 
~ youthful external crust of brain, whose 
evolution has occupied only the last few 
_ seconds of the eleventh hour of living time. 
t is these intra-cerebral relations that most 
concern us, rather than the external changes 
they promote, for the alterations in body 
state are in a sense trivial or at least ad- 
entitious. We have seen that the mobili- 
sation of the autonomic allies for cogent 
- action takes some time—a long time by 
the brain clock that ticks in thousandths 
and chimes in tenths of a second. This 
. pause, we must suppose, in the normal way 
is for reflection—not of course necessarily 
for conscious thought in any useful sense, 
- but for selection and identification of novel- 
_ ty and significance. The second of the two 
_ necessities I spoke of are the cerebral 
- mechanisms underlying just these basic 
- processes of cogitation and we can see 
that here again the necessary sites and 
- Structures announce themselves. In a quite 
- novel situation, any prior assumption about 
- likely contingencies may be fatal, so all 


signals must be dispatched to all depart- 
ments—“for information only.” In physical 
terms this means that the nerve impulses 
set up by unfamiliar sensory stimulation 
must be coded, sorted and relayed to wide- 
ly dispersed brain regions in a form which 
will ensure attention but restrain action, 
while not impeding or interrupting work 
in progress. The recent and revolutionary 
studies by Moruzzi, Magoun(1), Jasper and 
their colleagues have demonstrated how 
and where these essential, subtle functions 
can be performed ; there are in fact neural 
mechanisms for the broadcasting of sen- 
sory information within the brain—the dif- 
fuse, non-specific radiations from the retic- 
ular formations in brain-stem and thalamus. 
In animals the functions of this system have 
been rather vaguely described as “aro 
and “alerting”; I am suggesting that 
though they may be non-specific in their 
projections, these functions are quite 
specific in their relation to behavior and 
particularly to learning. j 
We still lack much essential information 
and there are surely wonderful discoveries 
still to be made; it would be wrong to 
make dogmatic assertions but precise hy- 
potheses we must have if our discoveries 
are to be of more than academic interest. 
I suggest that, from such observations 8$ 
I have described here we can envisage at 
least three basic functional sub-categories 
or modes of central nervous action relat 
to mental action, all involved with and 
depending on the basic neuro-humoral 
operations of the autonomic system. 
First, there are the unconditional Te- 
sponses to specific stimuli which I still 
consider legitimately as instinct mM Й 
literal if not the literary sense. Most © 
these responses are quite elaborate 4m 
may involve nearly all organs, but they 
require neither discrimination nor int " 
reflexion though they are reflexive in П d 
mechanism. They must therefore i 
upon a diffuse transmission, not {0 V 
cortical levels so much as to the һур : 
amic and autonomic effector perm 
These responses are brief in latency, oa 
otyped in pattern and usually ге par- 
and protracted by hormonic supP& role 
ticularly from the adrenal glands. The 
of these response patterns is o 
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mainly homeostatic and their variety 
is limited—by evolutionary necessity—to 
match the limited number of predictable 
environmental changes likely to be encoun- 
tered by any particular species. This may 
seem to contradict the suggestion that these 
aspects of behavior are related to mentality, 
but we should recall that even the most 
fundamental and primitive action of all 
-respiration—is so closely linked with 
thinking that our Mediterranean ancestors 
attributed to breathing movement much 
that we would describe as mental activity ; 
hence we derive all our words containing 
the syllable—phrene—. No one would sup- 
pose that schizophrenia was due to a split 
in the diaphragm but in records of respira- 
tion we can trace quite easily clear associa- 


‘tions with mental state, and we should be 


reassured to recall that the respiratory 
centres are anatomically embedded in that 
reticular formation to which we must assign 
so many essential properties. 

Next, are the responses to novel and 
apparently neutral stimuli. In contrast to 
the unconditional homeostatic processes 
these are an expression of orientation and 
invention since they are not programmed 
in any useful sense and must involve much 
more elaborate neural mechanisms. They 
are easily confused with instinctive re- 
sponses because they have many common 
effector pathways, particularly in the 
autonomic outflow. The distinction between 
the two can be made only by car 
observation of the time relations of the 
central and peripheral effects and the 
alteration of the responses with the passage 
of time. The most important distinction is, 
of course, that the response to novelty 
must involve widespread cortical diffusion 
of signals, whereby the degree of innova- 
tion can be recognised. This is the process; 
Presumably, that takes time; the centr 

es and records, whatever they may be, 
must be searched and scanned for similar 
events and a preliminary entry must be 
made if no trace is found of the dubious 
experience, which, for good or ill, must Dé 
tentatively classified in some way Un 
urther information is available. 

The third category is the one to which 
5d have paid most attention ; the selective 


g of consecutive or related events so 
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as to construct within the nervous s 
a working model of the outer world | 
enough detail and accuracy to permit c 
herent and relevant actions of control 
We have seen how vulnerable these mech- 
anisms are—they may fail altogether it 
people who are still capable of a п 
normal existence in protected environmen 
Since they require a great versatility: 
cerebral performance, the widest possibli 
repertoire of functional configurations, fail- 
ure in these processes can occur in any 
number of ways. As we have seen, th 
may fail by overemphasis within the b 
of broadcast information, the deadenin 
incessant propaganda of individual ch 
acter, or by blockade of the normal servic 
by censorship without discrimination — 
appeal. They may also of course be g 
perturbed by overaction or degenerati 
of the mechanisms subserving instin 
innovation—this too we have seen in 
vidual subjects. í 
For many of us the new intricacies Of 
psychobiology are beyond our mental gi 
~ none of us I think can yet appreciate i1 
its full grandeur the panorama of me 
physiology as revealed in the oblique li 
of dawning revelation. We may find 
social parallels some analogy to the pot 
tial freedoms of the cerebral community, 
In searching for the model of the demo- 
cratic ideal we need not look as far away 
as Athens or Westminster—within ou 
heads we carry the free society, for we find 
no boss within the brain, no oligarchie 
ganglion or glandular Big Brother. In his 
small space our very lives depend on 
equality of opportunity, on specialisation 
with versatility, on free communication a 
just restraint. It is here that vital thin; 
have their beginnings and their dev 
ments and it is here too that our pr 
studies should begin. 
Recalling again Meyer's expostulation | 
“| wish it were possible to get rid of the 
words"—we may well feel our intellect is 
being swamped and suffocated in glutino 
phraseology—these Greco-Latin hybri 
such as “psycho-physiology” may be. 
sterile offspring of a marriage of technical | 
convenience. But I hope that in th 
glimpses of our newborn offspring we m 


recognise the natural and fertile issue of 
_ a union of passionate necessity. 
One of the most satisfying aspects of this 
"sort of investigation is the need for real 
team-work, depending on complementarity 
of training and aptitude, collective responsi- 
bility for the general strategy, and delega- 
tion of operational authority. In the experi- 
| ments described here, Dr. Н. J. Crow is 
responsible for all clinical applications and 
interpretations, Dr. R. Cooper for solution 
of the physical and technical problems, my 
| wife, Mrs. Vivian Walter and Mr. Arthur 
Winter for management of the experiments 
E and Mr. W. J. Warren for the construction 
— and maintenance of the equipment. In ad- 
_ dition, it is a pleasure to acknowledge the 
close co-operation of our surgical col- 
leagues, Mr. George Alexander, F.R.C.S., 
- and Mr. Douglas Phillips, F.R.C.S. An es- 
—sential member of any such team is what is 
sometimes called a non-playing captain, 
— who can see the whole situation with de- 
— tachment and perspective ; in this capacity 
| Professor Golla has for many years inspired 
and directed these investigations. 
__ The research reported in this lecture has 
been sponsored in part by the Air Force 
— Office of Scientific Research of the Air Re- 
— search and Development Command, United 
- States Air Force, through its European 
-. Office, under Contract AF 61(514)-1178. 
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Lawrence S. Kubie, M.D. (New York, 
N. Y.)—Rarely have I had a more chal- 
lenging, fascinating and difficult assign- 
ment. Two streams converge in this lecture. 
The headwaters of one derive from Adolf 
Meyer, who foresaw that the subtle com- 
plexities of human psychology would be 
explained in neurophysiological terms only 
when these became more subtle and com- 
plex than what Meyer used to refer to 
scornfully as the "neurologizin: tautologies” 
of his day. He foresaw that "Where vital 
things happen" could be explained only 
by a neurophysiology with a new subtlety 
and a new vitality. This is precisely what 
we have had the privilege of hearing this 
morning. 

It fascinated me to discover how adroitly 
W. Grey Walter has walked the tightrope 
between vitalism and the ultimate in mech- 
anistic philosophy. Indeed it brought to 
mind a scene from earlier years at the 
Hopkins. The ancient, medical amphithea- 
tre was filled with students who had come 
to hear the famous and by that time aging 
biologist, Driesch. Introducing him was 
“Popsy” Welsh, no longer young himself, 
portly with his halo of white hair slipping 
down below his occiput to ring his bald 
pate, but with all feet firmly planted in 
the good earth of science. I can hear him 
growling a bit as he said, “Of course there 
is a tendency on the part of many to 
that when a scientist becomes a philosopher 
he must be verging on that inevitable 
fate which we call the senilium.” Then with 
a quick look at the guest of the occasion 
he added hastily, “But of course we dont 
have any such feeling about our honoree 
and famous guest.” So I look at my friend ; 
but no matter how carefully I scrutinize 
him I cannot find a trace of the senilium 
here: so I can say with Popsy Welsh tha 
no such idea crossed my mind for a me 
ment, as I contemplate our honored gu 


And the fact stands that in his lecture he 
m without 


There are more serious matters tO ^, 
considered however: and many pen 
ing and imagination-stirring phrases, cud 
I would call your attention to the distin 
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tion he draws between the classical method 
of science, which depends upon the isola- 
tion of a single variable in large scale 
simple systems, and the contrasting logic 
of contemporary physics, where the meth- 
od of science has become the "application 
of highly refined and abstract notions of 
probabilistic interactions between uniden- 
tifable elements in complex micro- 
systems." This throws a light on the essen- 
tial challenge with which the effort to 
integrate neurophysiology and psychology 
confronts us; because in psychobiology, 
as he points out, we have large scale 
complex systems, which are made up of 
heterogeneous and not homogeneous ele- 
ments; and unlike the cells of the blood- 
stream they do not interact in parallel but 
freely, and with an almost infinite variety 
of interconnecting patterns. If one con- 
siders the 10,000 million neurones in our 
nervous system, and the number of patterns 
in which their connections can be arranged, 
the possibilities become not only immeas- 
urable but almost inconceivable, even by 
that superlatively equipped apparatus, the 
brain itself. 

Then he points clearly to the basic 
scientific significance of psychoanalysis, 
seeing with extraordinary perspicacity that 
the essence of its technique derives from 
the laboratory rather than the clinic, and 
that its observational situation is so de- 
signed as to ensure that information will 
flow predominantly from the complex sys- 
tem which is under scrutiny to the observer 
and not in both directions simultaneously 
as happens in all other human interactions. 
It is highly significant that without sac- 
rificing one legitimate skeptical doubt our 
gifted lecturer can characterize so clearly 
the essential position in science of psycho- 
analytic methodology. I might add that 
even among analysts there are not many 
Who do so, and that he is one of the few 
among experimental physiologists who has 
this understanding. 

Glider planes happen to be our lecturer's 
preferred method of personal - 
tion ; and he uses them much as the cat in 
the fable used his seven-league boots. Thus 
his next great glide is to explain why mod- 
els are the best means to close the body- 
mind gap. With words which are poetic 


d 
in their economy and clarity, he points out 
the advantages of the model : that it is al- 
ways and frankly an analogy, that it either ^ 
stands or it breaks down, but that when it 
breaks it breaks clean. "They shear with a ^ 
clean snap and do not yield and flow as 
words and phrases do.” Never have I heard — 
the ultimate difficulty of all psychologizing ^ 
more pungently expressed. All psychologies - 
depend uniquely upon words. Yet words - 
are as treacherous as quicksand. They. 
*yield and flow" when we put our weight - 
on them, molded by our prejudicies and 
partisan feelings. And we are worse than 
Tweedle-Dum and Tweedle-Dee in Alice. 
We make them mean whatever we want 
them to mean, without even paying them 
extra. And this we cannot do with the mod- 
el. Thus without laboring the point, he: 
makes clear the basic technical philosophy 
that underlies the use of models in the. 
effort to bridge the gap between physiology 
and psychology. 

But then, unhappily and inevitably mo- 
ments come when he too has to use words, 
and he illustrates the very treachery of 
words which he deplores. Thus when he. 
describes what models have been able to 


of cooperative communities,” the “modifica- ' 
tion of prata 
have to whether t 
now flowing and yielding under his weight, 
whether these are actually identities or q 
mere analogies, or at most a spectrum of — 
and whether the spectrum. 
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remains to be demonstrated. Surely it is - 
not entirely an accident that it is precisely 
at this difficult 
vitalism rears its 
head. ў 
I must ask some more questions. It is 
true, of course that he can make a machine, 
his “Machina docilis,” that can learn cer- 
tain things. It can select relevant informa- 
tion from random input, called “noise.” 
Tt can store and classify this information 
and it can re-combine it into new combina- 


p 
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tions. And the machine shows some indi- 
| vidual idiosyncrasies. j 

But equally important are the things it 
— cannot do. Is there any individual machine 
- which can develop an obsessional work 
block, potentially capable of doing great 
things but capable none the less of daw- 
- dling ? Can he make a machine that would 
fantasy action instead of action? Can he 
— eonversely make a machine with a repeti- 
tive and insatiable (i.e. compulsive) learn- 
ing drive or a need incessantly to do in- 
stead of to fantasy ? 

_ Or let us take another step. Can he make 
a machine which would experience and 
_ even communicate something similar to 
- elation if it succeeds, or to depression if it 
fails ? Even more important can he make a 
machine which will react/to failure with 


-Has he a machine which will play truant 
School, substituting other forms of 
behavior like a juvenile delinquent or 
that matter like a senile delinquent. 
_ These are some of the limitations of the 
, machine models ; and they should be borne 
in mind even as we are impressed by their 
extraordinary versatility. 
Then he swoops again, this time to the 
| question of how to classify the subtle 
qualities and functions of which this ex- 
E traordinary and almost infinitely complex 
machine is capable. Here his basic verbal 
tools are the concepts versatility, imagery, 
- stability, ductility, out of which he must 
. derive learning and memory and motiva- 
tion and imagination and originality and 
personality. I must challenge him here 
gain ; because suddenly we meet another 
word which gives me pause. I have never 
| been sure that there is such a thing as 
3 personality—not at least as а Ding-an-Sich. 
Is personality a quality, a function, an 
E" tribute which is in a person ? Or is it an 
- intuitive, highly colored (or discolored) 
- impression which exists only in the eye and 
- mind of the beholder, a different one in the 
mind of each beholder? A nice question 
_ this, when we stop to think of the reams of 
2 r and ink and experimental work which 
have been devoted to efforts to define and 
measure something which may not even 
- exist as such. Consider only the number of 
Ph.D. theses which have been written on 
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this elusive topic! Perhaps it has eluded 
our search precisely because it is an abstrac- 
tion which has no more claim than a Uni- 
corn to existence as а definable unit. Wil. 
liam James pointed out many years ago 
that Consciousness is an abstraction and 
that it has no existence except as an ab- 
straction from moments of a man being 
aware simultaneously of himself and also of 
himself being aware of something. The 
same may be true of personality. 

Then comes another great leap, which 
carries our lecturer to one of the most 
important developments in the correlation 


between behavior and electrical studies of 
the activities of the brain, namely the 
establishing of a high correlation between 
the capacity of an individual for versatile 
behavior and high variants in brain 
rhythms. This leads him to consider the 
significance of this in relation to the amount 
of variety which is needed to recognize 
variety (Ashby ), to communications theory, 
and then to a consideration of the fact 
that adaptive behavior is built out of con- 
ditioned reflexes superimposed upon un- 
conditioned reflexes, a process which is 
governed by statistical laws. In this process 
he recognizes three essential stages: (a 
the selection of relevance out of random 
input on “noise,” (b) storage and classifica- 
tion of input bits, (c) the re-combination 
of stored data to form fresh psychologi 
events. In essence this is the method by 
which the central core of preconscious 
processing is built into the psychophyst 
ology of behavior. As we begin to grasp 
the full implications of this preconscious 
conditioning, we face a new understanding 
of the variety and detail of human exper 
іепсе, What Grey Walter outlines hem 
provides a basis for understanding of pz 
preconscious filtering of data, and ) 
preconscious conditioning built out 0 а 
around the unconditioned reflexes w al 
arise directly out of the body's essent 
homeostatic and homeothermic biochem" 
and biophysical requirements. — js 
The speaker then makes a passing es 
ence to the data dependent upon 
isolation. Here again he slips int 
error, by using the currently accepte, The 
fallacious term “sensory deprivation. iy; 
phenomena are afferent but not sens 
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and are dependent not upon deprivation 
(a word which begs the whole question 
of its mechanism) but upon relative isola- 
tion. No method has been devised by which 
the continuous inflow of preconscious en- 
teroceptive afferents has been eliminated. 
The exteroceptive inflow can be eliminated 
and proprioceptive afferents reduced ; but 
that is all. Secondly, we should not over- 
look the significance of sharply localized 
afferent reductions, as first emphasized by 
Cushing in World War I. Quite unwittingly 
Cushing showed that the tragedies of war 
gave experimental verification to Freud's 
basic observation on the role of sacral 
functions in behavior. Cushing observed 
that if a man is cut off from all afferents 
from the lumbosacral segments by a tran- 
section of the cord above the lumbosacral 
level, he becomes a philosopher and a 
model of resignation. This is a form of 
selective afferent isolation the significance 
of which must be kept in mind in the inter- 
pretation of all current experiments in this 
area. 

The speaker next leads us to consider 
the role of the autonomic nervous system ; 
and here he brings to us a direct report 
of his own experimental work with the 
galvanic skin reflexes (more particularly, 
alterations of skin resistance). He focuses 
on the duration of the latency period of 
conditioned as opposed to unconditioned 
galvanic skin reflexes, and shows that the 
latency periods for the unconditioned re- 
sponses are always briefer than the latency 
period for conditioned responses. With this 
as a base, he describes a series of experi- 
ments on the spontaneous, unguided learn- 
ing process (i.e., learning specifically how 
to avoid an unpleasant stimulus). He 
shows how the learning curve varies from 
One individual to another, and how this 
Variation correlates with a shift from un- 
conditioned responses with brief latency 
Periods to longer latency periods for the 
conditioned responses, until finally the 
avoidance response is so completely 
leamed that the galvanic skin reflex itself 
15 no longer evoked. Here again one sees 
clearly the role of preconscious functions 
in the wholly preconscious acquisition of 
autonomic responses. 

Here we must consider further the data 
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from experiments on human cerebral vi- 
tality. Of special relevance is the selectiv 
ence of intra-cerebral events - 

with the patterns of external events, a cor- _ 
respondence which requires some process _ 
of selective filtering at a primary intake 
point, a “significance filter" or "relevance _ 
filter," as Grey Walter calls it. This implies 
a matching of signals from hg - 
“gestalts” to some pre-set pattern. 
too is linked directly to instinctual beh: 
through the galvanic skin reflex. And 
the emphasis on the skin is of even greater” 
importance than Dr. Grey Walter takes _ 
time to point out. The skin is the bounda: 
between each of us and the outside world, — 
between the “I” and the “non-I” world. _ 
Moreover, distance receptors are mere ex- _ 
tensions from the skin,—like the relation 
of wire-tapping to the unaided human ear. | 
It is this which gives peculiar significance — 
to his studies of variations in the latency ^ 
of the galvanic skin reflexes of conditioned | 
and unconditioned stimuli in the learning — 
process. 
It may however, be useful to emphasize 
the fact that all such conditioning, both | 
autonomic and psycho-motor, the result- - 
ant intra-cerebral mechanisms for coding - 
and sorting, the widely dispersed relays — 
which insure attention, all of these operate 
not in the conscious symbolic system nor - 
in the system of distorted or "unconscious" - 
symbolic processing (in the psychoana- 
lytic sense) but on the preconscious level. = 
This gives to preconscious processing а 
dominant significance in human mental — 
life. a 
Ultimately, if the machine model is to — 
become a more adequate diagram of human: 
mental equipment, it must provide us 
with a facsimile of 3 basic modes of 
mental functioning : t 
(a) The vast majority of its action must 
take place on a level which is equivalent - 
to preconscious processing. It is mainly 
on this level that unconditional responses 
occur to specific stimuli, with diffuse trans- 
mission to hypo-thalamic autonomic path- 
ways for homeostatic and homeothermic 
controls ; and it is in the same preconscious: 
system that conditioned responses with. 
longer latencies lead to less sterotyped pat- 
terns. For it is on this level that we - 


lish conditioned reflexes to novel or neutral 
imuli which have been linked to the 
conditioned stimulis. Therefore, it is 
which provides the initial diffuse 
hing and the gradual orientation which 
s to adaptation. It is this multiple in- 
and outflow, including the autonomic, 
ch constitutes the raw material of the 
ning process. 
inally, it is on this level that input pat- 


lr itin deett This then is the core 
at the machine model must in some 
set out to duplicate. 


(b) The next step however, is mu. 
more difficult. Superimposed on the pre- 
conscious process is a symbolic system 
which samples the preconscious stream. 
This must also include self-sampling, if 
it is to bea true analogy to human symbolic 
behavior. Moreover the sampling process 
feeds bits of information data back into 
the preconscious stream through fresh con- 
ditioned reflexes. This also must be 
matched by the machine model. 

(c) Finally, the machine model must 
reproduce in some measure that distortion 
of the sampling and self-sampling system, 
which in human affairs we call "uncon- 
scious.” To reproduce all three of these 
ingredients would be the ultimate goal of 
the machine model. 


INFORMATION INPUT OVERLOAD AND PSYCHOPATHOLOGY * 
JAMES G. MILLER, M.D., Ph.D.*. * 


It is a commonplace that variations in 
rates of input of energy or matter to the 
nervous system can result in pathological 
behavior, even complete breakdown in 
function and death. This is true both of 
lacks of energy or matter input, such as 
cerebral hypoglycemia and generalized 
starvation, and also excesses of energy or 
matter input, such as heat stroke and mag- 
nesium poisoning. So there can be energy 
or matter input underloads and overloads 
to the brain. 

In the last decade increasing attention 
has been devoted by physical, biological, 


* and social scientists to the effects of altera- 


tions of rates of information input into 
systems, independent of changes in energy 
or matter flows. We use "information" in the 
currently accepted technical sense and are 
concerned not with the value of the infor- 
mation, but rather with the quantity of it. 
When measuring amounts of information, 
our units, according to current convention, 
will be binary digits or bits. The present 
view of information theory is that signals 
are complexes of data transmitted from one 
physical system to another, conveying in- 
formation only if they could not be pre- 
dicted from data previously available to the 
receiving system. As Jackson says(5) : 


Incomplete knowledge of the future, and also 
of the past of the transmitter from which the 
future might be constructed, is at the very 
basis of the concept of information. On 

other hand, complete ignorance also precludes 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Ра., Apr. 27- 
May 1, 1959. 

„2 Director, Mental Health Research Institute, Univer- 
sity of Michigan, Ann Arbor, Mich. 
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decisions which enable the receiver to reco 
struct the message, on the basis of the da 
already available to him." These data co 
prise both the convention regarding the. 
bols and the language used, and the kn 
edge available at the moment when the 
sage 
INFORMATION INPUT UNDERLOAD 
In the last few years there have been a 
number of experimental studies sugg | 
that pathological function of the n ў 
system and abnormal behavior can 
from information input underload, often 
referred to as “sensory deprivation.” Spitz” 
(14) and Fischer(1) have held that the” 
stimulation from the interaction between an 
infant with its mother, particularly in the | 
third to sixth months of infancy, is neces- 
sary for normal mental development. 
Studying single children and small groups” 
in institutions, they have contended thi 
the effects of "hospitalism" in situations” 
where maternal stimulation is lacking n 
lead to severe mental retardation. As yet, 
this question has not been studied wit 
appropriate controls. Several rigorous 
periments with animals on related is 
however, have been carried out. For in 
stance Riesen(13) found that if he rais 
a chimpanzee in complete darkness 
the first 3 months of life and then br 
it into light, it would never be able afte 
ward to see perfectly. Apparently some 
of information input or sensory stimulation 
was necessary during the first З months for” 
the visual nervous system to develop prop- 


then kept in darkness for as much as 6 
months, when returned to light, had tem- 
porary difficulty seeing, which qui 
cleared up. The first few months ap 
to be the critical period of need for 
inputs. Thompson and Heron(15) f 


ve 
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that puppies reared with restricted sensory 
and perceptual experiences showed more 
tive exploratory behavior than normal 
n later life. This fits in with the fact (cf. 
12) that the genitalia of infant rats must 
‘be licked by their mothers or be stroked 
ghtly by a human caretaker with a 
pledget of cotton to elicit urination or defe- 
eation. This is not a mechanical effect of the 
"mother's tongue or the cotton, but is med- 
_ iated through sense receptors on the rat's 
skin. Also Meier and Stuart(9) have shown 
in a controlled study that handling and 
- fondling kittens will speed up the normal 
maturational fur color change. 
_ A good deal of attention has been given 
the sensory deprivation work of Heron, 
ane, and Scott(4) in Hebb’s labora- 
es, of Lilly(8), and of others. These in- 
tigators have reported that diminishing 
normal rate of sensory input to human 
jects, either in closed booths or sub- 
ed under water with eyes and ears 
ed and a breathing tube to the surface, 
| in a few hours produces delusions, illusions, 
lucinations, and other abnormal psy- 
ic phenomena in some ways like psy- 
hotic states. 
- From all these human and animal inves- 
ons it appears that the organism must 
eceive a certain rate of flow of sensory 
nformation for normal development, par- 
cularly in infancy, and also for the main- 
ance of adjustment throughout life. If 
ormation input underload occurs, path- 
ological behavior and perhaps permanent 
“structural change result. 
! ANECDO S ON INFORMATION OVERLOAD 

In our present research we are asking 
- whether the reverse condition, information 
nput overload, can also produce psycho- 
thology. This seems reasonable, since 
energy underload and energy over- 
d can disturb organisms. We have not 
covered any publications giving clear- 
t indication of this. There are, of course, 
Suggestive anecdotes. It is not only in nov- 
els and motion pictures that corporation 
tives, under prolonged daily pressure 
о make many rapid-fire decisions, break 
- down. The speedy aging of America's pres- 
idents, largely from the rush of their life 
- and.the continual weight of decisions, has 
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been noted. The pressure on generals in 
wartime often has comparable effects. 

Perhaps the many blatant and competing 
sources of information—radio, television, 
movies, magazines, and newspapers—con- 
tribute to the increased tension said to 
characterize our age. In the moving pic- 
tures a person breaking down emotionally 
is depicted as seeing whirling bright lights 
coming toward him, loud noises, and other 
information overloads, as if this were the 
subjective experience of patients in this 
plight. But this is anecdote, not controlled 
experimentation. Is it possible to determine 
rigorously the effects of information input 
overload ? 


GENERALIZATIONS ABOUT 
FIVE LEVELS OF SYSTEMS 


The preliminary studies which we shall 
report here are directed to this question. 
They are conducted in the conceptual 
framework of the general behavior systems 
theory being developed by our research 
group( 10). We are concerned with individ- 
uals, but also we wish to discover whether 
there are measurable similarities in the 
functions of various levels of behaving 
systems. We are equally interested in sys- 
tematic differences across these levels. So 
we have undertaken to investigate the ef- 
fects of information input overloads on 
levels of behaving systems : The cell (the 
neurone), which is a subsystem of the 
organ (the brain), which is a subsystem of 
the individual, who is a subsystem of the 
small face-to-face group, which is a subsys- 
tem of the larger social institution. Our re- 
search, therefore, comprises 5 separate, 
concurrent studies with similar research 
designs, at the levels of cell, organ, 1- 
dividual, group, and social institution. 

Three aspects of behaving systems can 
studied in relation to information input 
overload. The first is their performance 
when viewed as channels transmitting 1- 
formation; that is, the relation betwee? 
the input of information into the system 
and its output. The second is the mec 
nisms of defense or adjustment of the Ee 
tem to the stress of information inP" 
overload. And the third is the costs. 

Concerning performance, we have con 
cluded from a literature survey that if in 
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put in bits per second is plotted on the 
abscissa against output in the same units on 
the ordinate, output will rise as a linear 
function of input up to a certain point, 
leveling out at a channel capacity which 
cannot be exceeded, remaining at that 
level for a period. It will probably then 
decrease swiftly, the amount of information 
being put out actually decreasing in a “con- 
fusional state” as the input rate continues 
to increase. This represents a final collapse 
of this function of the system. 

In our literature search we tried to dis- 
cover all the mechanisms of adjustment 
used by systems to handle information 
overloads. We identified a number, each 
of which in some way helps with the prob- 
lem, but each of which also has a cost in 
some sort of decreased efficiency of infor- 
mation transmission. Not all systems have 
all these mechanisms of adjustment avail- 
able to them. In general it seems that-the 
larger and more complex systems have 
more of them, which is understandable 
because they have more specialized sub- 
systems, whose functions are to provide 
such mechanisms. Those which we have 
identified are: (a) omission—temporary 
nonprocessing of information ; (b) error— 
processing incorrect information, which 
may enable the system to return to normal 
processing afterwards ; (c) queuing—delay- 
ing the response during a period of high 
overlap of input information in the expec- 
tation that it may be possible to catch up 
during a lull; (d) filtering—neglecting to 
process certain categories of information 
while processing others; (e) cutting cate- 
gories of discrimination—responding in а 


! 

general way to the input, but with less 
precision than would be done at lower 
rates, ie., instead of reporting “I see yel- 
low,” saying “I see a light color” or “I see 
a color"; (f) employing multiple channels 
—processing information through two or 
More parallel channels at the same time ; 
decentralization is a special case of this; 
and (g) escape from the task. 

ese mechanisms of adjustment do not 
sound like the classic mechanisms of de- 
fense of Anna Freud, but they may overlap 
somewhat, For example, the mechanism 


of isolation may be like omission and flight 
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from reality may be Ше escape from the | 
Costs of information transmission may - 


ration of survival of the system or organism; | 
and even perhaps the effects in altering _ 
the probability of risks taken by the system 
in making decisions critical to its contin- 
uing existence. 3 

In general we conclude from our lite 
ture studies that the cost per bit of ntorm 
tion flow at very high rates is probably 
much greater than at low rates, rising p ei 
cipitously at the confusion period as th 
system begins to break down. However, the 
empirical measurement in comparable units 
of costs of information flow across the var- 
ious levels of systems is difficult and we | 
have not yet undertaken such studies. Ме 
mention them simply as possible future re- — 
searches and shall now turn to the details _ 
of measurements of performance and mech- - 
anisms of defense at the various levels of — 
systems. 


DATA ON THE CELL 


It is possible to overload a cell special- 
ized for the transmission of information-a __ 
neurone—by increasing the rate of input of - 
electrical impulses to it until finally its — 
transmission breaks down. This is not an Be 
energy overload, and is rapidly reversible. | 
A review of relevant articles indicates that 
there is as yet no agreement as to how ` 
neurones code information, whether ampli- - 
tude modulation, frequency modulation, _ 
pulse duration modulation, or some other 
method is employed. We therefore cannot 
make a direct translation from neural im- - 
pulses per second to bits per second. How- 
ever, if we were to make the not-too-unrea- 4 
sonable first-order assumption that there is - 
a correlation of some sort between the | 
number of impulses and the number of bits $ 
per second, input-output performance 
curves of neurones in units of impulses per - 
second may be assumed to have a similar | 
shape to curves calculated in bits per 
second. In many neurophysiological studies 
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| the rates of stimulation of cells were altered 
_ and the outputs measured electronically. 
> For example, Granit and Phillips(3) re- 


| ulated at a faster rate (280 impulses per 
| second), its output fell to 30 a second. 


THE ORGAN SYSTEM 


Input-output performance characteristics 
of total 


e recordings from 
cortex in cats being stimulated 
light impulses of constant duration but 
ous 


were administered. On further increase of 

‘flash frequency the rate of impulses dimin- 
— ished, so that at 10 flashes per second it was 
b. 18 ; at 18 flashes per second it was 15 ; and 
| а 50 flashes per second it was 6. 


‘THE INDIVIDUAL 


to the tapes. From these errors plus knowl- 
edge of the amount of music played in 
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a given time, rates of information trans- 
mission were calculated. 

The results of these tests were as fol- 
lows: The pianists made few errors up 
to a speed of about 5.2 keys per second. 
Thereafter as speed increased, precision 
was sacrificed and the error rate increased 
so that both the transmission rate per sec- 
ond and the number of correct keys per 
second remained approximately constant. 
Then the proportional trading of speed for 
precision went on until a second critical 
point was reached, which was the highest 
useful speed, about 10 keys per second. 
Beyond this rate the quality of performance 
deteriorated rapidly, as a result of con- 
fusion. The peak transmission rates were 
between 10 and 14 bits a second when 3 
to 5 keys of the piano were used ; 16 bits 
a second with 9 keys; 19 bits a second 
with 15 keys; 23 bits a second with 25 
keys; and 22 bits a second with 37 keys. 
When the range was extended to 65 keys, 
a few errors occurred even at low speeds, 
and the transmission rate peaked at only 
about 17 bits a second, because frequent 
jumps had to be made between distant 
keys. There were individual differences 
among the subjects in the mechanisms of 
adjustment to information input overload. 
One sacrificed speed but minimized er- 
rors ; another kept closer to the established 
speed than the others, though with more 
errors. 


THE GROUP 


At the group level Lanzetta and Roby(7) 
conducted an experiment with sets of 3 
subjects seated in separate booths, com- 
municating by an interphone circuit 
through which, by depressing a hand 
switch, any subject could speak simul- 
taneously with both other subjects. In 
each booth were 2 switches, each with one 
"off" and 3 “on” positions. There were also 
printed operating instructions in the booth. 
A slide projector threw pictures of 2 sim- 
ulated aircraft instruments on the front 
wall of each booth. The subjects were re- 
quired to relay information presented {0 
them by instrument readings to the proper 
booth and to execute control actions wi 
their switches, based on relayed or directly 
available instrument readings. The settings 
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of the instruments were automatically re- 
corded. 

The rate of presentation of the slides was 
altered and other changes were also made 
in the situation. Average group error in- 
creased as the rate of information trans- 
mission in bits per minute increased. The 
maximum rate of information transmission 
in these groups was 12.64 bits per minute. 


THE SOCIAL INSTITUTION 

Data concerning information input over- 
load in social institutions are rare, but 
Fritz and Grier(2) have studied informa- 
tion flow in human organizations larger 
than groups in direct contact, specifically 
the conversations between pilots and con- 
trol tower operators during landings at 
an Air Force training base. In this situation 
the upper limit of transmission observed 
was about two bits per second, by their 
perhaps questionable calculations, and 
there was evidence that above such a rate 
overloading could occur. 

The various researches reviewed indi- 
cated that at different levels a number of 
B coanisms of adjustment mentioned 
above are employed, including omissions, 
errors, queuing, and filtering. 

E appears that channel capacities per 
: qui are less the larger the system. This 
К о, hierarchical difference, рго- 
а ng im a maximum of several hun- 
aa Em ses (or bits) per second at the 
E the neurone, to perhaps 200 at the 
* кешк, to about 30 for the individ- 

% vi a Epod deal less for the group and 
sa institution, although these last 
ац ке less certain. While it is not 
m n о vious from the literature at pres- 
а ез make sense that the more com- 
oes ок t ere are in a channel, the more 
feat nities there are for loss of informa- 
fi роз between subsystems. Also, 
кнн annel is faster than its slowest 
many E . Of course large systems have 
AN ore parallel channels than small 
E so that they can handle more in- 
domm n overall, even though the average 

capacity is lower because the aver- 


age 2 
ыны is longer and has тоге sub- 
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tute is now collecting data on performa: 
of systems at 5 levels under informal 
input overload, For neurones we are туї 1 
to determine the method of informa 
coding by a sort of cryptographic ana 
We plan to make a contingency t 
plotting various sorts of inputs to neuro 
against their respective outputs, hop 
of learning by analysis of that table v 
code or codes are used. We have built 
apparatus capable of stimulating neuron 
at various rates, with various degrees ОҒ 
regularity or randomness, and at variou 
intensities. We are studying individual fi- 
bers in frog nerves, recording outputs ro " 
microelectrodes. I 

At the level of the organ we plan to. 
study the visual nervous system of the | 
stimulating the retina electrically and pho- 
tically with our apparatus and g 
outputs through electrodes implanted o "n 
the optic nerve, the lateral geniculate, the | 
superior colliculus, and the calcarine fis: 
area of the cortex. In these cell and or 
level studies we expect to find performa 


curves rising to chann capacity, levell go 
out, and eventually breaking downward 
increase. er, we 


input rates 
to find in the cell the mechanisms of 
justment of omission and error is, |» 
stimuli not ma Ore he: fire T next E 
neurone in à in). Queuing may меш 
also exist. The neural threshold constitutes. 
of fltering. Whether other mech- - 
anisms of adjustment will be found is un- — 
certain, but at the level of the organ, of = 
course, multiple channels also exist. 
Individual and group experiments have Ж 
both been done on the IOTA apparatus | 
which we have designed and built. This 
is a piece of equipment by which stimuli 
are presented to а subject on a transparent 
creen about 3 by 4 feet in -. 
ize, which sits on а table in front of him. ~ 
He responds by pushing appropriate but- — 
tons arrayed before him, Stimuli are thrown ~ 
on the back of the screen by a Percepto- af 
scope, which is a sort of projector capable - 
of showing movie film at rates of from one 
to 24 frames per second. The film contains _ 
little white dials with black arrows on 
them, which can appear in from 1 to 8 of © 
the 8 two-inch wide vertical slots which: 
run down the screen in front of the sub- 
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Arrows can assume any one of 8 angu- 
positions, like clock hands. Before the 
ject is a set of 8 buttons for each of the 
being used. Since he can see stimuli 
maximum of 8 slots at once, altogether 
has 64 buttons, 8 sets of 8 buttons each. 
an arrow in Position b appears in Slot 
3, the correct response is to push Button 
b of the set for Slot 3. Any other response 
an error. If the subject pushes none, 
is an omission. 

Queuing is also possible. The subject 
a foot pedal by which he can lower 
aise opaque strips behind each of the 
At the beginning of each test only 
op square in each of the slots being 
is open so that light can come through. 
ever, if the subject pushes his pedal, he 
1 move the opaque strips to open up to 
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ll more squares, a maximum of 12. By 
pushing the pedal in the other direction he 
can close these up again, as he wishes. 
The moving picture film is so made that 
if an arrow appears in Position b in Slot 3 
in Frame 1 of the film, it goes to the next 
lower position in that slot in Frame 2, and 
to the next lower in Frame 3, until it has 
gone through all 12 positions and finally 
disappears from the screen. In the mean- 
time other stimuli may be appearing higher 
in the same slot or in others. When the 
subject pushes his queuing pedal, he there- 
fore gives himself more time to respond 
to the stimulus before it disappears. He 
can filter by paying attention only to the 
arrows pointing up or to those pointing to 
the left, rather than to all 8 positions. He 
can cut categories of discrimination by , 
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FIGURE 1 


PERFORMANCE CURVES FOR SUBJECTS A AND B 
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- pushing all 4 left buttons in Slot 3 if he is 
not sure exactly in which of the 4 left direc- 
tions the arrow pointed, but knows it 
pointed toward the left, or by pushing all 
§ buttons for Slot 3 if he simply saw an 
arrow but has no idea as to its direction. 
On occasion he can use multiple channels 
by working with both hands at the same 
time. Finally escape is possible, if he gives 
up and refuses to continue the task. So 
all the mechanisms of adjustment we have 
mentioned are possible on the IOTA. 
This apparatus can increase in several 
ways the amount of information per sec- 
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ond being processed : by speeding 
by increasing from 2 to 8 the number 
ternate positions for the arrows ; by : 
the number of slots used simultaneou: 
or by altering the degree of regula 
randomness of the presentations. ` 
We have run experiments on this e 
ment with trained individual sub 
Performance curves for two subjects 
seen in Figure 1. There are individual | 
ferences, but the curves have similar for: 
rising to a channel capacity betw 
and 6 bits a second and then > 
falling off, though our data so far 
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nake us certain this fall occurs. All mech- 
isms of adjustment mentioned above ex- 
multiple channels and escape were 
by these subjects, as indicated in Fig- 
ure 2. In general the use of these mecha- 
nisms—especially omissions and filtering— 
increased as the loads increased. 
- We have also begun to use the ТОТА 
ipparatus with groups. In this situation 3 
members of the group, A, B, and D, face 
screen. A calls out the slot in which 
an arrow appears, and B calls out a letter 
epresenting the position. C, whose back 
turned to the screen but who is facing 
ie buttons, then pushes a button in terms 
of the information he got from A and B. 
When C pushes a button a small red light 
in one of 8 positions lights up over one of 
slots, indicating which button he 
ed. If his push is correct, D says 
ng. If the push is incorrect, D cor- 
cts him and C pushes another button 
he finally pushes the right one. The 
rformance curves from our runs with 
о groups (Figure З), have the same gen- 
appearance as the performance curves 


0—0 GROUP A 
9——* GROUP B 
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of the individual subjects, though at lower 
channel capacities between 2 and 2.5 bits 
per second, Also the use of mechanisms 
of adjustment (Figure 4) was comparable, 
although it happened that queuing was 
not employed. Group system organization 
involves new and interesting problems 
related to the various roles of its members 
and the effects of their intercommunication 
channels on the group performance. 
Finally a comment on the level of the 
social institution. We are arranging to do 
research in the next few months on the 
overloading of a simulator developed for 
training and research on the operation of 
our national air raid warning system. In 
this simulator, groups of individuals in 
separate rooms receive information auto- 


matically, concerning planes flying in the. 


particular air spaces for which they are 
responsible. They reinterpret these signals 
so that they can be plotted on the coordi- 
nates of information boards, for the military 
command. We plan to generate different 
presentation rates with various degrees of 
randomness of signals in different positions, 
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to discover the performance charac- 
ics, channel capacity, and mechanisms 
of adjustment of this heirarchical, larger 
than face-to-face social institution. It is ap- 
parent that the same types of dimensions 
. сап be used in measuring this sort of per- 
formance as in smaller systems. Preliminary 
experiments done by others with such man- 
chine systems have shown that under 
h overload rates they can break down 
that, as would be expected, the systems 
under real stress in saturation raids 
other overload circumstances. 


CONCLUSION 


. Although more than a thousand related 
cles were reviewed in our literature 
ey, no references were ever found in 
or in their bibliographies crossing 
one level, say the neurophysiology of 
cell, to another, such as group psycholo- 
. In one article an offhand suggestion was 
nd that such generalization might be 


c units, is being 
discovered over and over again at different 


years in neuro- 


bilization of comparable defenses at all 
levels of behaving systems, it can explain 
some of the psychopathology of everyday 
life and clinical practice. 
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BRAIN DAMAGE FROM CHRONIC ALCOHOLISM : 
THE DIAGNOSIS OF INTERMEDIATE STAGE 
OF ALCOHOLIC BRAIN DISEASE ' 


A. E. BENNETT, М.р.2, С. L. MOWERY, anp JOEL T. FORT, М.р. 


Our studies of hundreds of patients in 
the past 7 or 8 years point to the rising in- 
cidence of acute and chronic stages of al- 
coholic brain disease ; and to the existence 
of a midway stage, which we have called 
the intermediate brain syndrome(1). Our 
findings about these stages, particularly the 
intermediate one, have implications for 
practical treatment and a preventive pro- 
gram. 

Pathologic drinking, chronic alcoholism 
‘and alcoholic addiction have become a 
major national problem. “From a public 
health standpoint,” Maurer and Vogel(2) 
state, “probably the most important drug of 
addiction in the United States is alcohol.” 
Bowman(3) raises the question why, out 
of some 70 million persons who use alcohol 
without undue harm, some 5 million use it 
at times to excess and about a million of 
them are alcohol addicts. He concludes 
that existing knowledge and tools must be 
used to the utmost, until research yields 
more adequate data regarding causes of 
alcoholism and methods of treatment. 

_ Statistics show that organic brain disease 
in alcoholic patients is increasing. The 
first admission rate of alcoholics with psy- 
chosis to California state mental hospitals 
increased. from 5.9 in 1940 to 7.5 in 1953 
* 100,000 civilian population. This in- 
wp in alcoholic brain disease has partly 

Уд peed the incidence of syphilitic men 

ses аши, which in the same period 

Nu rom 7.5 to 1.5 per 100,000 pop- 

соһон ai 1953 the first admission rate of 

Eo cs with or without psychosis, 34.3, 

oph equaled that for patients with schiz- 

renia, 36.2 per 100,000 population. 

"d persons still find it hard to under- 

at alcoholism is a disease ; and that 
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alcohol addiction is an advanced 
which may lead to such other serious c 
eases as hepatic, metabolic, renal, ca 
and organic brain diseases. The о 
factors in chronic alcoholism tend to 
overlooked, and the neglect accounts — 
many failures in treatment. These fa 
are sometimes ignored in the literature 
example, Alcoholism as a Medical Pro 
(4), a report of a recent conference s 
sored by two New York medical 

has no mention of the incidence and 
portance of alcoholic brain disease. 
investigators have called attention 
neglect. Lemere(5) points out that 
habit-forming properties of alcoho 
been insufficiently stressed. in the li 
ture; and that most alcoholics may - 
for years "before they gradually insid- 
iously slip over into uncontrolled patholo 
drinking." The loss of control he ascri 
to “physical changes that take place in 
brain after years of heavy drinking” ( 

In our experience in the psychiatric 
partment of a private general hospital 
large proportion of patients have been 
mitted because of chronic alcoholism, m. 
of them with serious physical complic 
tions. Alcoholic brain disease is usu 
classified as : (a) acute alcoholic brain 
drome, acute intoxication, delirium trem 
and acute hallucinosis—a reversible stag} 
and (b) chronic brain syndrome, cortical 
atrophy and midbrain involvement, organic. 
dementia or Korsakoffs or Wernicke's 
ease—an irreversible stage. 

In the past 6 years about 750 patie 
were admitted for alcoholism to the psy- 
chiatric department. Electroencephalo- 

phic studies showed that in about a 
third of these patients the persistently ab- 
normal EEG pattern would finally return 
to normal after months of sobriety. Corti 
cerebral atrophy was present in most case 
of chronic alcoholism. From these obse 
tions it was decided to extend the study 
over a comprehensive series of cases. - Y 
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7 ELECTROENCEPHALOGRAPHIC STUDIES IN 227 
CASES OF ALCOHOLISM 
Electroencephalographic findings were 
К persistent mild generalized 15-30 and 4-7 
per second activity, at times with paroxys- 
mal slowing and spiking. Fast activity par- 
allels the acute clinical course of alcoholism 
T and can improve. Persistent fast activity 
2 with slow activity spike discharges indicates 
l brain pathology 


M 2. Intermediate stage, 81 cases: Sixty- 
our (79%) had cv Pow records, 
E reversed to normal slowly ; 5 cases 
— Out of 6 psychological tests showed organic 
brain damage; 4 cases had pneumoen- 
— cephalograms 3 of which showed cerebral 
NE Comit EEG records. 
1.3. Chronic stage, 48 cases: Thirty-eight 
(798) had abnormal EEG records Е 
- had psychological tests: all showed evi- 
enun 91 organic brain damage ; 8 cases had 


) ograms: 7 showed 
vm atrophy; 10 cases had normal EEG 


EEG 

' Acute Intermediate Chronic 
15 Cases 39 Cases 24 Cases 
2* 1% 14% 
eased abnormality 13% 21% 6% 

sed abnormality 0% 4% 4% 


IN OBSERVATIONS OF INTERMEDIATE 
SE OF BRAIN DAMAGE 
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pendent or compulsive drinking, usually 
with daytime and solitary drinking 

Physiological reactions: These include 
blackouts, withdrawal reactions, severe 
hangovers. There are deliriod or convulsive 
episodes in about 50% of cases, and systemic 
complications such as fatty liver, cirrhosis 
polyneuritis. 

Psychological test findings: The main 
ones are perceptual (visual) organization 
defect; intellectual and personality deteri- 
oration ; and impaired abstraction. 

A recent French report by Lafon and co- 
workers(7) of 100 cases of chronic alco- 
holism confirms our findings. The pneumo- 
encephalographic studies showed cerebral 
atrophy in 78 (78%) cases; the atrophy 
often pronounced, was usually diffuse, and 
was cortical in 8$, subcortical in 44$ and 
corticosubcortical in 48%. The degree of 
atrophy did not correlate strictly with the 
clinical manifestations. This frequency in 
chronic alcoholism suggests a causal link. 
The EEG was abnormal in 80 patients, 
normal in 20. In 58 (58%) patients the 
pneumograms and EEGs could be definite- 
ly correlated, principally in cases of long- 
standing alcoholism. In the 42% with dis- 
cordant findings the radiologic findings 
were often significant while the EEGs were 
within normal limits. 

Clinical symptoms : This phase of alco- 
holism is hard to determine accurately from 
only the clinical picture. The patient's 
drinking pattern often may indicate early 
alcoholic brain disease. He requires a morn- 
ing drink to control his withdrawal symp- 
toms and to keep on at work. His appetite 
may be poor and he does not eat enough, 
so that the nutritional imbalance is aggra- 
vated and avitaminosis may become a cause 
of progressive cortical atrophy. Fatty liver 
Changes are common. He has now lost 
control over alcohol. 

A significant early clinical sign is the ap- 
pearance of blackouts or temporary periods 
of amnesia about happenings in the drink- 
ing episodes. The patient may resort to 
other addictive drugs to help allay his fears 
and tensions. Possibly within a year or two 
after the development of recurrent black- 
outs, brain damage will begin. 

As the benders become more frequent. 
the patient drinks to relieve symptoms of 


bouts and cannot stop drinking even 
he tries to. At this stage, changes in 
bral functions have usually begun and 
е is progressive impairment of frontal 
= brain functioning. The patient's in- 
ed dependency on alcohol and his in- 
to control drinking force him into 
Wüfricate rationalizations, excuses and lies 
ch are aptly termed “alcoholic thinking" 
Alcoholics Anonymous. The drinking 
tern is compulsive, with solitary and 
ytime drinking. Poor judgment, emo- 
nal lability, infantile behavior, hostility, 
ince and denial of illness, with almost 


ical picture. Too often these symptoms 
е ascribed to the sociopathic personality 
е patient, whereas they are caused by 
chronic toxic effects of the addictive 
ig ethyl alcohol, and are organic symp- 
is of brain damage. 
The concept of alcoholism : The clinical 
cture, therefore, consists of two factors : 
Ie underlying, addiction-prone personality 
nd the alcohol pathology. The two factors 
e not easily separated in a given case. 
ler an acute episode the underlying per- 
ality disorder tends to be emphasi 
id the incipient stage of brain syndrome 
‘be unnoticed. 
"Korsakoffs psychosis or Wernicke's dis- 
8 forms the classic symptoms of chronic 
fain syndrome. There is hemorrhage or 
ther degenerative processes in the mid- 
fain, due mainly to nutritional deficiency. 
athology is also usually found in the cor- 
&X, because alcohol by its narcotic and 
Oxic effect on nerve tissues leads to cell 
ath and cerebral atrophy. Courville(8) 
ecently called attention to these pathologic 


me of the more common noteworthy effects 
| 'epeated alcoholic episodes or of 

olism from constant excessive drinking is 
Progressive atrophy of the cortex of the 
n lobes. The change affects specifically 
9 Convolutions of the dorsolateral surface of 
o. : es. This relation to chronic alcoholism 
ES © be one resulting from the toxic effects 
i TA rather than malnutrition (avita- 


ч alls such chronic alcoholism 


t Ent Common cause of cerebral cortical 
PAY in the fifth and sixth decades of life. 
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It may appear as early as the first few years - 
of the fourth decade, in individuals — 
who have signs of a psychotic 7 


A Tumarkin and coworkers(9) 1 
discusses the lack of correlation be- 


psychiatrists, and at the same time helps ` 
to explain why so many chronic alcoholics 
do not respond to psychotherapy. | 
The theory, however, that persistent ab- - 
normal EEGs indicate the presence of or- 
ic brain pathology does not mean, con- и 
versely, that all organic brain pathology .— 
is accompanied by abnormal EEGs. In |. 
some cases of Korsakoffs psychosis, for . 
example, the abnormal EEG can improve to ^ 
normal despite the remaining organic pa- - 
thology. A similar condition was seen in 
some advanced cases of paretic dementia - 
10). з 
; он, of stages—the value of electro- 4 
encephalography : As already noted, the ` 
differentiation of stages of the syndrome . 
depends on a careful study of laboratory, _ 
clinical and psychological findings(11). - 
Early in our observations we found that - 
in patients who had been hospitalized be- - 

cause of an acute brain syndrome the fol- 
lowup EEG records showed various differ- | 

ences. In some cases the EEG quickly re- 

turned to normal while in others it re- 
mained abnormal Abnormal EEGs, how- 
g 


m 


anm v v ы, 


_ ever, could not be equated with cortical 
_ pathology. Only when the patient's mental 

symptoms of acute intoxication related 
— mainly to cortical functions and when the 
_ abnormal EEG record persisted after the 

acute episode, did the combined findings 
_ point to the chronic cortical pathology. 
_ Moreover, as reported by Lafon, in 58 of 
— 100 cases with pneumoencephalographic 
‘studies, the radiologic and EEG findings 
- could be definitely correlated. 
Therapeutic implications: ^ Abnormal 
__ EEGs, therefore, that do not clear up fairly 
- soon after the acute brain syndrome is 
] m point to some residual organic pathol- 
_ ogy. Prompt recognition of the early stages 
- leads to a proper therapeutic program. Such 
patients first need medical care of the or- 
anic features of brain damage. Half of 
ese patients have other systemic diseases, 
— such as liver damage, which must be 
- treated. Education of relatives as well as of 
- the patient as to the significance of brain 
_ damage is important. Relatives are more 
_ tolerant of the patient's personality changes 
- and unusual behavior, the better they un- 
derstand that much of these disorders are 

beyond his control, but that the organic 
— features will improve with prolonged treat- 
J ment. 


B. 


9 


- .. The following 3 cases illustrate the value 
repeated EEG, psychologic and pneu- 
moencephalographic studies in pointing to 
7 н stage of alcoholic brain dis- 


Case 1: A patient in intermediate stage of 
coholic brain disease, reversible after 2 years 
Sobriety. A man of 50 had begun to drink 
eavily a few years earlier, soon after his son’s 
ath. At his first hospitalization for alcoholism, 

um tremens developed and was followed 
two convulsions. An EEG recording taken 
the day before the first convulsion showed 
activity with superimposed fast activity 
ino minimal spike discharges. The second 
E] pum two weeks later, showed essential- 

the same findings except for a little in- 
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creased fast activity. The third and fourth 
EEGs, taken 1 month and 2 months after the 
first, still showed abnormally slow activity, but 
with decreased fast activity and less seizure 
activity. 

An acute alcoholic bout necessitated the pa- 
tiens second hospitalization 1% years later. 
His fifth EEG recording, taken then, showed 
much improvement, with only very mild fast 
activity ; the sixth, taken a month and a half 
later, again showed generalized slow activity, 
but without spike or fast activity. The patient 
was then put on disulfiram and was able to 
abstain completely from drinking. The seventh 
EEG, taken a few months later, showed a 
normal pattern. 


Case 2: A male, age 45, in early phase of 
intermediate brain disease ; psychological tests 
confirmed organic disease and pneumoence- 
phalography showed early brain atrophy. 
The patient had been a social drinker since 
college days. After discharge from the Army, 
following marital discord and divorce, he be- 
gan excessive and compulsive secret drinking. 
He remarried and for 2 years before his ad- 
mission he had had temper outbursts and rages 
and physically abused his wife. Even small 
amounts of alcohol produced blackouts and 
irrational periods, and his wife had to watch 
over him constantly. Psychotherapy was tried 
for months, and he joined Alcoholics Anony- 
mous, but with little change in personality or 
behavior. He agreed to hospital care when his 
wife threatened to leave him. Two EEGs were 
normal. A battery of psychologic tests was di- 
agnostic of neurotic character disorder, with 
diffuse organic impairment defect in immed- 
iate memory, some concreteness in thinking 
and a disturbance in his visual spatial organ- 
ization. The pneumonencephalogram showed 
mildly dilated ventricles, dilated basal cis- 
terns and all the subarachnoid spaces, sugges- 
tive of brain atrophy. This patient now takes 
disulfiram daily and has remained abstinent 
for 2 years. He is successful in both his home 
life and his business. 


Case 3; Illustrates a case of intermediate 
brain disease that reached irreversible changes. 
A woman of 49 who had drunk excessively 
for many years, with violent episodes and ex- 
treme hostility toward her family, had had 
grand mal seizures at times during her drink- 
ing. During her first hospitalization she denied 
having any problems, blaming all her difficul- 
ties on her family, Of the 3 EEGs taken in her 
3 week stay, the first showed severe fast activ- 
ity and some slow activity; and the second an 
third, moderate fast activity but no slow ас" 


tivity. A fourth EEG, taken a month after her 
discharge, showed an increased fast activity. 
Upon her second hospitalization, 2 years later, 
she was extremely demonstrative and euphoric, 
though oriented ; a grand mal seizure on the 
fifth day was followed by a 2-day period of 
delirium. The fifth EEG, taken just before the 
delirious episode, showed severe fast activity 
and some slowing; and the sixth, taken 18 
days later, showed some improvement with 
less fast activity, no slow activity and recov- 
ered alpha. 

Four psychological tests (Rorschach, Bender- 
Gestalt Designs, Wechsler-Bellevue Digit Span 
Test and the Wechsler-Bellevue Block Design 
Test) were administered during the second 
hospitaliziation ; all showed definite evidence 
of organic impairment, Pneumoencephalogra- 
phic x-rays of the brain made elsewhere 
showed definite cerebral atrophy. 


In the following case the disease was too 
far advanced for rehabilitative treatment 
to be effective : 


Case 4: Male patient, age 49, illustrates a 
Severe grade of chronic alcoholic brain disease, 
with permanent atrophy of the brain. The pa- 
tient had been a problem drinker for 20 years. 
Presumably his drinking contributed to marital 
difficulties and in a few years his wife left 
him. He had lost many jobs because of drink- 
ing, but his father’s influence had always 
ped him to find new work. After the fa- 

ег death in 1954, the patient lived alone 
with his mother. He drank almost continuously 
except for periods when his mother took him 
on trips. He had been in contact with A.A. 
Since 1949 and in recent years had gone to 
Meetings quite regularly, but continued to 
p. While living with his mother the patient 
р to conceal his drinking from her, and she 

turn acted constantly as a watchdog and 
nurse, During periods of drinking he would 
pend and sarcastic, telling his mother 
ly ab тр зай on one occasion he physical- 
à + 
oa jb beans of drinking ho was 
ited to а | months 
Upon dixharge T" WWE 2 ey 
inp ively, on sbort. acquis DAN 
diy without having previously obtained a 
е. 
t are 
the сы insistence of his mother and throu; 
for ey ond of A.A., he was finally brought 
overly Beane An examination revealed an 
Patient. Alth peak ba pleasant, passive z 
Pülties with 928 be admitted all of his 4 
онцост tinking, he minimized their im- 
i nd had no insight into thë serious- 
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ed .cessful therapy. The patient must continue 


ness of his condition. He felt he could do all — 
right if he could move to his own apartment, 
away from his mother. He saw no reason why .— 
he should either stop drinking or attempt to — 
find useful work. He readily agreed to go along 
with our recommendations but it was quite — 
obvious that he could not carry them out. er 
An EEG revealed a distinctly abnormal ~ 
record with a mixture of slow waves and fast — 
activity. A variety of psychological tests - 
showed a generalized deterioration of his per- 
sonality functioning, with evidence of organic - 
factors, defects such as confusion and memory - 
impairment, all suggesting serious brain dam- 
age. A pneumoencephalographic x-ray study of 
the brain was carried out and it was a 
that he had almost twice the normal amount - 
of cerebrospinal fluid and there was marked - 
enlargement of the entire ventricular system ~ 
and patchy evidence of brain atrophy. 
made no improvement and had to be 
mitted to a state hospital. 


DISCUSSION OF THERAPY 


Since in many chronic alcoholic a 
alcoholic brain disease eventually de 
the widely held concept of alcoholism 
primarily a symptom of a character dis- 
order must be modified. In the initial Ne 
of alcoholism, before addiction is f 
established, psychotherapy is often helpful. 
But after the onset of alcoholic brain dis- - 
ease all therapeutic efforts must be directed —.— 
toward helping the patient rehabilitate — 
himself, This means first, that the patient ~ 
must completely abstain from drinking, in - 
order to regain physiologic balance. There- . 
fore individual or group psychotherapy | 
and the aid of Alcoholics Anonymous - 
should be mainly supportive. Di ; 
for chronic compulsive drinkers usually 
can give complete chemical restraint; com- ~ 
bined with psychotherapy it is very help- — 
ful. Again, education of the patient's family | 
as to the need for prolonged therapy and 
careful followup and enlistment of their І 
aid in this program are essentials to suc- 


with abstinence for the rest of his life and .— 
often he may become fairly well rehabili- 1 
tated. 

Even though our patients are informed of 
the seriousness of alcoholic brain damage, 
they are especially difficult to treat and may 
continue drinking and soon die of intercur- 
rent disease or by suicide or become per- ; 


i 


manent institutional cases. If control can 
_ be established until the organic features 
clear and fairly normal judgment returns, 
then insight can gradually be established 
and motivation to learn to live without 
f alcohol is aroused. Psychiatric evaluation to 
— determine whether the alcoholism is symp- 
tomatic of a neurosis or psychosis must be 
also considered. 
After insight is gained, psychotherapeutic 
~ efforts may be fruitful along with social 
and other supportive measures such as AA 
C to bring about effective rehabilitation. I 
~ (AEB) have described our overall treat- 
_ ment program elsewhere(12). 

The problem of alcohol addiction should 
tually be tackled at a national level, 
- general education of the public as to 
the prevalence of chronic alcoholism and 
need for its control. Early detection and 
recognition of addiction and organic brain 
‘disease would require large numbers of 


| professional personnel to carry out exten- 
| surveys and research studies. Problems 
treatment and of prevention would have 


| program, with substitution of a public 
health medical approach instead of the 
ү present punitive one. By this means many 
` persons could be reached before addiction 
becomes established and brain disease be- 
‘comes irreversible. Those patients with 
3 brain damage could be rehabilitated to the 
point where they could preserve sobriety 
© апа become useful members of society. 
—' In all large cities, skid rows comprise a 
‘Major problem. For example, in San Fran- 
—. cisco, the country's most alcoholic city, the 
| relief and welfare program for alcoholics 
- costs taxpayers $4 million a year. It is esti- 
mated that about a thousand of these alco- 
_ holics repeatedly figure in arrests and other 
- legal actions. Undoubtedly these persons 
suffer from alcoholic brain disease and 
- should be so treated. 
— The problem must eventually be tackled 
| at a national level, in our opinion, because 


i to be handled at the level of a public health 


- or individual states to finance. The cost of 
а program of detecting addicts with incipi- 
“ent or established brain damage should 
"be borne by a tax on profits of the liquor 
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industry at the source—breweries, wineries 1 
and distilleries. Although these industries | 
do not cause alcoholism, the use of their 
products contributes to the problem of ade 
diction and mental deterioration. The cost 
to taxpayers of a nationwide rehabilitation 
program would be prohibitive, since the 
total number of addicts needing treatment 
exceeds the nation’s state hospital popula= 
tion. 
CONCLUSIONS 

This study indicates the presence of ai 
syndrome of an intermediate stage of ale 
coholic brain disease, midway between the 
acute and the chronic stages. In the inter — 
mediate stage the EEG changes, the clini- 
cal findings and the psychological test data 
lead to the diagnosis of incipient brain dam? 
age; the presence of cerebral atrophy cani 
be confirmed by pneumogram. 

The study of 227 cases showed 98 in E 
acute stage, 81 in the intermediate stagefi 
and 48 in the chronic stage. In the 81 рае 
tients in the intermediate stage, 64 (79%) 
had abnormal EEG records, with organic 
brain damage indicated in 9 cases by psy: 
chological tests or pneumograms or both. 

The implications for treatment are sum- - 
marized: l. The persistence of abnormal 
EEG records after the acute episode 
phasizes the need for comprehensive medi- | 
cal treatment of the organic factors, before 
the brain damage becomes irreversible. 
These organic factors are often erroneously - 
considered to indicate personality disorders, 
with consequent ineffective therapeuti¢ 
measures. 2. The patient under institutional 
or other supervisory control must stop all? 
use of alcohol. 3. After improvement of 
organic features, the patient is ready to be- 
gin individual and group psychotherapy 
and a general rehabilitative program, mm- 
cluding the help of Alcoholics Anonymous 
and similar organizations. 4. The relatives 
must be made to understand the serious- 
ness of the disease, and their cooperation 
enlisted in the treatment program. 5. The 
problem of alcoholic addiction must even- 
tually be attacked at a national level with 
steps to insure early detection of addict 
and organic brain disease, and with a broad . 


program of control of drinking and of re- 
—ÓÀ 
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CURRENT STATUS OF CHILD PSYCHIATRY ' 
J. FRANKLIN ROBINSON, M.D. ° 


That child psychiatry is a sub-specialty judgment and perspective. Efforts were 
Tof psychiatry requiring special training for directed toward understanding the child 
the development of competence has been іп the use of his capacities within the vari- 
in the establishment of certifica- ous environments which comprised his life. 
tion in child psychiatry by the American With the assistance of the Common- 
Board of Psychiatry and Neurology. This wealth Fund of New York, the National 
[^ t postulates that in order to Committee for Mental Hygiene nurtured 
learn the techniques and procedures re- the development of clinics sponsored by 
quired in the treatment of children a psy- а variety of community interests. The term 
E trist must initially equip himself with “community clinic" came into common use 
M an understanding of the clinical material to designate that the service was part of 
| and principals involved in the practice of ап agency structure designed to meet a 
_ adult or general psychiatry. With this foun- need which was recognized by the various 
dation he can undertake the specialized organizations which served children. The 
training that is necessary for work with home, the school, the orphanage, the fam“ 
hildren. The Board requires a minimum of ily agency, the settlement house, and group 
“two years of approved training in а satis- recreational agency were concerned about 
factory facility for the practice of child children who could not accommodate them- 
psychiatry. The specialized training in child selves satisfactorily. The bureau of Chil- 
Psychiatry must follow a minimum of two — dren's Guidance of New York became an 
_ years of training in general psychiatry. The active training center and professional staff 
adequacy of the candidate's basic training was developed which could man the newly 
-iş measured through the requirement that established clinics. Demonstration Clinics 
һе become certified in psychiatry by the were financed for specified periods of time. 
. American Board before he applies for ex- The effectiveness of the early efforts is 
amination of his competence in child psy- attested by the record of communities 
chiatry. which continued the services by providing 
_ For 50 years there have been psychia- on-going funds through civic, Community 
| tists who devoted their full time to work Chest, or other sources. 
with Doc a primary оре їп buie the 1920's work centered ao 
i uency and probably influ- Ње principle of assisting the child to adjus 
. enced by Southard s and Fernald’s use of to the setting in which Es lived. The stand- 
- ancillary disciplines in a collaborative pro- ard procedure involved obtaining an ex- 
Еа, William Healy organized the first tensive history which at its best was an 
| clinic for children to serve the Chicago evaluation of the important influences 
_ Juvenile court in 1909. By 1912 he had which impinged upon the child. Histories 
moved to Boston, and with The Judge became more than descriptive and were a 
a oped a program compilation of the attitudes and reactive 
broad spectrum tendencies of each member of the family, 
ented during child- teachers, classmates, friends, religious ad- 
te was recognized as  visors, etc. Interviews were held often with 
а troubled Person who declared his need others than the parents. When children 
help through his misbehavior and who, were in foster care, information was ob- 
"cause was not mature, could not tained from foster workers and perhaps di- 
e and plan for himself with sufficient rectly from the foster parents. З 
“IR ? А Many patients were referred by agencies, 
E CDU aan Euch died dp and it was the general practice to maintain 
1, 1959. J a central social register in each community 
ctor, The Children's Service Center of Wyo. SO that a clinic could know when the family 
Inc. Wilkes-Barre, Pa. had had contact with another social agency. 
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DDerative case was one in which the 
ey with professional staff (usually so- 
work) contributed historical in- 
nation and took responsibility in whole 
im part for carrying out recommenda- 
15. The service was rendered to the re- 
ling agency as well as to the family. 

в history included an account of the 
development both physically and 
ly. The evaluation of his aims and 
encies was augmented by the psychol- 
Is measurement of his potentials with 
lardized tests (later with projective 
hniques) and the psychiatrist's appraisal 

P interviews with the child. The in- 
оп so compiled was reviewed at a 
Gnostic staff conference to which rep- 

ütatives of other agencies, teachers, 
ters, etc. might be invited. At such 
mference recommendations were formu- 
d and their commission was assigned 
of the clinic staff or others. The 
as in the position of evaluating the 
uence of parents and other professional 
ikers upon the child and often found 
f directing the practices of schools and 
ler agencies. 

e other social agencies were learn- 
recognize the variations in ability 
havior of children, the clinic easily 
d an authoritative role and the psy- 
was the natural leader of the 
group. Social workers and psychol- 
learned to recognize the common 
75 of children, and case loads in- 
| more and more children who were 
ly deviant. Rivalries developed 
the disciplines within some of the 
even between clinics and other 
Hicient agencies. 

faction with diagnosis emphasized 
ortance of treatment. Interest in 
t was stressed. further as knowl- 
the nature of the difficulties of 
became diffused beyond the pro- 
Of psychiatry. By the end of the 
good deal of work was being done 
ents. Initially, the purpose was to 
parents from interfering with the 
“that were made to benefit the child. 
Sometimes took the form of treatment 
8 parent which might be attempted 
ever member of the clinic team 
eloped skill in psychotherapy. Case- 


as a measure of enhancing skill 1 h. 
therapy, and the role of the psychiatrist аз 
director or leader of the clinic group was © 


develop. Americans went to Europe 
learn the techniques of the analyst, - 
during the 30s many European analysts 
came to the United States. In this count 

effective treatment ures were de- _ 
veloped by child psychiatrists who were. 
not identified with the analytic movement, — 
Analyst and non-analyst have worked side ` 
by side in the United States and sometimes 
within the same clinic. We are still pro- 
gressing in our techniques of individuali 
treatment of children steadily enough so 
that it is yet too early to outline exclusively 


what should be the training of a child’ 
chiatrist and what his treatment techniq 


There is, however, general agreement about 
a good deal that he must know and bou 
the training and working experiences ta 
he must have. . ‚ 98 
As the contribution of the clinic centeret 
increasingly around the provision of P 
otherapy, the contacts о e clinic st 
ж 5 limited to members of tl 
those social 


ical aspects of deviations in gro J 
кто” and did not call upon the clinics E 
as frequently for diagnostic assistance. - 
They resented the efforts of clinics to direct — 
their practices. Clinical workers also began _ 
to appreciate the complexity of other pro- 
fessional tasks and — cautious i" 1 
suming responsibility for recommenda~ 
09 bu effectiveness of which rested with | 
the work of another agency. E 
Work became oriented around the diag- 
nosis and treatment of the child. There 
was a period when certain clinics saw their 
tasks as the treatment of the child-parent 
relationship. This gave way to a recogni- 
tion that treatment was with the individuals 
who were in relationship to each other, 
with the child as the patient. A variety 
of approaches developed in considering the 
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disciplines, will become а common method 
for the provision of child psychiatric serv- 
ices to those familes who can afford a pri- 
vate fee. Today there are adherents of the 
- private office arrangement and adherents 
| of the clinical method, each of whom con- 
| siders his way of practice to hold forth 
advantages. The answer to this question 
тау rest upon personal preference. It may 
— be determined economically. It may be in- 
_ fluenced by forces which bear on the prac- 

- tice of medicine generally which we cannot 
now foretell. In any event, private practice 
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in child psychiatry has become a reality 
since World War П even as the clinics 
themselves have become more numerous. 

With the growth of child psychiatry it 
was inevitable that professional associa- 
tions developed. The National Committee 
for Mental Hygiene had benevolently fa- 
thered the development of the clinics with 
the financial aid of the Commonwealth 
Fund. During World War II the Division of 
Community Clinics of the National Commit- 
tee for Mental Hygiene organized meetings 
of the clinical directors to elicit their partic- 
ipation in the management of the affairs of 
the clinics. Practice and procedures were 
discussed and soon the annual assembly of 
clinic included meetings of social 
workers and psychologists. Following the 
war, it was evident that the growth of the 
clinics would be so rapid and so extensive 
that coordination through personal visits 
and interest by members of the staff of the 
National Committee for Mental Hygiene 
would be difficult. 

The need for authoritative definition of 
standards for practice and training was 
emphasized as new clinic boards were 
being organized and staff positions created 
which could not be filled readily. At a 
meeting of clinical directors convened by 
the National Committee for Mental Hy- 
giene a decision was made to create the 
American Association of Psychiatric Clinics 
for Children (A.A.P.C.C.). 

This Association was initially concerned 
with protecting the level of child psychi- 
atric clinical practice. The policy was to 
uphold the professional standards of the 
professional disciplines which worked col- 
laboratively in the clinics. Social casework 
had clearly defined standards for training 
and experience. They were established by 
the American Association of Psychiatric 
Social Workers (later A.A.S.W.). Clinical 
psychology was actively establishing itself 
as a clinical and professional discipline and 
shortly declared its training requirements 
which were implemented at the graduate 
level in universities. Child psychiatry had 
no defined standards for the determina- 
tion of competence of its representatives 
beyond the achievement of certification by 
the American Board of Psychiatry and Neu- 
rology which was in adult or general psy- 


"chiatry. The Board had established the 

ent of accepting a satisfactory year 
of training in a children’s clinic as the 
third of the 3 years of required academic 


training. 

The A.A.P.C.C. defined requirements for 
the training of child psychiatrists who were 
to work in the member clinics. It also out- 
lined requirements for clinics that were 
to conduct training which would be ap- 
proved by the Association. Because these 
were the only existent standards, other or- 
ganizations supported these requirements, 
and A.A.P.C.C. standards came to have an 
influence in American psychiatry beyond 
that which was initially conceived. Review 
and approval by the Association, however, 
could be extended only to those clinics 
‘which were interested in being identified 
with the Association and involved only 
personnel employed in the clinics. 

During the years following World War 
Il, there was controversy over the opinion 
held by child psychiatrists that special 
training was required to do adequate psy- 
chiatric work with children. The creation 
of a Committee on Child Psychiatry within 
the newly formed Group for the Advance- 
ment of Psychiatry, the establishment of 
à Committee on Child Psychiatry in the 
American Psychiatric Association, the nam- 
ing of a Section in the APA and the estab- 
ment of a Committee on Training in 
Child Analysis in the American Psychoana- 
ytic Association were acknowledgements 
of the discreteness of the field. These units 
created a forum for child psychiatrists who 
Were in individ i i 

ividual practice, and included 

e the psychiatrists from the clinics. 
recognition that the scope of child 
Шау went beyond the organized clin- 
in ate individual practice and some 

Ба teaching appointments, brought 

jq d an interest іп an association of 

Mert peychiatrists. Concomitantly, senti- 

i eveloped in certain areas of organ- 

any psychiatry that within the as- 

у E of clinics the interests of the child 
runs! might be subjugated to a multi- 
S0ciation У majority. The American As- 
itself E. of Psychiatric Clinics for Children 
fered Eee that child psychiatry dif- 
EL. m the other professional disci- 
in that it had no set of stan 


supported, 
time. 


in child psychiatry. 
a dili: proposal for which to obtain the 
approval of the Advisory Board for Medical 
Specialties which has declared itself 
against the unnecessary recognition of ad- 
ditional specialties in the field of medicine. - 
It appeared that there was reasonably gen- 
eral accord among child psychiatrists that. 
certification be carried on under the author- 
ization of the parent American of 


[ Fe 


further consultation, and at 
ng of representatives of that Board 
American Board of Psychiatry and 


eurolog a Commi 

for Certification in Child У Th 

was in February, 1959. The brochure of 

nformation for Applicants Applying for 
tification in Child Psychiatry states that 


was done to establish officially the field of 
d psychiatry as a definite area of Б. 
“Specialization in psychiatry and to provide a 

means of identifying the properly trained, ex- 


perienced child psychiatrist from those who 
claimed proficiency in this field without ade- 


quate background and qualifications. 
The brochure states further : 


The actual mechanics of certification of 
qualified candidates and the establishment of 
basic policies has been delegated by the Amer- 
ican Board of Psychiatry and Neurology to this 
special committee which will operate under the 
supervision of the parent board. This Commit- 
tee on Certification in Child Psychiatry consists 
of six certified child psychiatrists appointed by 
the Board and responsible to the Board. As a 
Committee of the Board, it operates under all 
the basic policies established by this corpora- 
tion. 

Psychiatrists who have been continuously in 
the full time practice of child psychiatry since 
July 1, 1950 or before may apply for certifica- 
tion on record (without examination). If the 
major interests and activities of their practice 
is with children or adolescents, this will be re- 
garded as full time practice of child psychiatry. 
Applicants must have been previously certified 
in psychiatry by the American Board of Psy- 
chiatry and Neurology except in those instances 
where this requirement has been waived by 
the Board for good and sufficient reasons. 

This certification is for those who are cur- 
rently in the specialty of child psychiatry and 
not for those who have been in the field in 
the past. Applicants who have previously prac- 
ticed in the field of child psychiatry but who 
have left this specialty for other types of prac- 
tice must show that in the two years preceding 
application their major interests and activities 
have been in the field of child psychiatry. 

Those child psychiatrists not qualifying un- 
der the above rules and regulations will be 
considered as applicants for certification by 
examination. Their major interests and activi- 
ties in their current practice must be devoted 
to psychiatric problems of children and adoles- 
cents. Should they have left the field of child 
psychiatry for other types of practice but 
otherwise fulfill the training and experience 
requirements, they must show that the two 
years prior to application have been in special- 
ized practice in child psychiatry. 


To qualify for examination candidates 
must have 6 years of psychiatric training 
and experience. Two years shall have been 
satisfactory training in child psychiatry n 
programs acceptable to the Committee on 
Certification, The statement is included in 
the brochure that 


is advisable that those seeking the certificate 
of specialist in child psychiatry who receive 
their primary training in psychiatry should 
have training in the pediatric aspects of gen- 
eral medicine. Such training may be offered 
in lieu of two years of practice experience. 


Certification will identify the properly 
trained and experienced child psychiatrist 
who has been actively engaged in the field. 
It will be necessary to establish a basis for 
the evaluation of training and of the settings 
from which training will be approved. This 
will be an early task for the Committee 
on Certification in Child Psychiatry. 

It is too early to anticipate fully the 
influence certification will have in the field 
of child psychiatry in relation to practice 
and to professional organizations. The com- 
petence of practitioners who offer their 
Services to children should quickly assume 
а generally adequate level. Influences in 
telation to professional organizations will 
manifest themselves more gradually. 

The American Psychiatric Association 
does not have standards for outpatient 
dinics in either child or adult psychiatry 
excepting as these clinics are associated 

a mental hospital. There is a Com- 
mittee on Standards for Hospitals and Clin- 
is. Outpatient clinics currently achieve 
&pproval as they meet the recommendations 
for mental hospital personnel and the ap- 
Proval of the hospital administrator, There 
is need for the declaration by the American 

atric Association of standards for 
Ee clinics which operate independ- 


The A.A.P.C.C. will now be in a posi- 
h to support the standards for training 
ом d psychiatry determined by the Com- 
of ee on Certification in Child Psychiatry 

American Board of Psychiatry and 


Neurology rather than establishing require- 


In half a century child psychiatry has - 
become established as a field of medical | 
practice within the specialty of psychiatry - 
for which special training is necessary i 
acquire competence. Standards and pr 
dures for the evaluation of candidates 
certification and their training will be re- — 
fined as examinations are conducted. Stand- — 
ards will be developed also for the evalua- — 
tion of the setting in which satisfactory 
training can be obtained. The professional — 
organizations concerned with the field of 
child psychiatry will continue to provi 
the forums from which knowledge and rec- ^ 
ommendations for standards of practice and 
training will evolve. Ч 


I: WILL. VOLUNTARY AND AUTOMATIC 
ON 
e first object of this paper is to indi- 
e the value of Hughlings Jackson's “doc- 
e of concomitance" in regard to the re- 
ation of mind and brain. Of all who have 
ackled this thorny problem, it seems to me 
hat Jackson was the most realistic. 
- More specifically, I shall consider those 
cases in which the patient has lost the 
ibility to perform an action on command, 
.e. voluntarily, though he can still do it 
ontaneously or automatically. I hope 
to achieve a double purpose : to 
nsider one aspect of mind, namely, will 
volition, and to point to a second great 
ntribution of Jackson's, his concept of 
reduction to a more automatic condition." 
In his work on aphasia Jackson showed 
it is not words that are lost, but the use 
о ds in particular contexts. A favorite 
ample was the man with motor aphasia 
10 cannot say “No” on command, but 
Say it spontaneously. Thus if asked 
question calling for a negative reply, he 
wers “No.” And when he is emotionally 
d, as when he sees his child creeping 
7 close to the fire, he shouts “No, по, no.” 
Here, then, is a man who cannot say No 
en he “wills” to, but can say it spon- 
usly or automatically. Does this mean 
there are centers for speech, which 
perate under the command of higher cen- 
for will and mind, and that when we 
ke to say or do something, suitable 
pulses pass down from these higher 
- psychic centers to lower speech and motor 
nters ? Such an explanation is attractively 
le and might appeal to a first year 
nedical student. It should not appeal to 
nature physicians, but it does to some, 
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THE MIND-BRAIN PROBLEM AND HUGHLINGS JACKSON'S 
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equivalents, because “they are the result 
of a discharging lesion in psychic centers, 
just as grand mal is the result of a lesion in 
motor centers.” He assumed that there are 
centers for the higher and more abstract 
function, mind, superior to and in command 
of lower centers for the more concrete ac- 
tivities, movement and sensation. 

Jackson opposed such a view. He held 
that the entire brain is sensorimotor, not 
just the areas so designated by conventional 
neurology. He denied that the highest 
cerebral centers are basically different 
from lower centers. He said it would be 
incredible if, as one passed upward in the 
hierarchy of levels, one came suddenly 
upon centers constituted differently from 
those below. On the contrary, higher cen- 
ters are constituted like lower centers, 
being only more complex. He regarded the 
central nervous system as a mechanism for 
the coordination of impressions and move- 
ments. (By “impressions” he meant impres- 
sions made on receptor organs.) Spinal 
centers achieve a relatively simple coordi- 
nation, while higher centers achieve one 
that is more complex. All cerebral action is 
reflex, even in the highest cerebral centers, 
which he regarded as the “organ of mind. 
Of course, his conception of “reflex” is 
broader than that held by some neurolo- 
gists. 


REFLEX ACTION IN THE HIGHEST CEREBRAL 
CENTERS 


Some neurologists would limit the term 
reflex to “automatic fixed inborn responses 
of subcortical structures. These responses 
are relatively automatic and inflexible, а 
necessary consequence of anatomically pre- 
arranged fixed nervous channels.” By con 
trast, responses from the cortex are variable, 
flexible, relatively unpredictable. Neuro* 
ogists of this school of thought deplore 
Pavlov’s term, conditioned reflex, whic 
“leaves the word ‘reflex’ with no meaning 
whatever, except response to stimulus. 


otations in this paragraph are from 
Denny-Brown(1).) 

Elsewhere I have tried to show why 
Jackson’s view is preferable(2). As an 
example of reflex action in the highest 
cerebral centers, the following incident is 
submitted. 

Driving on a quiet country road, alone 
in my car, I was deep in thought. About 
to overtake a car just ahead, I sounded 
two sharp warning notes on my horn; I 
then passed the car, still deep in thought. 
A few moments later I became aware that 
Iwas humming the opening theme of Bee- 
thoven’s Third Symphony, the theme that 
immediately follows the two great staccato 
opening chords. My curiosity aroused, I 
wondered why that particular theme had 
intruded itself on me at that moment. Re- 
viewing the antecedent situation, I remem- 
bered the two staccato notes of my horn, 
which had “reminded” me (without my 
being aware of it, for I was deep in thought 
at the moment) of the two opening chords 
of the symphony. The theme followed in 
due course, and I hummed it unconsciously 
until the fourth or fifth bar, when suddenly 
I noticed I was humming. The humming 
Was a reflex, a response to the two notes of 
the horn. 

This incident shows two things. First, 
mentation can be unconscious (not that 

S proposition today stands in need of 
ED. Second, mental processes are re- 

ex, their unpredictability notwithstanding. 

9 one can predict the result, if any, that 
e ensue when a driver in deep reverie 
onks his horn twice. But the response in 
E Ee. the humming of the theme, 
“ Beuy a reflex. It is an example of 
Eur à term used in psychology to 
бона, the process whereby one response 
ns the stimulus for the next, as in 
Ta ie poem from memory, when each 
mind. ds Is spoken brings the next one to 
reflex t unpredictable response is no less 
пое с an a predictable one; it is only 

E E 
‚› Teally, is there such a thing as un- 
abour ability ? If we knew everything 
down “ah rain, and knew its precise state 
e smallest detail at a given mo- 
We would be able to predict the 


тезро 
nse to any stimulus, no matter how 


EVIN |... , ; 
complex. Unpredictability is but a measure 


of our ignorance. 


THE DOCTRINE OF CONCOMITANCE 8 
With his materialistic view of the highest | 
cerebral centers, according to which they | 
resemble the lower spinal arcs in basic con- 
stitution, differing only in being more com- - 
plex, how did Jackson relate mind to 
brain ? Obviously we need a brain to think, — 
but it is we and not the brain that thinks. 
The brain is merely a mass of tissue. Jack- — 
son asserted that the question is inso 
One can only say that mentation atte 
cerebral function, is "concomitant" 
activity of cerebral tissue. Beyond that 
cannot go. We cannot say how a ma 
thing, tissue function, is transmuted 
gives rise to an immaterial thing, m 


The doctrine I hold is: first, that states of 
consciousness (or, synonymously, states of © 
mind) are utterly different from nervous - 
states; second, that the two things occur - 
together—that for every mental state there 
a correlative nervous state ; third, that, 
though the two things occur in parallelis 
there is no interference of one with the о 
This may be called the doctrine of 


comitance. 
Again he said(4) : 


We cannot understand how any conceivab! 
arrangement of any sort of matter can give 
mental states of any kind. . . . I do not troub 
myself about the mode of connection betwe 
mind and matter. It is enough to assume 
parallelism. That along with excitations 
discharges of nervous arrangements in the cei 
brum, mental states occur, I, of course, adm 
but how this is I do not inquire ; indeed, 
far as clinical medicine is concerned, I do not. 
care. 3 
Sherrington(5) concurred in this view. - 
We return to the aphasic who cannot say - 
“No” when asked to, yet says it spontan- 
eously. Saying "No" or any other word, 
indeed performing any act, is a response 
to a stimulus. The stimulus is the situation: 
that evokes the response. We must consider. 
the response as part of a totality that in- 
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cludes the antecedent stimulus. Since no 
two situations are exactly alike, there is 
© no limit to the number of neuronal patterns 
_ (engrams) for the saying of “No.” These 
engrams, to be sure, all converge upon a 
| final common path, but before they do so 
they differ in the position they occupy 
‘in the hierarchy of levels. 
— The engrams for the voluntary “No” are 
on a higher level than those for the spon- 
F taneous or automatic "No." Voluntary func- 
tion is more complex than automatic func- 
E А a man says "No" because you 
asked him to, his response is a cal- 
‘culated act. By contrast, when he shouts 
"No" because his child is too close to the 
fire, his response is automatic; he speaks 
“without thinking"; the word comes to 
his lips automatically. 
_ In motor aphasia there is disturbance of 
igher pathways, but little if any of lower 
ys. Voluntary function is lost while 
tomatic function is This is 
Jackson called "reduction to a more 
1 condition." 
e is no circumscribed center for will. 
cannot be considered apart from the 
that is willed. When the aphasic tries 
esstully to say “No” on command, 
is a mental function concomitant with 
‘Activity of certain engrams, those engrams 
t represent the situations that can no 
longer rouse the No-saying mechanism. 
L— Jackson had the useful habit of studying 
a Physiological principle as it manifests 
itself in a wide variety of clinical disorders. 
P will give two further examples of loss 
| ok voluntary function with preservation of 
utomatic, one of them being less complex 
“than speech, other more complex. 
| Hysterical astasia-abasia is the less com- 
_ plex example. Here the patient cannot 
when you ask him to, or when he 
"wants" to, but under emotional stress, 
_ as when the building is on fire, he walks 
_ and runs without let or hindrance, 
_ The more complex example is seen in 
de delirium, when the patient, being 
ented, cannot name your vocation on 
nand, yet spontaneously he addresses 
1 as "Doctor (6). (This phenomenon 
not elicitable in every case, nor every 
oment in the same case.) In many cases 
I have made the following experiment. The 
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delirious patient addresses me as “Doctor.” 
A moment later I ask him what my occupa- 
tion is, and he replies that he does not 
know or else, not knowing that he doesn't 
know, he answers incorrectly. We then 
continue our conversation until the next 
time he addresses me as "Doctor," where- 
upon I again ask him the question and 
again he fails. This can occur many times 
in a single interview. 

In several striking instances the patient 
addressed me as Doctor in the very sen- 
tence in which he confessed his ignorance. 
Thus, one patient, when asked what my 
work is, replied, “I wouldn't know, Doctor— 
is it painting and decorating ? 

This phenomenon in delirium parallels 
the aphasic's difficulty with “No.” To say 
"No" on command is a highly voluntary act. 
So also is the patient's reply to the question 
"What is my occupation ?" Answering this 
question is a studied and calculated act. 
By contrast, when the aphasic shouts "No" 
under emotional stress, or when the deliri- 
ous man spontaneously and unwittingly | 
greets you by saying “Good morning, Doc- 
tor,” the speech is automatic; the words 
issue automatically. 

The parallel applies also to those striking 
instances in which the delirious patient ad- 
dresses you as Doctor in the very sentence 
in which he voices his ignorance of your 
occupation. The parallel is with the aphasic 
patient who utters a word spontaneously 
at the very moment he is confessing his 
inability to say it. Thus, striving to say 
No on command, the patient may give up 
in despair and cry out, “No, I can't." 

This remarkable parallel between а 
“physical” symptom, the aphasic's inability 
to say something, and a “mental” symptom, 
the delirious man's inability to name your 
vocation, is further indication of the sound- 
ness of Jackson's argument that higher and 
lower cerebral centers obey the same laws, 
that they differ only quantitatively and not 
qualitatively. 

To further understand reduction to а 
more automatic condition, we must COn- 
sider its opposite. In some diseases it is the 
automatic functions that are lost. A usefu 
contrast is between hysterical astasia-abasia 
and tabes dorsalis. The hysteric cannot wa 
on command, but can walk and run when 
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the house is on fire. The opposite is true 
of the tabetic, for he cannot walk auto- 
matically. In order to walk he must drop 
all else from his mind and concentrate on 
floor and feet, carefully noting every step. 
Ina burning building he would be helpless. 
He is the victim, not of reduction to a more 
automatic condition, but of what we may 
call “loss of automatic patterns,” which are 
lost because of lesion of lower spinal arcs. 
In hysteria, where the disturbance is in 
the highest cerebral centers, these lower 
arcs are intact and will go into action in 
response to instincts of an imperative na- 
ture. 


PART H : MEMORY 


The role of the limbic system in be- 
havior has received much attention lately, 
thanks in great measure to the notable work 
of MacLean(7) and to psychological stud- 
ies in man by Penfield and Scoville and 
their associates. Among other things it has 
been shown by Scoville and Milner(8) and 
by Penfield and Milner(9) that the hippo- 
campus and related structures play an im- 
portant role in memory, and that in bilater- 
al lesion of the hippocampus and hippo- 
campal gyrus there is profound loss of re- 
cent memory. 

These findings are of great importance, 
for they show that the hippocampal areas 
are essential to adequate memory func- 
tion. Penfield and Scoville are careful not 
to say that there is a “center for memory” 
in these areas. But Penfield makes some 
Statements that appear misleading. Thus 


E^ paper on “Memory Mechanisms" (10) 
e Says : 


ге records of an individual's thinking lie 
Tmant in the patterns of his temporal cor- 
pu he activates them. . . . Whenever 
E. pan person is paying conscious attention 
it in Siig he is simultaneously recording 
ee temporal cortex of each hemisphere. 
E Conscious aspect of the experience seems 
К included in these cortical records. 
€ speaks of “th 
e memory cortex of the 
*mporal lobes,” T 
b contribution to the Ciba Symposi- 
), after speaking of the “ganglionic 
of past experience,” Penfield says : 
Nervous tis i 
Consti sue that preserves this record 
tutes a functionally separable portion of 


the brait singe bilsteral removal of the е Й 


mesial zone of both temporal lobes, including 


the hippocampal system, prevents subsequent 
preservation of the experience. 


No one admires and respects Penfield 
and his work more profoundly than I do, 
but I submit that the passages quoted — 
seem to suggest that the things we remem- ~ 
ber are “recorded” in the “memory cortex," _ 
that their “every conscious aspect" is re- — 
corded there, to remain in abeyance or, - 
as it were, on file until they are needed. | 
Nothing could be more wrong. 4 

If, having studied maps and pictures of - 
New York City, you remember that Man- 
hattan is a long narrow island lying North | 
and South, with a cluster of skyscrapers at 
the lower tip and another cluster near i 
large rectangular park in the middle, 
the seat of this memory is not the hip 
campus. Or, to suppose a chess expert _ 
who is memorizing а game while playing _ 
it, it would be amazing if so elaborate a — 
performance were mediated by so ancient y 
and primitive a structure. The hippocam- 
pus dates back to the dawn of the fore- ` 
brain and is scarcely more highly devel- 
oped in man than in lower forms. To - 
visualize and remember an elaborate spa- —— 
tial system must call into play a network - 
of complex neuronal circuits in the new 
cortex, not the old. Moreover these circuits, 
or engrams, are not contained within a 
relatively small area of neocortex, such .— 
as the visual area, but are spread out so as Ц 
to involve motor areas as well, for visual — 
imagery involves motor as well as sensory .— 
function(12). E 

ust as there is no circumscribed center — 
for will, and will cannot be considered. 
apart from the thing that is willed, so itis — 
with memory. Memory is an abstraction, — 
and there is no center for it. Memory can- — 
not be considered apart from the thing that ~ 
is remembered. If you remember having _ 
played tennis yesterday, this act of mem- .| 
ory is made possible by activation of en- — 
grams having to do with certain move- — 
ments. If you remember having attended а 1 
concert the night before, there is activa- і 
tion of engrams correlative with auditory .- 
and visual images. È 

This is not to deny the evidence adduced А 
by Penfield, Scoville and others, showing ` 
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the limbic system plays a role in mem- 
огу. But we cannot say what the role is. 
We can only say that the limbic system 
somehow facilitates the activation of neo- 
‘cortical circuits concomitant with images 
and movements. Perhaps the role of the 
limbic system is like that of janitors and 
maintenance men in a university. These 
n heat the buildings and make them 
habitable, and without them the work of 
university would come to a halt. But 
university is not centered in them. 
e essence of the university is in the pro- 

s and scientists who work there. 
‘It is a manifestation of the wisdom of 
ature that she has placed the memory 
ilitator in the old rather than the new 
in. She has put first things first, for it 
-more important to remember the things 
> learn with our old cortex. As MacLean 


mber rat the saphenous vein lies in a 
part of the leg, but he wouldn’t 
if he forgot it. But it is a vital neces- 


for a growing pup to remember that 
have claws. 


BIBLIOGRAPHY 

1. Denny-Brown, D. : J. Neurol. & Psycho- 
pathol., 13: 52, 1932. 

2. Levin, M.: J. Nerv. & Ment. Dis., 118; 
481, 1953. 

3. Jackson, John  Hughlings: Selected 
Writings. London : Hodder & Stoughton, Vol. 
2: p. 72, 1931-32. 

4. Jackson : op. cit. Vol. 1, p. 52. 

5. Sherrington, C.: The Brain and its 
Mechanism (The Rede Lecture). Cambridge 
University Press, 1934. 

6. Levin, M.: J. Ment. Sci, 85: 
1939. 

7. MacLean, P. D., Flanigan, S., Flynn, J. P., 
Kim, C., and Stevens, J. Rs Yale J. Biol. & 
Med., 28: 380, 1955—6. 

8. ‘Scoville, W. B., and Milner, B.: J. 
Neurol., Neurosurg. & Psychiat., 20: 11, 1957. 

9. Penfield, W., and Milner, B.: A.M.A. 
Arch. Neurol. & Psychiat., 79: 475, 1958. 

10. Penfield, W.: A.M.A. Arch. Neurol. & 
Psychiat., 67 : 178, 1952. 

11. Penfield, W. : The Role of the Temporal 
Cortex in the Recall of Past Experience and 
Interpretation of the Present, in the Ciba 
Foundation Symposium on the Neurological 
Basis of Behaviour. Boston : Little, Brown and 
Co., 1958. 

12, Levin, M.: Arch. Neurol. & Psychiat., 
30 : 848, 1933. 

13. MacLean, P. D. : J. Nerv. & Ment. Dis., 
127 : 1, 1958. 


1043, 


COMMUNITY PLANNING AS A SUPPORT TO TREATMENT * 


M. J. ROCKMORE, M.A., anp ELIAS J. MARSH, M.D.2 


During World War II, the concept of 
limited service based on differential diag- 
nosis eventually supplanted the early Se- 
lective Service criteria which resulted in a 
staggering N-P rejection rate. Psychiatric- 
combat first aid and the neuropsychiatric 
reconditioning facility replaced early hospi- 
talization in closed wards. Finally mental 
hygiene units in all installations and eche- 
lons moved psychiatry out of the protective 
confines of the mental hospital. 

The similarity with civilian problems of 
today is striking. As during the War, a 
relative handful of trained specialists in- 
undated with an insurmountable quantita- 
tive problem, are not permitting themselves 
the luxury of pre-occupation with scientific 
problems that provide the comfort of iso- 
lation or contemplation. Although they 
recognize the need for basic research they 
have not permitted its scarcity mor the 
lack of sufficient genetic understanding to 
keep them from moving into the arena of 
community mental health and applying 
empirical knowledge to the prevention and 
treatment of mental disorder. For practical 
reasons, and in response to pressures similar 
to those of war-time, a variety of clinical 
С зашо services are mushrooming out- 
Side the mental hospital: open hospitals 
with their adjuncts “day” and “night” hos- 
Pitals, sheltered workshops, “half-way 
ald teh the mental health center, mental 

Th. owship groups, etc. 

5 езе practical approaches appear to 
Ve had some impact on our problems 
spite the increasin ч 
sonnel, т e increasing shortages of per- 
з he statistical picture of the resi- 

Population of mental hospitals 
this лош the country bears witness to 
‘act. A few years ago forecasts of in- 

teasing needs ege g “н 

fered б eds for inpatient facilities dif- 
additio У іп the estimate of how many 

nal beds would be required. In 1956, 
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however, continuing increases came to at 
least a temporary halt. Figures for that — 
year showed a decrease of 7,000 in the - 
patient population. The decrease continued _ 
by another 3,000 in 1957, and preliminary - 
figures indicate a decrease of 7,000 more —— 
in 1958 è. The really striking evidence that — — 
these decreases result from the new pro- 
grams cited above, however, is the fact that. — 
the decrease in patient population has been - 
accompanied by continued high admission — 
rates. More patients are pie 
as a result of the practical efforts of E 
cal men they are no longer increasing our — 
hospital populations. 
Many more patients than ever before - 
are leaving our mental hospitals to return _ 
to their communities—perhaps a quarter of | 
a million a year. It is the purpose of this — 
paper to note and to re-affirm some of Ње 
responsibilities which go hand in hand with — 
these clinical successes. We assume that 
the majority of these patients leaving the- 
hospital have achieved a degree of clinical 
recovery that warrants planning for some ~ 
form of extramural living. It has been sug- 
gested that failure to act on early con- | 
ditional release of patients will lead to . 
chronicity, hospitalism, and continued in- 
patient treatment. The decision to release 1 
patients from the hospital therefore, de- - 
mands a carefully balanced consideration _ 
of the desire to avoid chronicity and the 
likelihood of the patient's success in extra- | 
mural living. The former is largely a hos- 
pital responsibility, and the latter largely 
that of the community. 
Historically, especially since the publie 
clamor of the 1870's, the spotlight has been і 
on admission procedures. The heavy em- - 
phasis of community pressure has been to | 
safeguard individual civil rights and orig- - 
inated in the development of more humane .— 
treatment of persons suffering mental ill- - 
ness who were moving through social © 
institutions, eg. almshouses, to our hos- - 
pitals. Too little has systematically been - 
done as far as release procedures are соп- 
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оса. Periodically,- there is furor in the 
| Press concerning acts committed by ex- 
T patients, or more recently there is a startle 
| reaction in the general public's discovery 
| that they are living with an “open hospital" 
T in their midst. Generally speaking, how- 
3 ever, hospital administrations are sorely 
Pressed by ever increasing admissions, 
shortages of trained personnel, the manage- 
ment problems of aging buildings and 
equipment, the perpetual fiscal problems, 
j and the other all too familiar details. The 
_ allocation of sufficient time and thought, not 
| only to release procedures but to the overall 
3 


community planning necessary to meet the 
| 


of the patients returning to ex- 
tramural living, rarely receives a high 


priority. 
A major obstacle to planning for ade- 
| quate community services is the question 
of who is going to pay the bill. Despite 
tremendously increased appropriations of 
public tax funds, we still find ourselves 
- administering programs which do not en- 
able us to utilize our professional know- 
- ledge to the fullest extent. Realistically we 
- Simply cannot expect indefinitely continued 
- budget increases to expand our programs, 
- even if training facilities were turning out 
- the skilled manpower necessary for such 
| expansion. Our only alternative, therefore, 
5 to make maximum use of our current 
resources and to find new ways of re- 
--aligning them in the light of our under- 
__ Standing of the needs of our patient popu- 
- lation. 
1 This suggestion is not offered as being 
_~ either new or revolutionary. In relation to 
е problem of aging it has been said, "If 
— basic community services were improved 
| then psychiatric clinics would be really 
1 utilized as such"(1). In another study it ap- 
- peared that 4 out of 5 patients treated in 
a child guidance clinic over a period of 25 
years might have as appropriately been 
treated in non-psychiatric agencies(2). A 
study of psychiatric clinics in New York 
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"Community resources" is a tidy con- 
cept which covers a wide range and variety 
of efforts. The very tidiness with which it 
is articulated belies its complexity, its es- 
sence, and the creativity inherent in the 
utilization of its possibilities. Webster gives 
us clues in the literal definition—a resource 
is a new or reserve source of support, a 
means of resort in exigency, or a stratagem; 
a community can be society at large, the 
public or people in general, and in a more 
restricted sense, it is the people of a particu- 
lar place or region. This frame of reference 
excludes the stereotype and places a heavy 
burden of responsibility on any professional 
at any level of operation who seeks to 
identify and employ “community resources” 
in his endeavors. 

For our present considerations we will 
not plan to emphasize the mental hospital 
“community.” Rather we will here point up 
examples wherein exploratory efforts in 
“society at large” may lead to more con- 
structive sources of support to patients who 
have improved to the extent that they 
should be encouraged to deal with in- 
creased reality demands. 

This approach is admittedly artificial be- 
cause the mental hospital itself should be 
truly a community resource. Proper plan- 
ning for the discharge of a patient from the 
hospital and his adequate convalescent care 
is best started at the time of his admission 
(4). This, of course, is primarily a clinical | 
responsibility as it relates to the individual — | 
patient. We are here more concerned with 
the type of broad planning and policy 
making that involves organized Federal, 
interstate, state, or local activity. Any ог 
all of these may have an impact on clinical 
treatment. It is the responsibility of the 
psychiatrist both as a clinician and as à 
citizen to identify and take advantage of 
the community resources that do exist, an 
to make known the needs for hitherto non- 
existent community resources that might 
be desirable or even essential for adequate 
treatment of patients. When these new 
resources can be provided only by or- 
ganized community effort it is further the 
responsibility of the psychiatrist to provide | 
the leadership that will ensure their estab- — 
lishment in accordance with the best pro- 
fessional knowledge and practice. 
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example of the kind of planning that 
п be done at the Federal level is in 
Marea of Public Assistance. Many a 
lhiatrist has found himself in the fol- 
ing dilemma : A patient has shown con- 
lerable improvement, and in the best 
judgment the next step in treat- 
calls for a living arrangement in the 
imunity. The patient is without eco- 
с resources and requires economic 
bsidy. The Federal Handbook of Public 
iistance Administration indicates that “a 
ent on conditional release from a public 
mtal hospital where he was an inmate— 
fot an inmate of a public institution if he 
free of controls by the hospital, other 
In professional help or guidance relating 
lis mental condition." This theoretically 
Ша make him eligible for Public Assist- 
бе. Nevertheless, in many states the pro- 
lure is such that the patient who requires 
ercare supportive treatment will be dis- 
ged prematurely to become eligible for 
plic assistance. The alternatives in most 
stances are retaining the patient for 
Mtinued hospitalization, or discharging 
rand hoping that relapse and re-admis- 
m will not occur. Ideally, one would like 
8 reality planning to provide for con- 
med outpatient treatment with the public 
асе participation as an integral part 
plan. Too frequently this is not 
e. Where it is possible, the timing 
tors so important in the release of pa- 
nts, become so complicated by the ad- 
Hstrative procedure that the optimum 
ht at which release should take place 
ot be adequately considered. 
h of this maze of planning stems 
l the original exclusion of “any in- 
al (a) who is a patient in an in- 
ion for tuberculosis or mental diseases 
) who has been diagnosed as having 
‘*Culosis or psychosis and is a patient 
‘Medical institution as a result thereof.” 
»'anguage of this aspect of the law lends 
to detailed analysis, interpretation, 
Conjecture, and heated argument. 
dn’t here point out that “psychosis” 
5 а Synonym for “mental illness.” 
yMatrists working in state programs 


з Statement appears repeatedly in the “Defini- 
"Ton of various “Titles” of the Social Security 
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are acutely aware of these ramifications. — 
At the recent annual conference of th 

State and Territorial Mental Health Av 
thorities with the Surgeon General of th 
Public Health Service, the following recom- 
mendations were passed : 


That the Secretary of Health, Education and 
Welfare propose to the Congress legislation 0 
amend existing Social Security Laws so t] 

they do not discriminate against persons 
any type of illness mental or physical. 


This resolution is pe eene of individ 
By the nature of this particular conference, 
the American Psychiatric Association as 
such was not a participant although its | 
Medical Director was present as an im- 
vited guest. There is, however, an import 
and valid role for an Association s 
the APA to play in the area of Fedem 
legislation. An Advisory Council of Pub 
Assistance, established by law, is reviewin 
aspects of the Federal Public | 
Program. This group is required to report _ 
by January 1, 1960 on needed changes in 
the Social Security Act. Its 12 eminently 
qualified members do not include a psy- - 
chiatrist. Hon ir ap Mp from this. ; 
organization would offer ample opportunity. 
Hage to the Council the problem об 
the mental patient. ; E 
The possibility of participating in plan- 
ning on the national level by a national. 
professional “community” such as the APA, — 
can be extended to include many other. 
activities. For example, the Children's ВШ 
reau, which lacks a psychiatrist on its s í 
notes little information regarding the need - 
for psychiatric services for children. Yet” 
state mental hospitals are regularly used as ` 
a resource for children(5). E 
Certain kinds of problems require plan- а 
ning among the states independent of ~ 
participation by the Federal government; ш 
for example, planning for a mentally ill 
resident of one state who finds himself ~ 
somewhere else in the country, or Ње 
establishment of regional educational serv- 
ices to provide more personnel in sca 
categories. In various ways states ha 
come together for inter-state communit 
planning—the Southern Regional Educa! 
Board, the Western Interstate Commissio) 
on Higher Education, and the Northeas 
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State Governments Conference on Mental 
- Health. Meetings of these groups provide 
_ striking illustrations of the varieties of pro- 
_ grams designed to solve basically similar 
_ problems. 

-Tangible evidence of the real potentiali- 
_ ties for successful planning of such a group 
_ аз the Northeast State Governments Con- 
ference on Mental Health is to be found in 
the remarkable legal document known as 
_ the Interstate Compact on Mental Health 
_ (6) which was conceived and born in this 
- Conference. Extremely difficult legislative 
‘and administrative problems, at times 
E ought to be insoluble, were transcended 
-to forge an instrument which has added a 
t deal for the clinician considering 
— the best interests and welfare of his patient. 
‘It is now possible in those states which are 
nators of the Compact to plan for a 
tient on the basis of his medical needs 
ther than on the basis of a legalistic 
concept of place of residence or settlement. 
_ At the level of the state "community," 
the problems of planning are compounded. 
Federal legislation is drawn along broad 
lines and in accordance with broad general 
principles to allow for the translation to 
_ meet the needs of individual states. Inter- 
tate planning too is limited to special 
circumstances and is framed in general 
erms. State planning, however, has to deal 
_ with the details of program activities in 
the specific requirements of the individual 
. State. 
_ It is estimated that in 1957 the total 
_ operating expenditures for patients in state 
_ mental hospitals reached $732.2 million. 
. Миз represents an increase of 130% in 
- expenditure in 10 years. During this period 
~ hospital populations increased by 13.4% and 
first admissions by 23.7% ; discharges in- 
creased by 85% but re-admissions increased 
-. 1007 | State community mental health serv- 
ices from 1952 to fiscal 1957-58 increased 
from $59 million to approximately $27 
million(7). These are rough figures intro- 
ced only to give some gross factors which 
to be taken into account in state plan- 
The most valid trend these compli- 
ted data reveal is the increased move- 
nt of the patient population to and from 
hospitals and the recently increased 
nditure for “community services.” 
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State responsibility has been with few 
exceptions affixed by practice, to inpatient. 
care. That is, the objective of state hospital 
programs and hospital administrators has 
largely been the care of the patient to the 
point of clinical improvement where he 
could return to the community. In this con- 
text, return to the “community” might in- 
clude “direct discharge,” return to court, 
prison or jail, discharge against medical 
advice, unauthorized absence, voluntary 
separation, or some manner of conditional 
release. Where hospitals have had clinical 
services in the community, they were usu- 
ally available for a percentage of “con- 
valescent status” or “extended visit” patients 
who remained “on the books.” The move- 
ment into community mental health services 
by state government is beginning to change 
this orientation. 

The stimulus of the National: Mental 
Health Act did a great deal to break down 
the planning isolation of state departments 
in the mental illness field. Committees and 
Commissions were developed. Commis- 
sioners of Mental Health met with their 
opposite numbers in Health, Education, 
Welfare, Corrections, Labor, Finance and 
others to plan for services in the community. 
Mutual and related problems have been 
brought into a common forum. The mental 
hospital patient in this group is seen in 
his social context rather than in an acute 
phase of his illness. The essential problem 
of relating these to-be-defined services to 
local voluntary and municipal agencies 
began to come under discussion. Simul- 
taneously the “open” hospital, long dormant 
in this country, was given impetus. We are 
also, with less fanfare, beginning to see an 
increase in the utilization of the voluntary 
commitment. It has been said that the 
"open door" is really the prelude to the 
"revolving door." 

Further planning in fields other than 
those specifically identified as menta 
health, needs the guidance and assistance of 
psychiatrists at the state level. Research 
under essentially psychiatric auspices has 
been largely responsible for demonstrating 
the potential evils of many long-established 
practices in the care of orphaned infants. 
Adequate planning of our state child wel- 
fare programs in the area of adoption and 


_ 1960] 
foster home practices should have the 
benefit of psychiatric guidance. These are 
activities in community planning of major 
importance to our society as a whole. 
Planning is now actively under way for 
the 1960 White House Conference on Chil- 


dren'and Youth. Nationally there are psy- 
chiatrists involved in the planning and 


direction of the conference. The organized 
psychiatric community at the state level, 
district branches of the American Psychi- 
atrie Association for example, should be 
active participants in the state's planning 
for this Conference. 
At the local community level there is 
evidence that efforts(8) of mental health 
education are beginning to take root. We 
see this in the interest of local communities 
and agencies who are approaching our 
hospitals asking for opportunities to partici- 
pate in planning for patients who are 
returning. These approaches are from or- 
ganized groups such as Councils of social 
agencies who have an awareness of the 
problems and are expressing some degree 
of responsibility for them. We hear reports 
of programs utilizing public health nurses 
(Са„ Ky.), County Health Departments 
(Fla.), and County Welfare Departments 
(Kan.). There are also continuing efforts 5 
to involve the general medical practitioner 
in various phases of aftercare. The impetus 
of the Office of Vocational Rehabilitation is 
beginning to be felt and the Hospital and 
Community Services Branch of NIMH has 
also stimulated activity. The various com- 
munity mental health acts in states have 
emphasized state-local fiscal participation 
| eed under defined public and voluntary 
$ К These resources have undoubtedly 
a ted in an increase of facilities, so that 
^ Service is available to more people. 
"v. ри it is too soon to inquire or perhaps 
dlp Бу a question, but we can't 
thes ey wd to what extent these serv- 
en re ated to community problems. 
ài boe Suggesting that the heavy emphasis 
tion, ¢ n "n matters pertaining to organiza- 
Cal nancing, personnel, and not suf- 
emphasis has been given to planning. 
ite 
Throw 


Practice = 24 the Ad Hoc Committee on General 


€ APA in C. А 1 j- 
п Ac in Cooperation with the Ameri 
Зету of General Practice 


? 


"< 


MYRON J. ROCKMORE, AND ELIAS J. MARSH TOT 3 


SUMMARY ә 

To recapitulate, the necessity for ade- 
quate planning is justified not only by ~ 
current scientific knowledge that indicates — 
its validity, but also by the practical — 
necessity for making the most efficient use ' 
of any and all available resources. р 
When we total our current scientific — 
knowledge we hear that “much of the dis- — — 
ability in mental illness is superimposed by ~ 
social and treatment mechanisms and is 
preventable and reversible" (9). A review of — 
financing (tax funds supply probably 90% — 

of the budgets for services) tells us that 
“discussion focuses on assertions that the 
states have reached their taxing limits" (10). - 
When we examine our personnel picture _ 
and the training and recruitment prospects. | 
(11) we find that it will take all our in- - 
genuity to stand still. These are sobering - 
and responsibly drawn conclusions. They 
indicate that we cannot expect more of - 
what we have, without limit. We cannot | 
assume that our currently uncoordinated ..- 
efforts are making maximum use of existing — - 
facilities. We must continue to discover and _ 
make creative use of related facilities which — 
can contribute to the solutions of our prob- 
lems. \ 
This assumes that we have defined our 
problems in both qualitative and quantita- ~ 
tive terms ; that we have an appreciation of — 
our resources and that the means of com- — 
munication exists to consider getting the 
two together(12). This is a large assump- | 
tion. Nevertheless it is the only base on a 


which planning can define and consider the 1 
issues. The alternative is to continue our | 
buckshot approach of more of the same, 3 
in the hope that if some is good, a lot is s 
better. E 

Planning can start with the individual ү 
practitioner out of whatever professional — 
discipline he represents. He is in a position — 
to appreciate the needs evidenced in the _ 
individual case. Through his relationship ~ 
with his colleagues in membership organi- — 
zations or through hospital and agency : 
structures these individual needs become © 
cumulative and are communicated. (Ме 
have herein noted how this chain reaction — 
can move from the National scene to the 
clinical decision.) As the needs of indi-— 
viduals become clear it is possible to design 4 
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HIGH DOSAGE CHLORPROMAZINE THERAPY IN ACUTE AND 
CHRONIC SCHIZOPHRENIA 


R. Н. V. OLLENDORFF, M.R.C.S., L.R.C.P., D.P.M.' 


In a number of “double-blind” studies In searching for the optimum ther 
on chlorpromazine, reviewed by Freeman in schizophrenia, it follows from the abo 
(1) it was found that the efficacy of tran- references that chlorpromazine was p 
quilisers like reserpine and chlorprom-  ferable to reserpine, that a moderate to high 
azine in the treatment of acute and chronic dosage technique had advantages over thé 
schizophrenia cannot be doubted. Pioneer low dose and that it was desirable to com. 
trials were described by Kinross-Wright bine ECT with medication. Thus it Я 
(2), D. Goldman(3), and A. A. Kurland found advisable to : e 
(4), and the results of these authorities l. Try to find an 
were confirmed as most satisfactory. chlorpromazine, The 
In Freeman's review(1) three dosage age for acute and chronic 
schedules are discussed: Low (150—400 was considered irrelevant. Whatever dai 
mgs. chlorpromazine daily); Moderate age the disease process does in a prolong 
(500-900) ; High (1000 and over daily). course, can have little or no bearing ol 
In the last, Kinross-Wrights intensive the disease process per se, and the thorough: 
treatment in rapidly increasing doses (up suppression of the disease by forcing an 
to 4,800 mgs. daily for 8 to 10 days), is early and lasting remission is of m- 
especially relevant to the working out of portance. The combination of огргот- 
the method, described below. In his review, azine and ECT was thought to be а poweri 
Freeman thinks that the results are equally ful agent. In a number of single trials rang- | 
good in all 3 levels but that the figures for ing from 800 to 3000 mgs. daily, 2100 mgs: 
E schizophrenics are showing a sig- ey was found to be optimal as a peak 
nificant increase of successes in the high dosage. А d ' 
osage column. is 2. Try to find an optimal time limit. о 
A. A. Kurland (5) studied the response of Maintaining in single trials patients on the 4 
400 cases of schizophrenics to chlorprom- peak dosage, varying from one day to one: 
azine and reserpine and concluded that month, it was found that too short a period. 
chlorpromazine is the superior drug. This, was not giving lasting benefit, delaying in — 
too, was amply confirmed. fact the remission, or being followed by 
Of vital interest for the development of rapid relapses, whereas continuation foro 
the method called in this trial Intensive t00 long a period did not alter the pi ture | 
Orpromazine Therapy was the paper either in success or failure but ma e m | 
М. W. Foster and В. S. Gayle, read at leptic and pseudo-Parkinsonian side | ects 
the 49th annual meeting of the Southern very prominent without helping in the 
ical Association Section for Neurology Process of forcing or maintaining à remis- 
and Psychiatry in November, 1955, and the sion, nor in fact did it seemingly break 4 
Tonsequent discussion of this paper(6). UP psychotic features in the very mall 
“te it was reported and strongly sup- forms of schizophrenis. Ulis у.а зое 
ak by Ayd(6) that a combined therapy tOn scheme of the intensive chlorpromazine 


iie quick and vary good real ad A quick permeation with chlorproma 
is com ination Auges ba Leno by 3 electroconvulsions, modified by Pento 
Say cable especially Meam dj ud Mei Те течна зер AM 
given directly before treatment. eed tds. to the peak dose of 700 mgs | 

im. f Senior Registrar, Hellingly Hospital, Тота рч paa о ta I 


RON in’ ital, : З 
Ty, Kent, Eo «8. з tds. until a level of 300 mgs. tds, is 
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Basic OvruiwE or [INTENSIVE CHLORPROMAZINE THERAPY 


Ist day 


2nd to 4th day 
4th to 6th day 
6th to 8th day 
9th day 
10th day 
lith day 
12th to 19th day 


25th to 35th day 


ed and 3 further modified electro- 
shocks are given. 
This is not a rigid scheme and it is guided 
he response of the patient and the 

rity of the side effects. These side ef- 
cts rarely occur during the period of the 
ld-up of the therapy but if they happen 
the peak period the manipulation of 

ds to an earlier 
descending limb of the 


ions and chronic patient 
nale wards, under the care of the 


beginning of 
therapy. 


TABLE 1 


Chlorpromazine mgs. 50, Intramuscular, or orally t.d.s. or 
mgs. 100, Intravenously statim followed by 50 mgs. Intra- 


4 days until oral therapy possible. 
Chlorpromazine mgs. 100 t.d.s. (tabs.), for 2 to 4 days 

a оь i for 2 to 4 days. 

F " 300 ^" (Syrup) for 2 to 4 days 

ё 400 ” T for 1 day 

* EU ' E for 1 day. 

= 600 ^" 1 for 1 day. 

" 700 for 7 days. 

E " 600 for 1 day. 

С " 500 for 1 day. 

P ID il а for 1 day. 

* 300 ^" Ё for 1 day or be- 
ginning of main- 
tenance level. 

“4 200 (tabs.), usual mainte- 
nance level for 
varying times, 
sometimes per- 
manent. 

т 2571005” ү maintenance dose 
in favourable 
cases. 

> Раво" * after discharge 
indefinitely. 


care of the writer from January 1957 until 
September 1958 and the 143 patients, 93 
females and 50 males, were divided into 
Groups A, B and C, first, recurrent. and 
chronic hospitalized = cases respectively 
(Table 2). 

There were 37 first admissions against 
106 recurrent and chronic hospitalis 
schizophrenics : thus a loading with acute 
illnesses which usually respond to treat 
ment, is avoided (Table 2). - 

An assessment of the type of schizo- 
phrenia has been made, but it was found 
that only in rare cases was this classi 
enough to categorise in one diagnostic pat 
tern (Table 3). . 

In the recurrent Group B and the chronic 
Group C, all previous treatments, as far 
as they are recorded in the old case notes, 


т, were chosen. There was no selection, were noted and are summarised in Table 4. 
priate stay wards the age of the Assessment of the condition of the major- 
Е тез ‘icted mainly {о 20—50 ity of nean was made by the writer, the 

D remainder by his colleagues. A first reg 

meant Fase ipe female admissions assessment was made er the patient was 
ree majority, in the personal stabilized on his maintenance dose, usually 


em „к {м à = 
VP i j PET ^ күү. 


TABLE 2 " 
NUMBER or Cases AND GnovurING 


ber of first acute schizophrenic episodes 

ber of acute schizophrenic breakdowns after previous 
remissions 

iber of chronic hospitalised schizophrenics 


(over two years) 


TABLE 3 
A RovucH DiacwosrIC SuB-CLASSIFICATION 


Дд а = Catatonic Schizophrenia с= Schizophrenia 
b= Paranoid Schizophrenia d= Schizophrenia 
4 Group A GroupB | Group C 

. 2 


Е l ATEA 
IS coa coro cto 


4 
3 
15 
5 
1 
5 
2 
2 
37 


TABLE 4 

TREATMENTS PREVIOUS TO INTENSIVE CHLORPROMAZINE THERAPY M 
Previous to Intensive Chlorpromazine Group Band C. _ 
Number of Em treated. b. 


A 
ү 


Modified ог Cardiazol 
in Coma Treatment 
in Treatment 
of Chlorpromazine or Serpasil 
Leucotomies 


М 
An 


TABLE 5 
STANDARDS OF ASSESSMENT 


Full social and individual rehabilitation on the premorb 
personality integration. 

piens. integration but less than the premorbid level 

Full social rehabilitation but still showing elements 

former schizophrenic illness. 

Arrest of overt psychotic behaviour, ability to be maintaine 

in a sympathetic environment out of Hospital or upgrading: 

inside the Hospital; works, dresses, feeds without supervision, - 
4 psychiatric supervision necessary on Out or In-Patient basis. — 
К provement Continuation of the schizophrenic disease process with no . 
aM break-up of psychotic behaviour or any signs of a remission. 
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after his sixth modified ECT. A firm assess- 
ment, of course, was made prior to dis- 
charge. Followup was carried out by the 
writer and his colleagues in all outpatient 
clinics of the area, and for the more recent 
admissions, regular followups in this hos- 
pital had been arranged by the writer after 
the discharge of the patients, at monthly 
intervals (Table 5). 

Clinical details of the intensive therapy 
are of some importance. The patient is 
usually in bed for the first 2 to 4 days to 
acclimatize to ward conditions and he is 
encouraged to be up and about until his 
ninth day. From the ninth to the twenty- 

7 third day he is in bed again because of 
| drowsiness, orthostatic disturbances, epi- 
— leptic manifestations and occasional con- 
~ fusional states. Severe pseudo-Parkinsonian 
symptoms such as drooling, difficul- 
ties, marked limb rigidity with “cogwheel” 
_ neuromuscular response to passive move- 
| ment, myoclonic jerks, epileptic fits, gross 
“malaise with feelings of severe weakness 
may often make one choose a shorter time 
or a lower dosage level of the 7 day peak 
period. Food and liquid intake, bowel and 
bladder action, are attended to and special 
care of the heart and lungs is given. A full 
blood count is taken if any mouth or throat 
pathology is. observed. The activities of 
_ patients in bed, like reading, knitting, draw- 
| ing, conversation with nurses are encour- 
aged but drowsiness in most cases prevents 
а 
Y er the peri maintenance, not later 
. than $ Prid а last ECT, ап assess- 
- ment ied to e maintenance level 
which varies from 50 to 300 mgs. t.d.s. It 
i usually depends on the degree of remission. 
It is, to judge from the experiences of the 
last 21 months, of primary importance not 
too quick to reduce chlorpromazine 
cut it off altogether by misjudging 
ess, or failure, too early ; especially in 
_ chronic schizophrenics the rigid meg 
tenance of quite high levels of chlorprom- 
azine, even up to 400 mgs. td.s, is part 
parcel of the intensive chlorpromazine 


ie results of this trial are given in 
6 and the administrative outcome 
ssed in Table 7 together with the fate 


ide effects are tabulated in Table 8. 
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. HIGH DOSAGE CHLORPROMAZINE THERAPY _ 


Discussion 


l. The combination of intensive chlor 
promazine therapy and ECT has been 
thought dangerous by some authorities, 
Freeman(1) mentions a number of serious 
complications and deaths and states that 
this method should be used with great 
caution. Goldman(7) feels that chlorprom- ` 
azine is no contra-indication to ECT, criti- 
cising the authors for not stating their 
methods of giving ECT, but he maintains 
that no muscle relaxants should be given. 
In our experience, there is no danger or 
contra-indication in either the combination — 
or the giving of muscle relaxants. In this 
trial a minimum of 900 electroshocks have 
been given to patients before and after the 
peak period, usually at the level of 900 
mgs. per day chlorpromazine, and in ne 
case was there an difficulty in the recovery. 
The standard method used was as follows : 

Pre-medication with atropine, half-an-- 
hour before treatment, no meals 3 hours 
before treatment, bladder and bowel emp- 
tied before treatment, 3—5 cc. of 5% solution 
of Thiopentone, 0.5—1 cc. Brevidil, the last 
two given through the same needle but 
in two syringes, oxygenation of the patient 
until full relaxant effect has been observed, 
shock, oxygenation at the tail-end of clonic 
phase of convulsion until full breathing 
established. 

The only observation during these treat- 
ments was the marked prolongation of the - 
clonic phase when ECT was given follow- 
ing the peak period. This is also seen after 
deep insulin coma treatment and is not 
considered relevant. 

2. During the single trials to estimate 
optimal dosage, epileptic fits of classical - 
grand mal character were observed regular- 
ly in dosages over 2100 mgs. per day. In 
3 cases of failure after the peak period, 
using the above method, treatment was 
recommenced by raising the dosage to 3000 
mgs. per day, and all 3 cases had fits. How- 
ever, a further 17 epileptic fits occurr 
during the 9100 mgs. per day level. In 
these cases, 7% grs. sodium amytal were 
given intramuscularly and the descending 
limb of the therapy began irrespective ot 
the length of time of the peak period main- 
tained. As in deep insulin coma treatment, ' 


e 


their occurrence should not lead to dis- 
ruption of the therapy: 

3. The confusional state reported in 15% 
of all patients occurs usually near or during 
tħe peak period. It is often quite out of 
tune with the underlying psychosis, in fact, 
itis a superimposed toxic psychosis. In most 
cases there is gross restlessness, over-activ- 
ity, over-talkativeness, speech is found to 
be incoherent and the contents have little 
bearing on the pre-existant primary de- 
lusions; in some cases gross euphoria and 
episodes of manic character were observed. 
Here the danger consists in diagnosing a 
relapse and breaking up the therapy. It 
was found in all cases that sedation with 
sodium amytal, again given intramuscular- 
ly, with a dosage of 7% grs. alleviated this 
state and was given concomitantly with 
the chlorpromazine therapy. 

4. Jaundice and agranulocytosis were con- 
stantly watched for, but did not appear in 


TABLE 6 
RESULTS or 143 PATIENTS AFTER INTENSIVE CHLORPROMAZINE THERAPY 
Acute First Acute Schizophrenic Chronic Totals А 
Schizophrenic Breakdown after Hospitalised 4 
Episode Previous Remission Schizophrenics b 
Fem. 96 Male 96 Fem. 96 Male 96 Fem. 96 Male 96 \ 
1 (Recovered) 1438 13 714 2 4 MEE 
П (Good Improvement) 1027 3 8 11921020 4 7 2 35 40 
Ш (Mild Improvement) 410 3 8 918 918 1526 6 105 46 . 
(Minimal Improvement) 1 3 . — uec eco te 9T 11,90. 208 
(No Improvement) lg reb ul 876 Жү x5 6) 
Ү1 (Suicides) аа, 9) - 25 o. MN 
30 7 28 22 35 21 2143 j 
TABLE 7 
ADMINISTRATIVE OUTCOME »h. 
Г Discharges in this Hospital Transfer or х 
readmission to other Hospital — 
Out of mre" ^ es 
- Qu CEST (Group A) First Admissions 35 (94% 
n of 50 (Group B) Recurrent Admissions 44 (88%) 6 ( 
_ 1956 (Group C) Chronic Hospitalised Patients 20 (359) 24 ( 
Е Relapses Re-Discharged Still Remain (inc. in 
above ‘REMAIN’ Col: 
GROUP A 3 1 2 y 
GROUP B 8 5 3 
GROUP C 5 2 3 
16 5 8 
оса о он р дбн Б АИ 
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of extraordinary malignant catatonic 
chizophrenia who relentlessly deteriorate 
spite of all known treatments ; 4 out of 
6 patients, 2 males and 2 females, be- 
g to the latter, the remaining 2 were 
osed as schizophrenia simplex. Severe 
tanding paranoid schizophrenics, even 
mitted to hospital for the first time or 
long intervals, have been found to 
very prolonged treatment on high 
ntenance levels up to 400 mgs. t.d.s. 
long as 6 to 12 months. 
Intensive chlorpromazine therapy 
to have the same positive effect with 
rrent cases, Group В. The relapse rate 
1 this group was higher than in the other 
roups, as one would expect for both 
nedical and social reasons ; 8 relapses out 
E 50 patients, respectively out of 44 dis- 
harges, were recorded, but a repeat course 
i intensive chlorpromazine therapy was 
in all these cases with equally good 


Side Effects 


wsiness 85 41 
е do-Parkinsonism 512791 i 
Skin reaction—Oedema, Sgt insnla] 
Sweating, Flushing 
eptic Fits, myoclonic 16 4 20 
jerks 
Menstrual disturbances in 34 34 


. relevant age T 


| 1 ы 1 

l tation 2 Il 2 
E. 

Confusional State 13 9 22 

Pyrexia 7 5.019 

b 1 1 

4l 8 49 


in reaction—sun irritation 37 15 


toga i TY nov УУ. 


TABLE 8 
SmE EFFECTS 


Females Males Total Percentage 


of all females 


xs y С 


[ Feb К y 


results, that is, 5 have been re-discharged 
after the second course. 

3. Less spectacular in numbers, but of 
perhaps the greatest importance, are the 
results in the treatment of chronic hospital- 
ised schizophrenics. If a discharge rate of 
35% could be reached on a national level 
it would certainly relieve the pressure on 
our mental hospitals considerably. One 
must understand clearly, however, that in 
the rehabilitation of chronic schizophrenics, 
and this is probably equally true for 
primary and recurrent patients, modern 
hospital conditions with maximal freedom, 
occupation, enlightened nursing, mainte- 
nance of the patients' social relations, play a 
preponderant part. This is obviously diffi- 
cult to assess but may be of greater sig- 
nificance than even the best medication. 

4. In one patient of Group A, intensive 
chlorpromazine therapy did not force a full 
remission and although maintained on 


Special Medication Given 


88 te 

51 Reduction at maintenance level 
only. 

21 Cortisone Cream when severe. 


Nivaquine 200 mgs. b.d. 
14 7% grs. Sodium Amytal Intramus- 
cularly. 
In one case, a false positive Freed- 
man test was seen. 


15 ‘7% grs. Sodium Amytal Intramus- 
cularly. 

8 As usually concomitant with hy- 

postatic pneumonia—Penicillin giv- 

en in usual dosage—Chlorproma- 

zine reduced pro tem. 9 

Reduction of dosage temporarily. 


34 E ) 

36 Nivaquine 200 mgs. b.d. Anthi- 
san Cream—Sun hats when up an 
about. 
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1960 | 
chlorpromazine 300 mgs. per day, it was 
felt that the patient was relapsing. At that 
point, deep insulin coma therapy was given 
and a good remission was forced with 38 
comas. She has been maintained since then, 
for over a year now, on chlorpromazine 
mgs. 150 per day and has not relapsed and 
was assessed when last seen as an out- 
patient, as maintaining her good improve- 
ment. From a comparison of recurrent and 
chronic patients who had leucotomies, and 
those who had deep insulin coma treatment, 
it became clear that all cases leucotomised 
responded indifferently to intensive chlor- 
promazine therapy, whereas a response to 
ICT after deep insulin coma therapy was 
significantly better. It is thus felt that deep 
insulin coma therapy can be adjunctive in 

achieving a remission. 

5. It is well understood that discharge 
from hospital is not necessarily a good 
criterion of clinical change, e.g. some 
voluntary patients left hospital prematurely 
and against advice, whilst other long-stay 
patients could have been discharged if 
social circumstances had allowed them. 

6. All in all, the response to this method 
of treatment surpasses the expected rate 
of natural remissions and it proved success- 
ful in patients who were unsuccessfully 
treated by other methods. 

_This is most forcibly expressed in con- 
sidering the response to intensive chlor- 
Promazine therapy of the long-stay chronic 
illness Group C. Of these 56 patients, 44 
had had ECT, straight, modified or Car- 
ned, 28 low dosage chlorpromazine or 
“*rpasil, whilst 21 had received deep 

Enn coma treatment, 13 modified insulin 
*atment and 8 had prefrontal leucotomy. 

and had been considered well enough to 

© discharged, Following intensive chlor- 

Fiumazine therapy, however, 20 were dis- 

Creed (6 classified as Grade П, М as 
rade IIT). 

m - All 16 relapses were associated with 
allure of the patient to continue on chlor- 

‚ Promazine i А 1 
E in the maintenance dose. It 

hed overstressed, that a schizophrenic 

mission is not cured ; rigid psychiatric 
Petvision and upkeep of an optimal 

Part ко» dose of chlorpromazine are 

ы Parcel of ICT. It is felt that much 

Owledge of the disease is needed 
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before we can allow a patient to go wi 
out a medication which we know helpe 
him to force and maintain a remissio 


SuMMARY 


A method is given here where increasing 
doses of chlorpromazine are given to 
groups of schizophrenics, reaching a peak 
level of 2100 mgs. per day for one week. 
This dosage is decreased and after assess- - 
ment a maintenance level of chlorpromazine 
is rigidly upheld for indefinite periods. 
Three modified ECTs accompany the as 
cending limb and 3 or more modified ECTs 
the descending limb of chlorprom 
therapy. Side effects are multiple but 
is considered dangerous or necess с 
the discontinuation of the treatmen 
especially if all necessary precautions ar 
taken and the patient is closely 

The results of this method are suffici 
encouraging to justify its continued use. 

The method is not considered rigid a 
the level of dosage and. the length 
time in which higher dosage levels 
given are guided, naturally, by the patient's | 
response and the severity of the side effe 
The importance of the method is felt to 
in the quick way a first remission 
forced, recurring episodes and relap 
reversed and chronic schizophrenic illne 
alleviated. 
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| The treatment of sexual deviations is 
commonly said to be difficult and the re- 
sults uncertain(1, 2). Several popular gen- 
eralizations about psychotherapy may con- 

| tribute to these unfavorable aspects of the 

| treatment of these disorders. On the 

| grounds that it takes only one white crow 
to prove that all crows are not black, we 

: present 3 cases of sexual deviation in each 
of which a significant transformation of 
sexual behavior occurred with compara- 
tively little treatment, at least as judged 
by the number of interviews, respectively 
45, 10, and 21. From our data we shall 
infer that the following popular generali- 
zations are untenable as generalizations : 
(a) that a requirement of recovery from 
a psychoneurosis (of which sexual devia- 
tons are considered one type) is the recall 
of repressed memories of early traumatic 
experiences ; (b) that such recovery can 
only occur, or be lasting if it should occur, 
as a result of the uncovering and modifica- 
ton of specific sexual conflicts; (c) that 
the removal of symptoms or the alteration 
of outward behavior without modification 
of such conflicts must inevitably lead to the 

outbreak of other symptoms, if not the re- 
currence of the old. 


CASE REPORTS 


od 1.—A. K. was arrested by the police on 
e complaint of his neighbors that he had 
On x anipulating the genitals of little girls. 
E. of these neighbors had tolerantly agreed 
arranged that the charges would be 
?DPed on condition that A. K. seek psy- 
Si et He agreed to this with some 
i had been playing with the genitals of 

for а regularly for 3 years, sporadically 

у years. Married 10 years, he was 

1 
Read at the 115th annual meeting of The 


A : 
аа Раше Association, Philadelphia, Pa, 
2D » 1959. 
К Mei of Neurology and Psychiatry, School 
Va, cine, University of Virginia, Charlottesville, 
a 
| mitten of Psychiatry, University of Wit- 


» Johannesburg, South Africa. 


RECOVERY FROM SEXUAL DEVIATIONS THROUGH 
OVERCOMING NON-SEXUAL NEUROTIC RESPONSES * 


IAN STEVENSON, M.D.? anv JOSEPH WOLPE, M.D.’ 


the father of 2 girls with whom, incidentally, ~ 
he did not play sexually. His sexual relations — 
with his wife had once been satisfactory, but ~ 
had fallen off in later years. He had gradually 
become almost completely impotent with his — 
wife. É 

Although 42 years old, A. K. continued іп 
a most servile relationship towards his father 
who gave him advice and financial donations, — 
but also scorn and derision. Towards his. - 
customers he was equally unassertive. He said _ 


to зуран work or мо pee Bes f 
а and she gradually became 1 
een ehrewidh towards bien: He Ма 


about his present situation, and secondly, be- - 
cause theoretical considerations presented else- — 
where(3, 4, 5) made it seem unlikely that 
they would be necessary m the pe B. 
recovery. This inference proved correct. 1 

A. K's father had at first agreed to pay for b 
his therapy, but after the alarm of A. Kis — 
arrest abated he treacherously withdrew his _ 
support. A. К. wanted to leave therapy, but 0 
was detained by the fear that the district © 
attorney would bring him to trial. So he paid 
for his therapy himself, 45 interviews over a — 

and a half. 

The defection of his дүз M A. K. җе 3 
needed him brought fully into the open 
child-like attitude which had persisted — 
toward his father. He began to remedy this - 
state of affairs, first, by freely expressing his 3 
resentment towards his father for the latter's 
mistreatment of him over the years, and sec- E 
ondly, by completely emancipating himself — 
from dependence on his father for money, — 
advice or anything else. Pe eR of 
responsibility for paying for own treat- © 
ments signalized this change, but was actually 
only the first of such moves. 

The subsequent therapeutic interviews were 
largely occupied in examining and improving 
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and his job and greatly 
= 2 reed His a: 
3 з геа an 
complete return of potency 


py have been published else- 


Case 2.-S. E. was a 22-year-old student 
who referred himself for the treatment of 


No information was elicited about S. E’s 
“early sexual experiences. His father had died 
vhe: тм 12 and his mother had remarried 
_2 years later. patient's stepfather proved 
n есе ly, in- 
Р 2 {һе ра! y restrictions on money. 
Somehow gained control over a small d 
b legacy the patient's father had left 


^ money. 

_ Only 10 interviews took place. The dis- 
of S. E's homosexuality (after the 

taking) was confined 


à gning himself to the 
anent homosexuals. Then he suggested 
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that as the patient's father had died when he 
was young and as his stepfather was such an 
unsympathetic person, perhaps S. E.'s homo- 
sexual activity was chiefly driven by a wish 
for friendly companionship with other men 
These comments reduced the anxiety and 
shame he felt about his homosexual activities. 

The therapist tried to instigate more asser- 
tive behavior on the part of S. E. towards 
his parents, especially his stepfather ; this the 
patient soon developed. Against his step- 
father's advice he persisted in purchasing a 
second-hand car he wanted. This was a turning 
point and other similar triumphs followed 
S. E. soon became more ardent in the court- 
ship of his girl friend. After only 10 inter- 
views and just as the therapy seemed to be 
getting properly under way, S. E. announced 
that he now felt entirely well and capable 
of handling his affairs; that he planned to 
get married shortly, and saw no reason for fur- 
ther treatment. At this point, the therapist 
had understandable reservations about the 
future course of events in this patient's life. 

Follow-up interviews took place at intervals 
of 8 months, a year and not quite 3 years after 
the termination of therapy. S. E. had married 
and was getting along very well with his wife. 
His sexual relations with her had been entirely 
satisfactory from his point of view, although 
not at first for her. About a year after the 
marriage his wife had given birth to a baby. 
The patient had continued to emancipate 
himself from his parents. He had forced his 
stepfather to process his father's estate and 
also to put advances of money given to him 
on a sound basis as money borrowed against 
his legacy and not "hand-outs" at the pleasure 
of his stepfather. His work at college and his 
interest in it had improved markedly. 

For the first 2 years of his marriage he had 
heterosexual relationships with his wife ex- 
clusively. Early in the third year of the mar- 
riage his wife became ill for several months 
and during the abstinence this occasionec, 
he had 4 homosexual experiences. When his 
wife recovered they resumed intercourse 
which improved further and became enjoyable 
to her as well as to him. The patient reporte 
far greater pleasure in his sexual relationships 
with his wife than he had experienced in his 
homosexual relationships. 


Case 3.—E. R., a 32-year-old Swedish hair- 
dresser, was first seen in April, 1954. Seven 
years previously he had become aware ot ? 
slowly progressive diminution in his genere 
enjoyment of life. He emigrated to South Afri- 
ca early in 1952 and soon after began to 
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a persistent feeling of tension combined with a 
varying amount of depression. Over the next 
2 years he was treated unsuccessfully by sever- 
al psychíatrists who gave him ECT, injections 
of vitamins and some psychotherapy. 

The patient was born in a small town in 
Sweden. His father was amiable, but passive. 
His mother was an ambitious and querulous 
woman who complained of her son's stupidity, 
often screaming at him and beating him. She 
treated him like a girl, even forbidding him to 
play football. He grew afraid of her. 

At the time of puberty, E. R. found himself 
attracted to men, although at first more socially 
than sexually. As he became older, he experi- 
enced no sexual attraction for women and 
when they occasionally made advances towards 
him became extremely anxious and experienced 
no sexual arousal. In contrast, he found pleas- 
ure in a succession of attachments to men 
with whom he had sexual relations. But he 
thought homosexuality sinful and shameful. 
Failure to master his homosexual impulses 
led to mounting anxiety from which (and 
from familial stresses) he sought relief by 
emigrating when he was 30. 

The patient’s reactions in many common 
social situations were extremely fearful and 
submissive. If a customer made an unjust 
criticism of him he would let her get away 
with it and merely feel helpless and tearful. 

The 5 anamnestic interviews did not dis- 
cover any causal sexual trauma, did not elicit 
апу emotions of marked intensity, and were 
not accompanied by any change in the patient's 
condition, 

The interviews of the next 2 months were 
devoted to encouraging assertive behavior 
for overcoming his social fears. He soon be- 
capa much more positive in all his behavior. 

Y the end of June his symptoms had almost 
"ompletely disappeared and he was nearly 
“ways at ease with his customers. In the 
Meantime, he had formed a couple of homo- 
sal attachments, each of which, although 
ао while it lasted, had petered out in 
жа ап а month. Late in November, 1954 

©ported complete freedom from symptoms. 
© Was not seen again until June, 1955, and 
Ed the following story. He had given 
“eee about the sexual problem and had 
ber 19528 just what he pleased. In Novem- 

21954, ће had formed a pleasant homo- 

Unable association, but soon found himself 


Patin respond sexually. He broke off the 


P for a time, but when he resumed 
ER not respond sexually. He tried 
With y relationships with several other men 
“peated failure. He became antagonistic 
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now never again feel 


that he had married in January and his sex life | 
had continued in every way satisfactory. 


DISCUSSION Ep 

We think the data adequately show that 
these patients had established patterns of 
sexually deviant behavior which were — 
succeeded by normal patterns of hetero- 
sexual behavior which were not mere trans- - 
ient changes since they remained estab- _ 
lished for the periods of our follow-up 
inquiries. How these changes came about 


requires an explanation. 
ў 


THE ROLE OF LEARNING IN DETERMINING 
ADULT SEXUAL BEHAVIOR á 
The patterns of adult sexual behavior are 
learned expressions of the sexual drive. 
Experiences with persons resembling those 
who are later to become the objects of sex- | 
ual impulses may importantly influence: 
their expressions. In a boy, experiences. 


m 
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- which are pleasurable with women (be- 
- ginning with the mother) will tend to 
_ Promote women as sexual stimuli. Social 
- training and the assignment of social roles 

based on anatomical sexual differences con- 

tribute greatly to deciding the stimuli to 
— which sexual responses will occur. But such 
"social training is also a conditioning process, 
~ although a highly complex one, and not 
ы fundamentally different from the condition- 
Ling which occurs in the more individual 
| experiences of the growing child within 
~ his family. Formative experiences capable 
— of influencing the selection of stimuli to 
sexual pleasure may, and usually do, oc- 
cur chiefly in childhood. However, they 
| may occur later and we have insufficient 
grounds for thinking that childhood ex- 
periences are the only relevant ones or 
even always relevant in this connection(6). 

In some circumstances, the sexual re. 
Sponse towards a particular person or 
-kind of person may be diminished while 
Some sexual desire remains and is stimu- 
- lated by other persons. If a boy ог man 
- finds women frightening to him, the anxi- 

ety they arouse may inhibit whatever 
sexual response they would simultaneously 
_ stimulate. Other persons such as small 
_ children (Case No. 1) or other men ( Cases 
| No. 2 and 3) may still stimulate sexual 

responses. Such stimulation by persons of 
the same sex may become further aug. 
mented by the play of other motives, e.g, 
a wish for companionship or for power. 
Ovesey has described the operation of 
Et motives in promoting homosexual 
vior as "pseudo-homosexuality"(7, 8). 


| 
E 
* 
E 
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the sexual ones which accompany 

them, are influenced by the conditioning 
ces which make men stimuli of 

asure when women stimulate anxiety. 


PROCESSES OF CHANGE IN THE SEXUAL 
VIOR OF OUR CASES 


Most people discover for themselves that 
you stand up to a bully he becomes a 
у, whereas if you run from him he 


hes à giant. This principle deserves 
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better understanding and acceptance in 
psychopathology. An explanation of its 
effectiveness in terms of learning theory 
has been proposed elsewhere by one of 
us(4). Moreover, though generalization, 
an assertive response towards one person 
may reduce the capacity of other persons 
to stimulate anxiety. In the 3 cases re- 
ported here, the patients had anxiety 
stimulated by women, and this was ac- 
companied by diminished sexual responses 
to them. When the patients developed as- 
sertive responses toward other people, 
their susceptibility to the arousal of anxi- 
ety became lowered so that the sexual 
stimulation of women was no longer out- 
weighed by their stimulation of anxiety. 
Thus, the basic preference for women es- 
tablished early in life by social roles and 
other learning could now assert itself. 
The further experiencing of full sexual 
pleasure with women then reinforced the 
capacity of the women to stimulate sexual 
pleasure and the changed pattern of sexual 
expression was thus consolidated. 


SEXUAL DEVIATIONS THAT ARE DUE TO ANXE 
ETY ORIGINATING IN SEXUAL EXPERIENCES 


We do not mean to imply that sexual ex- 
periences are never specific in the origin or 
removal of sexual inhibitions and devia- 
tions. The connections between anxiety 
and sexuality are specific in some cases, 
general in others, and perhaps of both 
kinds in still others. For example, if à 
mother arouses anxiety in a child during 
his sexual excitement (perhaps also stimu- 
lated by a women, as in one of Hadfield's 
cases) sexual responses may be markedly 
inhibited while other responses remain 
uninfluenced. 

Supposing that specific connections have 
been established between sexual responses 
and the arousal of anxiety, what can be 
done to alter these? Herzberg(10) as- 
signed to homosexual patients series 0 
graduated tasks designed simultaneously to 
reduce the anxiety aroused by women an 
increase the pleasure they evoked. Salt 
(11) has reported success in the treatmen 
of homosexuality by the instigation of as- 
sertive behavior according to a theory ат 
practice somewhat similar to our own. fic 
the treatment of impotence with specific 
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connections between sexual responses and 
anxiety, one of us (J. W.)(4) has found 
successful the use of graded sexual re- 
sponses controlled by the patient so that 
anxiety is not aroused by failure. As we 
mentioned earlier, Hadfield found bene- 
ficial effects in the recall of events which 
had apparently originally established the 
connections between sexual responses and 
anxiety. This brings us to the mechanism of 
action of such recall. 


A CRITICISM OF CURRENT VIEWS ON THE 
THERAPEUTIC EFFECTS OF RECALLING PAST 
EXPERIENCES 


The recovery of repressed memories and 
the uncovering and interpretation of spe- 
cific sexual conflicts contributed nothing 
to the recoveries of our patients because 
these did not occur in the therapy or, so 
far as we know, outside it. This point 
deserves emphasis because Hadfield, on 
the basis of his observations in the treat- 
ment of homosexuality, has recently stated 
that his patients “were cured when, and 
only when, their propensities were traced 
back to infantile experiences”(9). Evident- 
ly, the recall of past painful events may 
contribute to recovery. A long line of cases 
extending from the early ones of Breuer 
and Freud(12) to those recently cited by 
Hadfield attest to this. 

Hadfield attributes the benefits of this 
recall to the “release of repressed emotion” 
and in this is, of course, a modern spokes- 
man for the traditional psychoanalytic 

eory of abreactions. However, it is doubt- 
ti, although not impossible) that emo- 
dop анте after what is called repres- 
ru In a state of activity pressing towards 
сено. The popular analogies of such 
eh Ons to steam in a bottle are more 
d Tesque than explanatory. We do not 

„estion the fact that anxiety can con- 
iron, to amnesias, only that the anxiety 
ly sd repressed emotion") is constant- 
havior ЧЕ up towards the surface of be- 
йш. avis(13) has pointed out that 
in td images are perceptions just as 
objects "d adn by current people or 
hemor! nd we respond to the stimuli in 

es just as we do to those in other 

Dain The recall of a scene once 

Сап then evoke anxiety not as an 


rather than release old anxiety. This | 


capacity to evoke anxiety, so-called desen- - 
sitization. This occurs if and probably | 
only if the stimuli for anxiety are evoked in 
association with other stimuli which evoke 
non-anxious responses(3, 4). кз 
Desensitization can occur by 
alone under certain circumstances. 
as a person ruminates some unple: 
event, he may bring into association w 
the memory images of the event, ot! 
thoughts which arouse other emotions 
neutralize anxiety and so neutralize 
antagonize the tendency of the ev 
stimulate anxiety. The process of des 
tization through reassociation of a ра 
event proceeds better if the patient 
balizes the event and its associations 
another person, usually a therapist. | 
sensitization to anxiety-producing stimuli 
may also occur in other ways than through — 
the recall of past experiences. For example, 
it may be obtained by the systematic pre 
sentation of graded present-day anxiety 
evoking stimuli to the deeply relaxed pa- 
tient(4). 
Once freed from the concept of "re-. 
pressed emotion" we become able to accept. 
the fact that a psychogenic symptom can 
be modified or abolished without another 
appearing in its place(14). From the fact 
that anxiety is experienced when past 
traumatic events are recalled, Freud as- 
sumed that repression was a defense against | 
anxiety and that symptoms were par- 
tial expressions of the repressed emotions. 
and at the same time also defenses against 
the original emotions. These views became - 
generalized without correction in the con- 
ventional literature of psychoanalysis so 
that nearly every psychogenic symptom 
came to be considered a defense agains 
anxiety. It followed from this that any 
attempt to modify symptoms directly was. 
at best a superficial tinkering and at worst, | 
fraught with the danger of detonating a 
more serious illness. Yet the literature of 
psychiatry contains numerous instances 


ЗНА and most beneficial removal 
symptoms with conditioning techniques 
hout the occurrence of other symptoms 
any other adverse effects(4, 15, 16, 17, 
8). Moreover, we have abundant evidence 
it many patients recover from psycho- 
oses without psychotherapy(19, 20) 

. presumably without de-repression. 
neurotic responses clearly have de- 
sive value for the patient, e.g., social 
hdrawal to avoid persons who stimulate 
dety, and such responses cannot be 
pped without arousing anxiety. But 
symptoms are results or concomitants 
anxiety. Most psychoneurotic symptoms 
simply learned unadaptive responses 
. their unlearning usually includes a 
uction in anxiety in that stimuli which 
erly evoked anxiety no longer do so. 
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. Three cases of sexual deviation are 
orted in which a return to normal hetero- 
ial behavior followed the development 
ertive behavior on the part of the 
ents. Follow-up inquiries 3 to 6 years 
r showed that the patients had main- 

ed their improvements. 
In these patients the sexual devia- 
were determined by anxiety that did 
have a sexual origin. The processes 
their therapy are discussed, and also, 
nore briefly, the therapy of those cases 
n which anxiety is specifically attached 
se stimuli, ? 
е recoveries in these patients were 
‘related to recall of roti memories 
matic events or the working out of 
lic sexual conflicts. The alteration of 
| ipo did not lead to the oc- 
nce er symptoms or other un- 

e side effects. 

е processes whereby stimuli of 
lose their capacity to arouse anxi- 


ety are discussed and it is suggested that 
the concept of “repressed emotion" has 
hindered an understanding of the processes 
of recovery from psychoneuroses with and 
without psychotherapy. 
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STUDIES ON THE NEUROCHEMISTRY OF SCHIZOPHRENIC 
AND AFFECTIVE DISORDERS 


SAMUEL BOGOCH, M.D., Px.D.* 


The earlier demonstration in this labora- 
tory(1c, 1d, 4) of an abnormality in the 
concentration of “total neuraminic acid” in 
cerebrospinal fluid (CSF) in schizophrenic 
patients led to the development of quantita- 
tive fractionation procedures(1b, le) for 
the separation and measurement of the 
macromolecular hexoses and hexosamines 
of CSF as well as of neuraminic acid (Етас- 
tion G). 

Table 1 shows the range and means of 
concentration of these substances in 236 in- 
dividual CSF samples. Both the absolute 

| quantities and the molar ratios of these 
constituents have been shown to vary mark- 
edly from individual to individual(1b). The 
relevance of these findings on central nerv- 
ous system constituents to functional states 
of the nervous system as well as to possible 
Chemical bases of individuality is now being 
studied. 

Table 1 shows that the absolute concen- 
tration of macromolecular (bound) neur- 
aminic acid in schizophrenic patients as a 
group is lower when compared to non- 
schizophrenic mental hospital patients, and 
general hospital adult controls. Values 
т also lower for bound hexosamine in un- 

eated schizophrenic patients. On the other 
к d, the concentration of bound hexose is 

Pproximately the same in schizophrenic 
Patients as in controls and in patients with 
we disorders. Higher than usual 

ES have been observed in both the 
E ie hexose and hexosamine of patients 

Sittine ale psychoses, and in bound hexo- 

Re one in chronic brain syndromes. 
фе neue double-blind determinations 
ti Period of months on individual pa- 


руид of these substances show that there 


efinite tendency to constancy in both 


1р; 
Dene vector, The Neurochemical Research Laboratory, 
the ent of Psychiatry, Harvard Medical School and 
боры узе Mental Health Center (Boston Psy- 
ic Hospital), Boston, Mass 
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their absolute quantities and in their molar — 
ratios, but that with gross changes in fune- — 
tion there are concomitant changes in these _ 
carbohydrate constituents in macromolecu- — 
lar binding. Thus, in the change from de- — 
pression to the normal affective state and. 
to elation, whether it occurs spontaneously, — 
with an antidepressant drug, or with elec- — 
troshock therapy, an increase has been ob- ~ 
served in the absolute amount of macro- - 
molecular hexose and hexosamine ranging - 
from 46% to 510%. Similarly, in the reverse — 
change, from the hypomanic to the de- 
pressed state, the opposite change in mae! 
molecular hexose and hexosamine has bee E: 
observed, that is, a decrease in the absolute | 1 
concentrations of these substances. With — 
treatment, schizophrenic patients have — 
shown up to 400% increase in the concentra- _ 
tion of bound hexosamine, but very much 
less change (usually an increase) in the — 
concentration of bound hexose and neura- 
minic acid. (Table 1.) E 
1 
t- 


ative to the concept of the "Barrier-Anti- - 
body System"(1c, 1d) function of neura- | 
minic acid in the nervous system includes + 
1. The demonstration of a serum precipitin _ 
to the neuraminic acid-containing brain 
ganglioside( 1a), which has been utilized to 
localize brain ganglioside in the nerve cell ү) 
body by the fluorescent antibody technique - 
(1g) ; 2. The activity of brain ganglioside — 
as membrane receptor (for viruses) (153) 4 
and 3. The effect of this substance on тета - 
brane-active systems (clam heart) (2). Р 
The possible biosynthetic relationship of — 
hexosamine to the more complex struc- k 
turally related derivative neuraminic acid, - 
considered in relation to the evidence on 
their ‘maturation’ in CSF(1b, 1c) and to 
the above findings on their macromolecular ^ 
concentration in different psychiatric dis- 
orders leads to the formulation of the work- 
ing hypothesis that there is an enzymatic - 
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Recent evidence from this laboratory rel- s 


CONCENTRATIONS OF MACROMOLECULAR (Bounp) Hexose, HExosaMINE 
AND NEURAMINIC Астр IN CSF or PSYCHIATRIC AND GENERAL Hosrrrar 
PATIENTS 


—-—+——————————————--ҥ$  -. tte M 


Hexose, ag/cc. CSF 


(as glucose) 
1. Schizophrenia, untreated 
3. Other (than 4, 5 and 6) 


( 5.5-81.9) 
(11.0-31.0) 
(51.6-88.0) 
(14.5-31.0) 
( 7.0-55.0) 


disturbance in the synthesis ог maintenance 
oth macromolecular hexosamine and 
aminic acid in schizophrenia, and that 
first maybe reversed (indeed ‘over- 
ompensated for’) with therapeutic means 
ent available, but that the second is 

ent refractory. 
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Fraction G 


Hexosamine, ug/cc. CSF 
(as galactosamine) 


Mean Range 
8.3 (1.8-24.2) 
16.0 (3.2-44.6) 


(1.6-15.0) | 7.8 
(5.1-60.0) | 8.3 
(9.0-57.0) | — 

(6.2-18.8) | 11.0 
(8.3-17.8) | 10.6 


Neuraminic Acid 
ug/ce. CSF 


Mean Range 
5.1 (2.3- 8.6) 
6.2 (2.7-10.1) 


8.5 
23.1 
32.5 
13.6 
13.5 


(3.3-17.2) 
(4.4-11.9) 


(5.5-15.1) 
(9.0-13.4) 
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. RESERPINE AS A THERAPEUTIC AGENT IN SCHIZOPHRENIA 
M. MANFRED BRAUN, M.D.. ? 


ite much progress in the treatment 

mental patients in recent years there stil] 

in many patients who are unresponsive 
ious treatments. 

Remembering Barnes and Kline's(1) 
er work on the subject and Braun's 
erience(2), we have used reserpine over 

2-year period at the Bronx VA Hospital 
just such treatment resistant patients. 
venty eight male patients, aged 22 to 


of mania, excitement, negativism or period- 
ic stupors. All were new admissions to the 
hospital but with a long history of mental 
illness. The patients served as their own 
controls. All had been previously ber 
with various phenothiazine drugs and 
also had received ECT, insulin coma thera- 
py or both combined. None of the patients 
had responded to therapy. 

The patients were given 3 mg. of reserp- 
ine orally once daily and 5 mg. of reserpine 
intramuscularly once daily for 10 days 
then slowly increasing up to 10 mg. daly 
intramuscularly for 90 more days if E 
response to the drug was not too favorable. 
If the response was favorable, the 5 d 
intramuscular dose was maintained for 
to 30 days, then gradually decreased to à 1 


maintenance level of Х to 2 mg. orally once 
a day. 

The usual precautionary measures were 
taken : temperature, pulse rate and blood 
pressure were done twice daily during the 
first week, and WBC was done biweekly. 
All patients received supportive psycho- 
therapy and occupational therapy when- 
ever their conditions permitted. 

Sixteen patients (57%) improved very 
much so that they could be either dis- 
charged or sent to an open ward. Five pa- 
tients (18%) became much more manage- 
able but could not be discharged. Seven 
patients (252) remained unimproved or 
became worse and had to be transferred 
to a chronic hospital. 

All patients were evaluated clinically by 
psychiatrists and nurses. 

There were the usual side effects in the 
majority of patients : nasal stuffiness ; dry- 
ness of mouth ; increase of appetite ; som- 
nolence; and about 25% of the patients 
developed marked Parkinsonian tremors 
with rigidity, characteristic gait and sali- 
vation. The medication was not given to 
any patient with a history of peptic ulcer 
or bronchial asthma, the usual contraindi- 


TRIALS WITH SEVERAL NEW DRUGS 


MICHAEL J. KEITH, M.D. 


1 This is a brief note upon the use of the 
Rewer” anti-depressant drugs in a pri- 
Yate psychiatric practice over the past six 
months, The drugs used have been the 
AO inhibitors and imprimane. The doses 
E Varied from 3 to 24 mgs. a day of 
es 50 to 300 mgs. a day of Niamid, 
0 75 mgs. a day of Nardil and 50 to 300 
mgs. a day of Tofranil. 
ra ese drugs were tried as an initial treat- 
nt measure in approximately 50 patients. 
d Were in the usual clinical groups of 
Pressions ranging from psychoneurotic 
TéSsion, manic-depressive reactions in 
with ae phases, schizophrenic reactions 
Teacti epression, and involutional psychotic 
Ons of an agitated depressive type. 
© results have been in the main ex- 
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cations for reserpine therapy. Side aedi } 
то ашу айога with the usual medi- 

ons e.g. trihexyphenidyl (Artane) or _ 
benztropine methanesulfonate (Cogentin), | 
In no case was it necessary to discontinue 
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The rapid and dramatic response of — 
schizophrenic patients to treatment with 
the phenothiazines has resulted in a tend- _ 
ency to discard reserpine as a chemothera- — 
peutic agent in this illness. Our experience 
suggests that there is a place in the thera- 
peutic armamentarium a schizop 
nia for reserpine, particularly in those ca: 
displaying catatonic excitement or stu 
with agitation and enc with mai 
features, especially when these pati 
fail to respond to the phenothiazines, E 
or insulin coma therapy. 
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tremely disappointing. There appeared to 
be little significant action beyond placebo - 
effect, the majority of the patients have ex- 
perienced no relief of their depressive — 
symptoms though gratifyingly there have 
been extremely few side effects of a trouble- 
some nature. > 
About 4 ог 5 patients have shown a g 
“response.” Three of these have been’ i 
Tofranil (a manic-depressive depressed” 
entering a new depressive cycle, an involu- 
tional depressive who had relapsed after ` 
electro-convulsive treatments in tlie past 
but who retained her remission on Tofranil, 
and a neurotic depressive who had not 
responded to psychotherapy). One patient 
who has shown a moderate response to 
Catron, is suffering from a schizophrenic | 
character disorder with chronic depression ; 


on Catron 6 mgs. a day. 
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Contrary to the experiences of previous 
kers, we have come across cases where 
er function test became abnormal after 
use of this drug and one patient devel- 
a marked drug rash soon after the 
dose of Nardil.? 
j ‘oxic effects on liver: This study con- 
s of 13 patients, on whom C.B.C., C.C.F. 
holesterol cephaline floculation), B.U.N., 
and urinalysis were done and were found 
mmal prior to putting them on 15 mg. of 
dil tid. Seven of them developed 
D.F. 14+ to 4+ during the treatment. 
r simplicity and better understanding 
еу are divided into 3 groups. 
Group A consists of 2 patients who de- 
ed C.C.F. 2+ to 3+ after one week's 
ment. In one when the medication 
s continued, C.C.F. became increasingly 
tive. When the drug was discontinued, 
С.Е. returned to normal, When the drug 
5 discontinued with the other patient, 
.F. became normal immediately. Same 
ent was again put on smaller doses 
increasing gradually to 15 mg. t.i.d. without 
further sign of liver damage. 
.- Group B consists of one patient who not 
only developed C.C.F. 3+ after one week's 
ment but also developed C.C.F. 24- to 
after few weeks’ treatment as a cum- 
e toxic effect like group C. C.C.F. 
$ case returned to normal on reducing 


g 
oup C includes 4 patients who did not 
any immediate hepatotoxic effect but 
develop C.C.F. 1+ to 24 after few 
treatment. In two of them, the next 
+ report was normal despite con- 
Danville State Hospital, Danville, Ра. 


2 Warner-Chilcott Laboratories. Phenelzine Nardil 
W-1544A). For investigation use only. 


has experienced some relief of symp- 


- In a private psychiatric practice dealing 
with a wide range of problems in a group 
of patients who might be considered to be 


TOXIC AND OTHER SIDE EFFECTS OF NARDIL 
PHENELZINE SULPHATE W-1544A 


more responsive to treatment than institu- 
tionalized patients, the results are disap- 
pointing and certainly not consistent with 
the claims made by the advertisers or in 
reports in the literature. 


UJAMLAL C. KOTHARI, М.р. 


tinuation of the drug; but one showed 
more positive C.C.F. 

None of them developed any clinical sign 
or symptom of liver disorder. 

Drug rash: Unlike the reports by pre- 
vious workers, one of our patients devel- 
oped a marked, red macular rash with 
mild itching all over the body, which did 
not respond to usual anti-histamine treat- 
ment but gradually disappeared on dis- 
continuation of the drug. Same patient was 
placed on smaller doses which were gradu- 
ally increased to 15 mg. t.i.d. without fur- 
ther reaction. 

Other side effects : Two of our patients, 
having a history of fluctuating blood pres- 
sure, developed hypotensive reaction with 
fainting and dizziness. This effect, being 
mild, was prevented by reducing the medi- 
cation. 

Insomnia and restlessness were the com- 
plaints of 3 patients and were treated with 
mild sedative and Meprobamate respec 
tively. 

Nausea, vomiting and headache etc. were 
not noticed in our patients. 


SuMMARY 


This article being mainly about the side 
effects of phenelzine sulphate, its value as 
an anti-depressant agent is not discussec. 

Risk of hepatotoxic effects of this drug 
is worth keeping in mind as 7 out of 1 
cases showed some abnormality of liver 
function test. Phenelzine sulphate may pro- 
duce drug rash as many other drugs do. 
Patients, having low or fluctuating blood 
pressure may develop hypotensive reac- 
tion while on this drug and should be under 
close supervision. Sometimes it produces 
side effects like insomnia and restlessness 


( 
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CORN 
which can be relieved by sedative and 
Meprobamate. 
, No toxic effects on kidneys or blood were 
observed in our study. 

All the above effects are mild and rever- 
sible and may be treated by reducing or 
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discontinuing the medication and with 
juvant therapy. 
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CLINICAL FINDINGS AND PSYCHOPHYSIOLOGICAL TESTS OF — | 


THE EFFECTS OF A NEW PSYCHOPHARMACOLOGIC AGENT : 
DORNWAL ' 


CARNEY LANDIS, Pu.D.,? JOHN R. WHITTIER, M.D.,* 
DONALD DILLON, Px.D.,? лхо RUTH LINK, M.A? 


In earlier investigations(1, 2, 3, 4), 
changes in psychophysiological perform- 
ances were found which could be at- 
tributed to “active” psychiatric treatment 
methods such as psychosurgery, electro- 
convulsive therapy, insulin coma therapy, 
and certain of the ataractic drugs. The 
changes were shown by the tests of flicker- 
fusion thresholds, speed of choice reaction, 
speed of tapping, the Purdue Pegboard 
dexterity, and both Test Age and Quali- 
tative scores on the Porteus Maze. Patients 
treated only with psychotherapy gave no 
systematic test score changes or losses. 

A new drug, Dornwal (aminophenylpyri- 

One), which seemed to influence behavior 
Without the disadvantages of sedation, was 
ee available to us through the courtesy 
m John V. Scudi who suggested that we 
m s therapeutic properties with a probe 

P of hospitalized psychiatric patients. 

: B» recently admitted patients (6 
ety ad enics, 3 chronic alcoholics, 2 anxi- 
Jd ysterics) at the Creedmoor State Hos- 
tid Imre treated with either 200 mg. 
4 Жа нш mg., ti.d. Dornwal, each over 
à ek period. At the end of the period, 
Ward physicians and examining psy- 


ith. 
Мат; s, OY tigation was facilitated by NIH grant 
Tierna Y assistance received from the Wallace 
Plicebos e The latter furnished the drugs and 
Creedmoor i ER The investigation was done at the 
Hany A one Hospital. We are most grateful to 
Saf for ыл, M.D., Senior Director, and his 
New it Cooperation and assistance. 
168th Sty Ork State Psychiatric Institute, 722 West 
з эн New York City 32. 
Queens y; Institute for Psychobiologic Studies, 
illage 27, New York. 
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chologists rated the patients as to outco 
as follows : 5 were much improved ‹ 
covered; 4 were improved, and 2 
unimproved. k 
The typical comment on the part of 
patients after having ingested Dornwal 
“I feel calmer and more relaxed." Ti 
the 11 patients made remarks to this e 
and their statements and behavior а 
for 9 of these 10 patients. Of the 2 uni 
proved patients, one said he felt no bet 
nor did he behave in a calmer fashi 
and one said he felt calmer but did · 
behave accordingly. 279 
Two of the 11 were at first negativistic 
but following treatment, negativism \ 
reduced. Manifest hallucinatory and delu- | 
sional activity was stopped in 2 pati 
during Dornwal treatment. The beha 
and complaints of 4 others indicated 
duced anxiety and tension at the end of th 
drug therapy and for at least one week 
thereafter. In one patient very evident fin 
ger tremors ceased. There was less evi ent. 
depression with 4 patients. One patient. 
stated that, “the pills slow me down.” Only 
one patient showed any noticeable tenden- 
cy to be drowsy or sleepy. 
A relationship between dosage and clini- 
cal outcome was manifested. Of the 5 pa- 
tients receiving Dornwal, 200 mg. tid., 
only one was rated as much improved. Fout 
of the 6 patients, who received 400 mg. 
tid., were rated as much improved. — | 
Dornwal did not depress any of the pei 
formances in our battery of psychophysi 
logical tests. Very probably it had a slig 
facilitating effect upon most of the te 
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measures but this facilitation was somewhat 
confounded by practice effects. 

In terms of grouped data, no statistically 
significant differences between any test per- 
formances before, during, or after drug 
treatment were found. However, the analy- 
sis of the data for individual patients 
showed that Dornwal did not act to inter- 
fere with the scores on the test perform- 
ances in flicker-fusion, choice reaction 
time, Tapping, Purdue RLB dexterity or 
Porteus Maze tests. In fact, particularly at 
the 400 mg. tid. dose level, Dornwal 
acted as a mild stimulant. 


rene - 


| THE EFFECT OF DEANOL ON THE ACTIVITY OF 
" CHRONIC SCHIZOPHRENIC PATIENTS 


STANLEY L. PORTNOW, M.D., MARK B. ARDIS, M.D., 
AND JOHN E. LUBACH, Px.D.1 


This study was undertaken to evaluate 

the effect of the addition of the energizer, 

— deanol*, to the chemotherapeutic regime 
of chronic schizophrenic patients. It is 

~ assumed that deanol acts as a central 
"nervous system energizer by crossing the 
7 blood-brain barrier and being converted 
intracellularly into acetylcholine(1, 2). This 
~ energizing effect might be expected to be 
beneficial to patients who, although en- 
gaged in active chemotherapeutic and 
7 milieu treatment programs, have stabilized 
_ at relatively low levels of adjustment char- 
| acterized by apathy, disinterest, and ap- 
_ parent lack of energy. For this investigation, 
_ it was hypothesized that any increase in 
, readiness to relate to others, or 
interest in environment resulting from the 
_ addition of deanol to their chemothera- 
_ peutic program should manifest itself in an 
— improvement in their functioning in an 
| activity such as occupational therapy (OT). 
For this 3-month double blind study, 


1VA Hospital, Topeka, Kansas. 

Deanol (2-dimethylaminoethanol) was supplied 

Deaner®, the para-acetamidobenzoic acid salt of 
l, by Riker Laboratories, Inc, Northridge, Cali- 


‘The authors wish to acknowledge the kind assistance 
John W. Chotlos, Ph.D., Charles С. Hermann, 

D., Alversa B. Milan, O.T.R., Raymond E. Reinert, 
A and Ora I. Rhudy of the VA Hospital, "Topeka, 
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During the two weeks that Dornwal was 
given, urinalysis and CBC determinations 
were secured at regular intervals from each 
patient. At no time did these measures ex- 
ceed the normal range of variation 
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subjects were 20 male chronic schizophrenic 
patients ranging in age from 21 to 64, who 
had been hospitalized continuously for at 
least one year. They attended OT in two 
sections of 10 patients each, the assignment 
determined by a random selection pro- 
cedure. These sections were then eac 
divided into experimental and control 
groups of 5 subjects equated on the basis 
of evaluations at the end of a 2 week ob- 
servation period. The 10 patients in the 
experimental groups were started on deanol 
in doses of 200 mg. daily for 6 weeks. The 
10 control subjects received placebo. At 
the end of 6 weeks the dosage was raised ог 
lowered by the ward physician according to 
clinical indications, some patients receiving 
as much as 300 mg. daily. Current medica- 
tions including tranquilizers were continu 
and adjusted as indicated. However, n9 
patient received another energizer or cent 
nervous system stimulant. 

During the entire investigation, bi-weekly 
evaluations of performance were made PY 
the two occupational therapists who wor 
with both sections of patients. Evaluations 
were made by means of the MACC Be _ 
havioral Adjustment Scale(3) and direct — | 
ratings of sociability, activity involvemen? 
and appropriateness of behavior. Rating 
on the same scales were made by the tw? 
ward physicians to evaluate ward behavio! 
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at the beginning and at the end of the 3 
months. 


DISCUSSION AND SUMMARY 


For both the OT and ward evaluations, 
the scores used were the combination of the 
ratings by the pairs of raters. In the OT 
setting both drug and placebo groups 
showed a consistent trend toward improve- 
ment as might be expected from adaptation 
to the experimental situation. This trend 
was statistically significant on 3 of the 4 
measures used. However, the major hy- 
pothesis was not supported in that there 
were no discernible differences between 
drug and control groups in amount of 
change. This suggests that the addition of 
deanol had no appreciable effect in making 
the subjects more ready to respond in this 
treatment situation. 

The ratings of ward behavior revealed no 
recognizable changes for either the experi- 
mental or control groups. As a further in- 
dication that deanol was ineffective in pro- 
ducing the type of improvement antici- 
pated, the occupational therapists, ward 


CLINICAL USES OF SCTZ-A PRELIMINARY REPORT ' ў 


Lr. Cor. KIRPAL SINGH, M.B., B.S. ; D.P.M.* E 


SCTZ, which is a chlor-derivative of the 
thiazole portion of the thiamine (vit. Bl) 
molecule (a 5 В chloroethyo-4- methyl-thi- 
ole salt) has been favourably reported 
upon by some French workers(Laborit et 
E 1957), in the treatment of psychiatric 
Conditions characterised by agitation, rest- 
“sshess and over-activity. Intravenous ad- 
ministration was found to produce sleep 

^d resembling normal sleep which was 
з dm to be due to an inhibition of the 

9bral cortex with no action on the retic- 
syst formation or the autonomic nervous 
fro em; its mode of action thus differing 

71 some other tranquilizing agents. No 
ци toxic symptoms were encountered 

€ clinical trials in France. 


1 . 

Ini, лы report is being published in the 
2 Senior taal of Psychiatry, Oct, 1959. 
Poona, eae ia in Psychiatry, Military Hospital, 


physicians, and 
volved were unable to ч 
chance at the end of the experiment which 
patients had been receiving the drug and - 
which placebo. 4 
Laboratory investigation during the test 
period included weekly determinations of | 
SGP-transaminase, urine ictotest, hemo- - 
globin, white blood count and differential — 
and gamma globulin turbidity, with a 
monthly serum alkaline phosphatase deter- - 
mination. The only side effect of the drug | 
noted was a transient leucocytosis in ome. 
patient. 
These results are regarded as casting 
doubts on the therapeutic value of deanol — 
for chronic schizophrenic patients. 
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The drug has been used in a small series — 
of 11 cases during the last 6 months at 
Poona. Five were suffering from psychotic ' 
(hypomanic 2, schizophrenic 3) and 6 from - 
psychoneurotic reactions. All the psychotic 
and most of the psychoneurotic cases wer 
agitated and restless. In 3 psychoneurotic 
cases the drug was used for narcoanalysis | 
in the place of the usual barbiturate prep- 
arations like amylobarbitone (amytal sodi- 
um) or thiopentone (pentothal ). ` 


METHOD 3 

The drug was administered intravenously 
(100 to 160 c.c.) in 3 to 6 minutes in all 
but 2 psychoneurotic cases who received 
the oral tablets only. In those who received - 
intravenous injections the continuation: 
treatment was in the form of tablets. In two | 
female psychotic patients who were most 
uncooperative, it was decided to give ECT 


d follow it by SCTZ intravenously. 
in the beginning a 100 c.c. syringe was 
d for administering the drug but as it 
too difficult to handle, it was soon re- 
iced by a 20 c.c. syringe with a two 
vay connection. 
ооз 
_ The intravenous injections of the drug 
followed rapidly by sleep which was, 
ever, of very short duration (a few 
inutes to half an hour) in most cases, 
thus necessitating repeated injections. 
There was a symptomatic relief in 6 out 
f 8 cases of agitation, restlessness and 
activity and one case of hypomania 
me completely asymptomatic within 10 
s and continues so 6 months after the 
atment. The drug had no effect in one 
of schizophrenic (catatonic) excite- 
t and another case of anxiety neurosis. 
chronic psychoneurotic who had used 
other preparations previously gave 
vourable report in respect of SCTZ tab- 
and said that the sleep promoting ef- 
ct was very rapid and appeared within 
7 minutes. 
.. А combination of ECT and SCTZ used in 
cases of this series did not produce 
undesirable effect, nor did a simultane- 
use of this drug and chlorpromazine 
to any untoward effect. 
was found to be adequate for the 
se of narcoanalysis and promoted the 
lishment of rapport in all 3 cases 
it was used for this purpose; 60 
of the solution intravenously was found 
icient in these cases. The patient was 
to answer questions but a release of 
s reported by some French workers 
the drug, and which also frequently 


occurs with preparations like sodium amy- 
tal and pentothal, did not take place in any 
of the cases nor was there any euphoria 
and tendency to overtalkativeness, which 
not uncommonly follows, and results in a 
disturbed sleep, when a combination of a 
barbiturate with a cerebral stimulant like 
methedrine, is used for narcoanalysis. The 
use of SCTZ for narcoanalysis has not been 
mentioned in previous literature. 

Phlebitis occurred in 5 cases, probably 
due to the low pH of the solution. 


CONCLUSION 


Owing to the small number of cases 
treated so far, no firm conclusions can be 
drawn. The drug when administered intra- 
venously produces sleep very rapidly which 
lasts for a few minutes only, thus necessi- , 
tating frequent injections or recourse to an 
intravenous drip. The quantity required 
at one time varies from 100 to 160 c.c. In 
uncooperative cases when it is difficult to 
administer the drug, it can be injected after 
giving an ECT. Phlebitis appears to be a 
common complication and was met with 
in 5 cases. Further controlled trials are in- 
dicated. 
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She was only six years old. Still she had 
aright to live. It was an emergency case— 
the all too common tragedy of the streets. 
This time it was a depressed compound 
fracture of the skull of a little child. Her 
condition was critical. She might not live 
anyway. But then again she might, if she 
could have everything that medical science 
could offer—immediate operation, and then, 
as indicated routine, a blood transfusion. 
The surgeons were there, trying to do their 
duty—to save a life. 

But the child, being a minor, could not 
authorize the blood transfusion. Were there 
not older and presumably wiser persons 
who could speak for her, and satisfy that 
formality? Her parents were there, but 
they exercised their ownership rights and 
withheld consent to the transfusion. The 
child died, 

Why did the parents refuse a measure 
that might have saved her life ? They were 
Jehovah’s Witnesses and their authority was 
some lines in Leviticus and Deuteronomy 
ыы the children of Israel to “eat 


This all happened in New Jersey and is 


. teported in the AMA News, Dec. 14, 1959. 


Hospital officials plead in vain with the 
Parents to permit the transfusion. By legal 
process they were brought before a judge 


_ Whose efforts were likewise fruitless. There 


5 ап amendment to a New Jersey Statute 


ATIS “a " 


COMMENT 


A CHILD DIES 


ee cd ЗАКЛА Là 
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which upholds the right of a parent to take 
the stand these parents took if it is based on 
a "religious belief.” "d 
This raises the question, as to the nature 
and quality of the religious belief invo 
Is it evidence of a sound and dispo: 
mind? Does it indicate proper pa 
care for the welfare of the child, e 
the life of the child? In a word, are 
parents suitable persons to have cus 
of the child ? It is common knowledge 
children are routinely removed from. 
custody of their parents on evidence 
they are not receiving the proper car 
protection. ud 


given the necessary treatment rega 
of the parents' veto ; that is, if under Ne 
such procedure is recogni 


In any case there was not time ; the hild 


could be done to prevent recurrence 
similar situation. The lawyer replied 
guess we need an amendment to the am 


» 


Jersey should be taken note of through 
the land. 
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ТЕ ditor, THE AMERICAN JOURNAL оғ PsycHI- 


ATRY : 
_ Sm: With reference to the clinical note 
entitled “A Modification of the Forrest Test 
- for Phenothiazines” by Mr. Jack J. Heyman, 
- Drs. M. Almudevar and Sidney Merlis in 
_ the September 1959 issue of The American 
E] al of Psychiatry, we studied the appli- 
cability of 2% FeCl, stained filter paper of 
different grades and textures. We found 
that Whatman 3MM filter paper gave dis- 
crete and stable colored spots with this 
modified procedure. It compared favorably 
in sensitivity and stability of developed 
henothiazine color with a sulfonic acid 
ion exchange paper (Amberlite XE-69 

plied through the courtesy of Rohm & 


itor, THE AMERICAN JOURNAL or Psycut- 
Y: 
IR: Thank you for your courtesy in 
ding me the enclosed letter from Dr. 
T. H. Lin. 
As a matter of fact, we had tried lighter 
ides of filter paper with very poor re- 
ults. Dr. Lin's observation on the heavy 
ht Whatman 3MM paper has been 
confirmed by us. This paper is certainly 
superior to the SA-2 ion exchange resin 


dio = 
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Hass Company ). Furthermore, the original- 
ly pure white Whatman 3MM paper pro- 
vides a more brilliant yellow background 
(after impregnation with 2% FeCl, solu- 
tion) and better contrast for the violet or 
purple color produced from phenothiazine 
metabolites than the off-white sulfonic acid 
resin paper. We feel that the advantage 
in simplicity of this modification can be 
further increased by the use of Whatman 
3MM filter paper. 


T. H. Lin, Ph.D., 
Luther W. Reynolds, B.S., 
Research and Development Div., 
Smith Kline & French Laboratories, 
Philadelphia, Pa. 


REPLY TO THE FOREGOING 


impregnated paper and comparable to the 
SA-1 paper which is much lighter in color 
that the SA-2. 

We have been working with another 
modification, using Dr. Forrest's mercuric 
nitrate reagent. We feel that this is even 
superior to the FeCl, impregnated paper 
because we can now detect the low-dose 
drugs such as Stelazine, Trilafon, etc. 


Jack J. Heyman. 


Symposium on LSD-25 ScaepuLEep.—The 
first invitational conference of Napa State 
Hospital, Imola, California, a symposium on 
Lysergic Acid Diethylamide (LSD-25), will 
be held on Saturday, January 16, 1960, 
sponsored jointly by the hospital and San- 
doz Pharmaceuticals. Basie science aspects 
of this hallucinogenic drug will be dis- 
cussed during the morning ; the clinical and 
therapeutic status during the afternoon. 
Sidney Cohen, M.D., Chairman, Research 
Committee, Veterans Administration Cen- 
ter, Neuropsychiatric Hospital, Los Angeles, 
will be the guest lecturer. Other partici- 
pants will include faculty members from 
Stanford and the University of California 
medical school, Langley Porter Neuropsy- 
chiatric Institute, and practicing psychia- 
trists and psychologists. 


NEunoLocv Resmency Bronx V. A. Hos- 
PITAL.—The Bronx Veterans Administration 
Hospital in affiliation with Columbia Uni- 
versity announces an approved 3 year resi- 
dency program in neurology. In addition 
to work at the V. A. Hospital, residents 
spend 6 months full time at Montefiore 
Hospital, 4 months full time in the depart- 
Sn of neuropathology at the Columbia- 
tesbyterian Medical Center, and over a 
ay of 14 months attend various neuro- 
gic outpatient clinics of the New York 
urological Institute. Lectures in the basic 
ences are given at Columbia University. 
а e training program is under the immedi- 
e Supervision of Dr. Carl B. Booth in col- 
Eon with Dr. Daniel Sciarra, Dr. 
"d Wolf, and Dr. Tiffany Lawyer, Jr. 
Ru) interested candidates may obtain in- 
чв about this program by writing 
arch, to Carl B. Booth, M.D., Chief, 
б mM Section, V. A. Hospital, 130 
ingsbridge Road, Bronx 68, N. Y. 


m SACHUsSETTS MENTAL HEALTH CENTER 
for E Procram.—To help fill the need 
fiel eh scientists in the mental health 

‚(һе National Institute of Mental 


H 
ФЬ has awarded a grant of $400,000 to 


NEWS AND NOTES 


Harvard Medical School and Massachusetts 
Mental Health Center for the training of 
selected psychiatric residents after their 
third year of training or Ph.D.s interested | 
in mental health research careers. The can- 
didate may be attached to one of 8 labora- 
tories, including clinical psychiatry, social | 
science, psychology, psychophysiology, psy- 

chopharmacology, neurochemistry and neu- ~ 
rophysiology, for his major "arbeit." In ad- 
dition there will be interdisciplinary sem- | 
inars involving the designated laborato 
from the Harvard Quadrangle and from 
Massachusetts Mental Health Center 

search Department. Special formal and 
formal instruction also will be arranged 
suit the candidates’ needs. En. 

The program is under the direction of Dı 

Milton Greenblatt (Assistant Superinte 
ent and Director of Research at the Cen: 
ter), and Dr. Jack R. Ewalt (Superintend 
ent and Professor of Psychiatry ). 


LATIN American Society or EEG AN 
CrmicAL Neuroprysiotocy.—Because of | 
the expanding interests in the branch of 
electroencephalography and clinical neu- 
rology, the South American EEG Society | 
has incorporated as one of its members the 
Mexican Society of EEG. This incorporation 
has brought a change in the name of the 
EEG Society which henceforth will be 
known as the Latin American Society of- 
EEG and Clinical Neurophysiology. A 

Its Officers are : Dr. Carlos Villavicencio, 
of Santiago, Chile, President ; Dr. Paulo Vaz 
de Arruda, of Sao Paulo, Brazil, President- 
elect. Um 
Dr. Abraham Mosovich, of Buenos Aires, 
Argentina has been elected Honorary Secre- 
tary of the newly expanded society. E 


Dr. Впору Heaps PSYCHIATRY, UNIVER- 
srry or MARYLAND SCHOOL or МЕРІСІХЕ,— 
Dr. Eugene B. Brody has been appointed - 
Chairman of the Department of Psychiatry 
and Director of The Psychiatric Institute of 
the University of Maryland School of Medi- - 
cine. He succeeds the late Dr. Jacob E 
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Finesinger. Dr. Brody came to Maryland 
from Yale in 1957 as professor of psychiatry 
and has been Psychiatrist-in-Chief of the 
University of Maryland Hospital and The 
sychiatric Institute since 1958. 


—. AMERICAN PSYCHOPATHOLOGICAL ASSOCIA- 
N, Inc.—The Association will hold a 
iposium on the "Psychopathology of 
ng" at its 50th annual meeting at the 
k Sheraton Hotel, New York City on 
day and Saturday, February 19 and 20, 
0. This symposium will be published in 
course of the year. 


umEPOsts To MENTAL HEALTH.—A re- 
edition of Guideposts to Mental 
5 lth is now available from the New York 
State Department of Mental Hygiene. Most 
popular of the department's many publica- 
tions, the seven-pamphlet series has re- 
quired 8 printings to distribute more than 
2A million copies since its debut in 1949. 
The text was written by Margaret M. Far- 
rar, director of mental health education and 
i ОЈ mation. 
- Single copies or complete sets of the 
, titled Life Begins, School Days, Teen 
Your Marriage, Your Job, The Middle 
ars, and The Golden Age, may be ob- 
ed by anyone without charge from the 
fice of Mental Health Education and 
rmation, Department of Mental Hy- 
ne, 240 State Street, Albany, N. Y. 


. AMERICAN PsycnosoMaric Sociry.—The 
T7th annual meeting of the society will be 
held at the Sheraton-Mt. Royal Hotel, Mon- 
í HAT and Sunday, March 96 and 


the Sunday morning session there will 

panel discussion on contributions of 

eha vioral scientists to psychosomatic medi. 
by speakers representing anthropology, 

cine, psychiatry and sociology. 

tration fee for non-members is $5.00, 

dents, interns, residents and fellows 
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mental deficiency will be held July 24-29, 
1960, at the British Medical Association's 
Headquarters, Tavistock Square, London, 
W.C. 


A wide range of subjects will be covered 
providing information on the latest scientific 
developments in the field of mental de- 
ficiency with opportunities for discussion. 
Invitations to give papers have already been 
provisionally accepted by outstanding work- 
ers from Great Britain, Belgium, Denmark, 
France, Germany, Holland, Sweden and 
the United States. 

Membership of the conference is open to 
professional workers in all branches of the 
mental deficiency field; medical, psycho- 
logical, educational, social and adminis- 
trative. 

Further information may be obtained 
from the president of the International Con- 
ference Committee of the American Asso- 
ciation on Mental Deficiency, Mr. Harvey 
A. Stevens, 301 Troy Drive, Madison 4, 
Wisc., ог from Arthur W. Pense, M.D., 
New York State Department of Mental 
Hygiene, 240 State Street, Albany, N. Y. 


TWELFTH ANNUAL INSTITUTE IN PSYCHIA- 
TRY AND NEUROLOGY, Norra Litre Rock, 
Arx.—This annual institute will be held 
February 25 and 26, 1960, at the North 
Little Rock Division of the Consolidated 
Veterans Administration Hospital. 

In addition to psychiatric sessions, there 
will be conferences in clinical psychology; 
psychiatric social work, psychiatric nursing 
and dietetics, There will be various soc! 
activities including a dinner the evening 0 
February 25 when Dr. Mathew Ross will be 
guest speaker. 


Tur Horsemer Prize.—This prize of 
$1,500 is awarded annually by The Ameri- 
can Psychiatric Association for an out 
standing research contribution in the fiel 
of psychiatry or mental hygiene which has 
been published during the previous 3-year 
period. Studies in press or in preparation 
are not eligible. f 

This competition is open to citizens © 
the United States and Canada, not over 
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years of age at the time the study was sub- 
mitted for publication; or to a research 
group whose median age does not exceed 
40 years. The next award will be made at 
the annual meeting of the Association in 
May 1960. Entries submitted to the Prize 
Board before March 1, 1960, will be con- 
sidered. It is imperative that 8 reprints or 
duplicated copies of each entry as well as 
the necessary data concerning age and 
citizenship be sent to David A. Hamburg, 
M.D., Chairman, Hofheimer Prize Board, 
National Institute of Mental Health, Bethes- 
da 14, Maryland. All entries are inde- 
pendently evaluated by each member of 
the Hofheimer Prize Committee and final 
selection determined by equal vote. 


Tare Recorpincs, Tae Woops $сн0015, 
LawcHonNE, Pa.—The president of the 
Woods Schools announces 2 new recordings 
from the conference on “Counseling Par- 
ents of Children with Mental Handicaps" 
held in cooperation with the University of 
Minnesota : 

l "Counseling with Parents at Time of 
First Knowledge of Retardation,” by 
Reynold A. Jensen, M.D., Professor of 
Psychiatry and Pediatrics, University of 
Minnesota. 

2. Helping Parents in a Community Set- 
ting,” by Harriet E. Blodgett, Ph.D., 
Assistant Professor, Institute of Child 
Welfare, University of Minnesota. 

еве records (12-inch, double-sided, 
gh fidelity discs) can be borrowed for 

aed meetings without cost except for 

á Pping charges both ways. Three weeks 
Vance notice necessary. 


Survey or Psycmarric FACILITIES IN 
eat the invitation of Governor 
ell ichols of Colorado, Governor Rocke- 
o er of New York has authorized a survey 
ipi chlatric facilities in the former state 
py missioner Paul H. Hoch of the New 
ча Service. Dr. Hoch will go to Denver 
up n January where he will aid in setting 
Ong-range mental health program. 

feller Ing his approval, Governor Rocke- 
T said, “The administration is happy to 
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cooperate in strengthening mental he 
programs in the states and to make D 
Hoch’s services available to that end.” — 


Correcrion.—In the December 
Journal, line 8 of footnote 3, page 
should read ... 10 to 150 mg. . . . insi 
of ... 10 to 15 mg. A further corre 
made by the author is that the last p 


promazine ...” 


Birrupay Porrrair FOR CLARE! 
Fannan.—On his eighty-fifth birthda 
vember 27, 1959, at a dinner in his "uj 
at the Albany Club, Toronto, Dr. Fa 
was presented with his portrait, pain 
the well-known artist, Archibald 


ered from many points in Canada ar 
United States to pay tribute to 
teacher. Professor D. Ewen Can 
Montreal made special mention of 
of honour's important contribution as. 
tor-in-Chief of the Journal of the Americ: 
Psychiatric Association since 1931. «8l 

Dr. C. M. Hincks spoke about the "e 
days,” drawing attention to the fact that D 
Farrar was the first full-time profess 
psychiatry in Canada on his appointment. 
1995. Dr. D. G. McKerracher of Saska! 
dealt with the postgraduate era, depi 
“a conference" with great clarity and hu- 
mour. : 

After presentation of the portrait, 
Farrar replied by thanking the contribut 
and then went on to pay tribute to his 
decessor, Dr. C. K. Clarke as well as о 
who had been associated with him until 
retirement in 1947. 

Congratulatory telegrams were re 
from individuals and organizations attest 
the esteem in which he was held as Pro 
sor, Department of Psychiatry, Univ 
of Toronto; and, in a sincere and 
epilogue, Professor A. B. Stokes summ: 
the sentiments held by all who have b 
fortunate enough to be associated with E 
Farrar in his long career of such great 
nificance to the advancement of Psychia 


Onyective APPROACHES TO TREATMENT IN 
- Psycmtatry. By Leo Alexander, M.D. 
ш (Springfield : Charles C Thomas, 1958, 
~ pp. 139. $4.50.) 


Anyone venturing to write a textbook on 
tment in psychiatry during 1958 was a 
we person. So much was happening in so 
ny fields ; approaches came from diverse 
; results of various treatments remained 
“open to question ; yet great progress was being 
made during this year. 
_ The writer of this review can vouch for the 
t that Dr. Alexander is a brave pioneer in 
many facets of psychiatric treatment. Also, 
is about as objective and scientific, yet 
gmatic as any contributor in the field of 
chiatric therapy. 
To condense the Treatment in Psychiatry 
little over 100 small pages must have been 
prodigious undertaking. And Dr. Alexander 
aust have known full well that many aspects 
of “arbeit” would change from the time 
' submitted the manuscript until the book 
me out and reviews were published. 
hat Dr. Alexander is eclectic in approach 
not to be denied. He is well qualified in 
hoanalytic therapy. He has had extensive 
hand experience in the various types of 
treatment as well as the numerous drug 
pies. His range of experience extends from 
mental hospitals through army service 
os it both abroad and in this 
the title indicates, the author starts with 
lea for objectivity in acceptance of treat- 
methods, recognizing that almost all psy- 
tric therapy is empirical and symptomatic. 
pening of diagnostic and prognostic eval- 
tions is called for as a firmer basis for 
peutic decision. Considerable emphasis is 
iced on the Funkenstein test and other 
autonomic test responses in relation to treat- 


"Throughout the book there are numerous 
teresting, discerning and challenging discus- 
- sions that help to bridge the gap between 
“organic” and “functional” viewpoints. The 
. "organic" is in the field of neurophysiology and 
ot in pathology or anatomy except for con- 
si ideration of the autonomic system. The Pav- 
lovian theories pertaining to excitation and 
inhibition (and as refined and elaborated by 
Са ntt and others) are brought into the inter- 
. pretation of anxiety, depression, hallucinosis, 
^ delusion formation, etc. The effect of these 
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emotional and physiological factors on the ego, 
and reaction of the ego to them become an 
important part of the total picture that is the 
guide for treatment. A review cannot do justice 
to the clearly stated and documented theories 
put forth by Dr. Alexander. 

In this volume there are some rather definite 
statements about the “treatment of choice,” 
such as the value of insulin shock therapy in 
schizophrenia, the excellent results of ECT in 
depressive conditions and the advantages of 
psychotherapy in neuroses. In “Drug Thera- 
py,” Chapter V, the author gives a compressed 
(20 pages), yet fairly complete survey of this 
rapidly expanding field. “Frontal Lobotomy” 
is discussed in 5 pages and brought into an 
up-to-minute perspective as a therapy of last’ 
resort. Again, the author was brave in attempt- 
ing to discuss psychotherapy in 19 pages, but 
nevertheless there is much food for thought in 
this chapter which reflects Dr. Alexander's 
personal eclectic approach and understanding. 

The extensive list of references is well chos- 
en and the volume has an excellent index. This 
small volume should not be judged by its 
size. It is recommended for reading by psy- 
chiatrists, neurologists and others in related 
fields, not so much as a guide for specific 
therapy in an individual case but for stimula- 
tion to further thought and research in therapy 
with due consideration of Dr. Alexander's hy- 
potheses and his pragmatic yet objective 
approach. 

Lrovp J. Тномрѕом, M.D., 
Winston-Salem, N. C. 


Grosse Nervenärzte. Vol. II. Edited by Kurt 
Kolle. (Stuttgart: Georg Thieme Verlag, 
pp. vii + 251, 14 ills., 1959. D.M. 29.40. 
$7.00.) 


In 1956 Professor Kolle brought out a vol- 
ume, titled as above, containing biographies 
of 21 great neurologists and psychiatrists 0 
the modern era, the earliest included being 
Pinel. He called attention to the difficulty, in 
order to keep the book within bounds, of 
making selections from among the many great 
names of the 19th and 20th centuries ; ап 
held out the possibility that a second series 
might follow. Here it is. And now again the 
compilation involved the same problems as 
the first. Judging by the importance of this 
work one may hope that a third volume may 
be under consideration. In his preface ®@ 
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Herausgeber even indicates that likelihood.1 

The persons whose life stories are told here 
are: Golgi, Nissl, Alzheimer, Brodmann, the 
Vogts, Helmholz, Quincke, Esquirol, Th. Mey- 
nert, Wernicke, Adolf Meyer, Gaupp, Pierre 
Marie, Babinski, Henry Head, Economo, 
Horsley, Walter Dandy, Clovis Vincent, Du- 
bois, Hermann Simon. 

It is especially to be noted that Kolle se- 
lected his collaborators on the basis 1) of 
their established research record ; 2) of their 
expert knowledge of their subject ; 3) as far 
as possible, of their close personal contact with 
the persons they were to write about. Any one 
who has heard a speaker discuss a great man 
he, the listener, has intimately known, but the 
speaker has not, will appreciate the importance 
of the third qualification. 

To mention a few of the contributors to 
the present volume: the editor writes about 
"Geheimrat Heinrich Quincke who often ac- 
companied his father, Geheimrat Kolle, and 
himself, then a medical student, on their even- 
ing walks, The debt of psychiatry and neu- 
tology to lumbar puncture, first practiced by 
Quincke and reported in 1891, can hardly be 
overestimated. 

Henri Ey contributes the biography of Es- 
quirol, friend and favorite pupil of the great 
Pinel. It was Esquirol who was mainly re- 
sponsible for asylum reform in France and for 

e humane provisions of the Act of 1838 
Which still holds good today. 

Sir Geoffrey Jefferson has written the chap- 
ler on Victor Horsley, scion of a family of 
шап and painters. Horsley’s pioneering 
typophysis operation is dealt with, and Cush- 
ч criticism and the differences between the 

9 great neurosurgeons are touched upon. 
Erwin Stransky writes about that singular 
Scholar Constantin von Economo. Born in Ru- 
mania of a distinguished Greek family, he 
заи up in Trieste where language and culture 

mainly Italian and chose Vienna as his 
of ee home. He is famed as the discoverer 

Ou ephalitis lethargica (1917). 

X аг Diethelm is the author of the biog- 

д У of Adolf Meyer ; whose formulation of 
tipici, oe of psychobiology wherein a mul- 
nen уе factors, genetic, psychological and 
sonality etermining habit formation and per- 
menta] pope and likewise predisposition to 
entis] ealth or illness, has been widely in- 

ne a in both American and British psy- 
Up ar His teaching has been aptly summed 
— & common sense psychiatry." 


1s э 
ins но Kolle : Kraepelin und Freud. Beitrag zur 
Thi eschichte der Psychiatrie (Stuttgart : Georg 
erlag, 1957, pp. 88. $1.80.) 
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In writing about Franz Nissl, Hugo Sp Mz 
points to the remarkable fact that Nissl, the 
24-year-old medical student at the University. 
of Munich, wrote a prize essay on the patho- 
logical changes in the nerve cells of the 
bral cortex, wherein he was first to describe 
the particles embedded in the cytoplasm whic] 
have ever since borne his name, differentiate 
fixing and staining methods for diffe 
structures, as cells and fibres, described 7 fo 
of pathological nerve cell changes, like 
the laminar structure of the cortex—in short in 
that astonishing student essay laid the founda- 
tion of the histopathology of the cerebral 
tex, indicating the changes characteristic 
general paresis and showing the possibility 
differentiating other psychoses associated w 
organic brain changes. е: 

Jt would be a pleasure to give more 
these fragments of the stories mentioned abo 
and to include reference to the other b 
ographies as well, but there isn’t room. Р 
fessor Kolle addresses this volume, 1 
predecessor, particularly to the younger p 
chiatrists and neurologists that they may. 
come acquainted with the achievements 
their great predecessors, upon whose shou 
mayhap, some of them may one day stan 
push outward still further the boundari 
knowledge. Е 
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Basic 158088 1v РвүсшАтву. By Paul V. L 
kau, M.D. (Springfield : Charles C Thon 
1959, pp. 106. $3.50.) 


This is a book, addressed primarily to gi 
eral practitioners, which opens а perspe 
that many busy psychiatrists have lost sig 
of in their preoccupation with problems : 
mediately at hand, It comprises a series . 
lectures, given in a post-graduate progra 
sponsored by the American Academy of 
eral Practice. They were correlated h 
series of lectures on internal medicine and 
pediatrics. The author makes some tantali 
references to the contribution of his colleagu: 
in his discussion of his own concepts of basic 
psychiatric issues. у 

The author, trained as a psychiatrist, 
Professor of Public Health Administration 
Johns Hopkins University, and is in a uni 
position to furnish the reader with refresh 
and provoking glimpses of what psychiatry 
is doing and where it may be going. Dr 
Lemkau's method of doing this is disarming 
His style may seem a little bewildering and 
too innocent to the beginner, but around any 
corner, one may come upon a few sin le 
statistics, garnered from unexpected place 


. However, the 
largely speculative. Many questions 


are answered. The papers 
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limitation, and that it is being replaced by 
“home,” “hotel,” or “country-club.” 

One quality of design universally approved 
but not adequately discussed is “flexibility.” 
The description of “transitional spaces” in the 
article on Chestnut Lodge is worthy of note, 

Personally, I enjoyed the speculative and 
theoretical discussions as well as provocative 
concepts and phrases such as “facilities for 
inactivity.” For the more practical there are 
helpful lists of requirements and general spec- 
ifications, descriptions of layout and equip- 
ment, and “A Check List for Mental Hospital 
Planning.” However, in no sense of the word 
can this book be considered to be a manual of 
hospital design. 

To round it out there is a 23-page article on 
“Mental Health Programs and Facilities in 
Europe and Asia” illustrated by 45 colour 
prints, which perhaps only confuses a seeker 
for the “right” pattern by showing what variety 
exists. 

Two glossaries on “Mental Hospital Terms 
for Architects” and “Building Terms for Mental 
Hospital Administrators” will be of interest to 
the uninformed. 

В. Н. McNzzr, M.D., 
Dept. of Health, 
Toronto 


HANDBUCH per NEUROSENLEHRE UND PsYCHO- 
THERAPIE. Edited by Viktor E. Frankl, 
M.D., Victor E. Freiherr von Gebsattel, 
M.D., and J. H. Schultz, M.D. (Munich 
and Berlin : Urban & Schwarzenberg, 1958, 
Parts 1-7, DM 19,-$19.50, 14,- 15,- 21,- 
$18.50, and 20,-) 


The Handbuch, to be published in 5 
volumes, each about 750 pages, will first ap- 
pear in parts (Lieferungen), unbound. Each 
part will comprise up to 160 pages, and tl 
contributions will be monographs. The entire 
field of the neuroses and psychotherapy V 
be treated, from the individual points of view 
of the authors; however, controversial ques- 
tions will be treated by two authors differing In 
point of view. The editors of the Handbuch 
believe that there is such a thing as a common 
basis underlying different views, and that it 
is the common basis on which psychotherapy 
will be built in the future. 
perg: lis devoted to the "suggestive meth- 

s" giving a comprehensive survey O 
varied views on this method. Bernard Stokvis, 
one of whose two contributions is annota! 
by no less than 370 references in the biblio- 
graphy, reports on various suggestive and oe 
suggestive methods, including less known bu 


19601 
significant details such as rationelle or primi- 
tice auxiliary aids. In his other contribution, 
Stokvis considers experimental-psychological 
matters relating to hypnosis, which go beyond 
the author’s own recently published textbook. 
Of particular importance seem to be the psy- 
chosomatic aspects and the possibility of a 
clinical hypnosis. Ernst Kretschmer presents 
his two-way “standard method” (a combina- 
tion of analytic and suggestive methods), 
which conceivably could constitute the psy- 
chotherapy of the future, particularly in short- 
term psychotherapy. His son, Wolfgang, 
writes on Protrepik, which combines all those 
methods that free the patient from his neuro- 
tic Fehlhaltung (disturbance) through sensory 
and verbal stimulation. The characteristic of 
this method is the Dressur of the patient. For 

instance, electric currents are used in treat- 

ment, and certain successes have been reported 

‘in cases of hysteria. Betz speaks about media- 

tive methods, particularly the Bildstreifenden- 

ken. Certain combinations of pictures are trans- 

mitted to the patient in a motion-picture form 

while he is “relaxed”. The author thinks that 

this method is not used widely in Germany, 
and this reviewer wonders where it is used 


“widely.” Erwin Stransky contributes his well- 
known Subordinations- Autoritaets- Relations- 
therapie : the therapist appeals to the will of 
the patient first. However, it cannot be as- 
sumed that today's crop of therapists like this 
type of therapy (or, for that matter, Protre- 
› as it runs counter to the transference 
relationships between therapist and patient, 
ich are most in demand today. 

2 contains an excellent contribution 
by Strumpfl on “Heredity and Neurosis.” The 
Controversial subject of the heredity of the 
Reuroses is handled in a new way, including 

experiences of those psychologists who ex- 
E. ent with animals. Unfortunately, the 
А ог did not take into consideration Rene 
DItZs research on the origin of neuroses in 
ts. Wolfgang Kretschmer writes on “Neu- 
2. and Constitution" much in the same way 
ta father, Ernst, has taught this subject for 
Ga years, but Wolfgang treats the subject 
Мйне, ePrehensively and brings the possi- 
dà of the Konstitutionsforschung up to 

* Birkmayer tells of the “vegetative syn- 
divides) and stresses the pathogenetic and in- 
m factors. He differentiates between а 
a thetic hypertony and hypotony” and 
tative "sympathetic hypertony and the vege- 
inter, aX," which, according to Birkmayer, 
E in the disturbance of coordination 
* vegetative regulation. Of particular 


tions. 
Part 3 is designed to give the reader a sure 

rae d well pis 
as as 

men! of individual cultures, 


5 deals with organismic treatments, 
йе J. Н. Schultzs Autogenes Training, 3 
which the author invented and which never ~ 
got a foothold in this country. Instead of read- ? 
ing a voluminous book on this subject, the 1 
reader gets the idea in the sometimes hard-to- — 
read form of an abstract. E. B. Strauss and м. 
F. Coningsby write on narcoanalysis, Lucy 
Heyer-Grote on breathing-therapy, and our 
own J. L. Moreno on *Psychodrama," a sub- ^ 
ject more familiar to Europeans, where its 


riginated, than to us. " 
ү Part 6 is partly entitled “Group Psycho- ; 
2 


” and partly "Psychotherapy in Psy- 
xg Шево” The former contains 2 
articles by A. Friedemann, in essence equating 
group psychotherapy with sociogram and psy- 
chodrama à la Moreno (with which many 


American group psychotherapists will take 
issue), only to a small degree taking cogni- 
- zance of non-psychodramatic methods in group 
psychotherapy, particularly the psychoanalyt- 
ie method, today perhaps the most widely 
tised approach in group psychotherapy in 
U.S.A. The author does not avoid per- 
ities, but, so far as the sociogram and 
hodrama only are concerned, presents 
e methods founded by J. L. Moreno in an 
ily readable style. 
The balance of Part 6 is devoted to the 
oses,—R. Kraemer, P. Matussek, Victor 
. Frankl and J. H. Schultz sharing the honors. 
Segers contributes a special article on the 
sibilities (of psychotherapy) within the 
ame of stationaer-psychiatrischer Behand- 
in institutions. 
art 7 is devoted to Fehlhaltungen (dis- 
mbances) only, dealing with the perverse, 
112014, paranoid, and impulse types of men- 
esses. The contributors are P. Matussek, 
. Schultz, W. Th. Winkler, and Н. Giese. 
ll told, the present endeavor is probably 
of the most ambitious ever undertaken in 
rology and psychiatry. This work also at- 
pts to be as comprehensive as possible, 
falls short in the eyes of many American 
ers because of the wide diversity of ap- 
hes and points of view. Nevertheless, 
omprehensiveness (in my opinion) can sel- 
om, if ever, be satisfactorily achieved. Look- 
g at the first 7 parts, one can only be amazed 
richness, immensity of outlook, and new- 
j of territory. Almost any American reader 
be glad to know that there is such an 
neyclopedic reference that will answer al- 
any question known to date to the 
and psychological researcher, prac- 
oner, and student. 
Hans A, ILLING, 
Los Angeles, Calif. 


Puerto Rican Famkes w New York 
EN. 5 M did Bishop Berle, M.D. 
(New York: Columbia Universi 

1958. $4.75.) Ere 


a period when sociology and anthropolo- 
have become almost as heavily burdened 
bstruse terms and cliché references as psy- 
i it is most refreshing to come upon a 
lly unpretentious piece of scientific writing. 
too, has been criticized 
use it tends to teach all about rare and 
nplex Cute we neglects “the problems 
very day life"; this little book ma 
tore the balance. pres 
A physician and a small group of helpers 
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set up medical practice in a slum inhabited 
mainly by Puerto Ricans and settled down to 
give service and, by thus earning the oppor- 
tunity, to make observations on how the pa- 
tients and their families live, subsist, relate to 
each other and to the social institutions around 
them. While considerable attention is given 
to disease and its effects, the book contains 
much more: the advantages of emergency 
room treatment over outpatient clinic attend- 
ance, the balancing of values of a good set 
of teeth compared to loss of time at work, the 
usefulness of one religious denomination as 
compared to another, the issue of how to 
change from white to blue collar class without 
loss of dignity or face. These and many other 
problems were posed by the 80 families who 
came under observation. Sometimes the prob- 
lems were solved satisfactorily, sometimes there 
was continued and dismal failure. The sym- 
pathy and sensitivity with which the observa- 
tions were recorded indicates that the author 
was able to achieve a genuinely non-judg- 
mental attitude that allowed her to get facts 
rather than defenses. 

There are few generalizations suggested. 
This is a descriptive study, not an analytic or 
synthetic one. It was associated with an an- 
thropological study on a larger scale and had 
careful controls and checks on the observa- 
tions made, but in the writing of this book we 
see only a perceptive clinician, not an obsessive 
theorist or one who needs to formalize her 
wisdom too much. It is a refreshing and hu- 
manistic study, real, down-to-earth, Anthro- 
pology and sociology need more like it and 
medical education needs them, too. 

PauL V. LEMKAU, M.D., 
Johns Hopkins University, 
School of Hygiene and Public Health. 


La FORMACION ESPIRITUEL DEL INDIVIDUO. 4th 
Ed. By Honorio Delgado. (Barcelona : Edi- 
torial Cientifico-Medico, 1958, pp. 197.) 


The author surveys briefly the various 
schools of psychological thought: the experi- 
mental, reflectological, behavioristic, psycho- 
analytical, individual, gestalt, genetic and bor 
genetic. He then describes the physical, menta 
and emotional developments during infancy, 
childhood, preadolescence and adolescence. 
particular interest is the "Scheme of physic? 
development of the individual" in table form 
This is followed by the study of the mind i 
the process of formation. lity 

The author treats the problem of personal” 
from the viewpoint of a religious moralist wI 
little attention paid to the dynamics of sd 
havior as understood presently in modern tex 
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"Culture is human life guided by spiritual 
value." He also ascribes determining influences 
to "blood and race," a theory that recalls the 
much discredited racism. "Faith and tradition" 
are extensively used throughout the book, but 
specific psychological and theological defini- 
tions of these terms are not given. 
Нїнзсн L. Gorpon, M.D., 
New York City. 


Tur BORDERLAND or EMBRYOLOGY AND PATH- 
огосу. Ву R. A. Willis. (London : Butter- 
worth & Co., 1958, pp. 660. $18.00.) 


The most fascinating book I ever read in 
anatomy was Sir Arthur Keith's Human Em- 
bryology and Morphology. It is the only book 
of its kind I know which reads like an exciting 
detective story. When, then, I read Dr. Willis’ 
statement that Keith's book had long excited 
his interest and admiration, and that it was 
this work that brought him to England to study 
under Keith, I was prepared to find a book 
as informative and readable as Keith’s—and I 
was not disappointed. This is an altogether 

T thoroughly admirable book in every way. A 
pathologist with a natural desire to know the 
E why, Dr. Willis here brings together 

e estimable results of his researches, reading, 
and reflection to give us what is probably the 

est account in any language of the conditions 
ig development productive of pathology in 
EU dil aspect of the subject is covered, 
D e ost all the many original illustrations 
iii tom the author's own preparations. There 

Bom chapter bibliographies, and a 
à de енун of the book is such that 
og gather a wide variety of readers 
E ur charmed circle of its pages, for it 
ад no less than the matter of human 
ж Pment, and what may go wrong with 
f 


it Р 
man, chologically. And anyone interested in 


can be re, 
morbid q 


t to be interested in that. Dr. Willis 

Commended as the perfect guide to 

evelopmental embryogenetics. 
AsHuLEY MoNTAGU, PH.D., 

| Princeton, N. J. 


Exp 
LORATIONS IN Socrar, PsvcrATRY. Edited 


nder H. Leighton, John A. 


Clausen, Robert N. Wilson. (New York: 


Basic Books, 1958, $6.75.) 


So 
PW Psycmarey IN Action. A Therapeutic 
fed E By Harry A. Wilmer. (Spring- 
» Ill. : Charles C Thomas, 1958. $8.75.) 


N 2 
either the term “social psychiatry" nor its 
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concept appears to be native to this country ; 
while social psychiatry is not a new method, < 
it is an innovation here. There are several 
reasons for this reluctance of American psycho- 
therapists (as contrasted with European, par- 
ticularly English, colleagues) to adopt this 
method in this country. For one thing, "social 
psychiatry,” especially as applied to a thera- _ 
peutic community, denotes the treatment of a 
relatively few patients within a specially cre- 
ated setting, no matter how closely related to ` 
the "real" community, calls for an expensive 
outlay on buildings and personnel. Social psy- | 
chiatry in therapeutic communities, therefore, - 
is nearly non-existent in this country, and the 
few experiments made with this method, such | 
as undertaken by S. R. Slavson, Fritz Redl, - 
and Bruno Bettelheim, made “headlines” in - 
professional circles because of their uniqueness. 
The present volumes published simul- : 
taneously may indicate a changing attitude 
toward the treatment of the mentally ill, trans- 
ferring it from the doctor's office or the hos- _ 
pital’s ward to the community. The first book, 
Explorations in Social Psychiatry, has 18. 
contributors. The collection is uneven, since 
some of the contributors write about such - 
topics as “Adolescent Drug Use” without really | 
integrating the subject with social psychiatry, — 
In addition, the editors, in a brief footnote, 5 
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observe that social psychiatry has “somewhat 
different meanings in America and abroad. 


"Their own definitions are, in this reviewers 1 


opinion, incorrect, inasmuch as the term "so- 8 
cial psychiatry" is an imported, and not an 
indigenous, term, which most certainly can- 
not be applied to industrial and forensie psy- 
chiatry, as the editors think it can; on the 
other hand, group therapy, which the editors . 
feel is practised here but not abroad, cannot 
be isolated from the imported concept of so. - 
cial psychiatry since the latter was derived . 
from group therapeutic concepts, and is ће 
underlying method common here and abroad. . 
However, the value of Explorations appears 
to this reviewer to be immense. The con! 
utors speak of a “community” (not the com- - 
munity), a township, which makes mental 
health programs possible whether through tax- 
ation or through voluntary efforts, such as - 
chest drives. The "therapeutic community" is 
nowhere mentioned. Yet, the trend toward 
the tendency to consider the therapeutic needs 
of the individual beyond those needs which | 
he has as a patient is evident everywhere. The ` 
editors have set themselves the task of exam- 
ining 5 aspects: 1. The prevalence of mental - 
illness, 2. The need for a concept of mental. 
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illness, 3. The relation of mental illness to so- 
cial pathology, 4. Socio-cultural changes, and 
5. Personality development. It seems to this 
_ reviewer that, no matter how social psychiatry 


_ editors might deny this) in a field hitherto 
little known in America. 


4 


Social Psychiatry in Action, on the other 
hand, has, as its sub-title, “A Therapeutic 
- Community,” and thereby already indicates 


which it deals with. This book has 
references (about 700 items) includ- 
most of the sources by the pioneers of 
cm egeo D a 

; Slavson, Redl, 

Bettelheim in this country, to mention a 
experimented with his thera- 
community at the psychiatric admission 
Naval Hospital in Oakland, Cali- 
the book contains case histories 
e included but little theory and back- 
the concept of social psychiatry, 
to the reader to delve into the 
. It should be noted, however, that the 
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- aside" for the purpose of a community. How- 
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: cial workers) and community meetings (almost 


are discussed in great detail and will enlighten 
many practitioners as to the employment of 


group meetings, spontaneous, face-to-face 
teraction, and the revelation of hidden "come 
munity” tensions, feelings and needs, to mem K 
tion but a few. Therefore this volume will 
enrich our present literature, as, on the whole — 
will also the anthology of Explorations. 
Hans A. ILLING, 
Los Angeles, Calif; 


NEKROPHILIE. STRUKTURANALYsE ENES Fat 
Les. By Th. Spoerri. (Basel/New York : $2 
Karger, pp. 92. Bibliotheca Psychiatrica Е 
Neurologica Fasc. 105, SF 15.) 


Karl Birnbaum introduced the concept of 
structural analysis into psychiatry in 1923. 
Since that time this concept has been used with 
a variety of meanings. Spoerri defines structural 
analysis as the analysing consideration of а 
case in respect to the real relations within the — 
totality of this case and the elaboration of the і 
particularity of these relations. s 

The case is a necrophiliac with the diag- 
nosis: dysplastic, schizoid, autistic-eccentrie, 
unintelligent psychopath of depressive іетрегаз — 
ment with additional depressions. The man, 
now 33 years old, committed between 1946 and 
1953 5 necrophilic acts. He always exhumed 
female corpses, inspected them—especially the 
genitals—, cut them up and apparently in one 
instance made a coitus-like play. The later the 
delict occurred, the longer had the women 
been dead and, accordingly, in a more pro- 
gressed state of decomposition. 

The necrophiliac was exculpated in court 
with the diagnosis schizophrenia which 
may be clinically the correct one. He gave 
author little insight into his history and inner 
life. Hence the author had to take recourse 
to his and preceding observations, to i 
Rorschach, and to a considerable amount of 
interpretation. There were a number of 
cidal attempts and selfinjuries as well 
several escapes from the mental hospitals. 

The author comes to the conclusion 
amorphousness is the structurally essen! 
element in his case. He endeavors to show tha 
“impression of the amorphous” in the mans 
mimicry and gestures, in his manner of speak- F- 
ing, in his way of experiencing, in his 
course, even in his attempts to escape from or 
hospitals. The amorphousness, in the authors ! 
opinion, is manifested also in incomplete dis- Н 
tinction between inside and outside ап n 
the sexual desire for the—increasing—amor 
phousness of dead bodies. of 

An interesting chapter on the literature 
necrophilia, including belles letters 15 sd 
carefully done. Remarks on the forensic 
judgment are briefly made. In the last chaptt 
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problem of necrophilia, i.e. of necrophilia 
in the broader and of necrophilia in the nar- 
rower sense, is discussed at some length. 

The author has worked hard to get and to 
interpret the accessible material. One cannot 
help wondering when and how the cardinal 
point of amorphousness was taken into con- 
sideration. As the author has done his structur- 
al analysis with his own self-forged tool, there 
would not be much sense in discussing details 
which after all stand and fall with the ac- 
ceptance of this tool. This reviewer would find 
such an acceptance easier if there were on one 
hand more reliable communications of the case 
available and if not—perhaps mainly due to 
this lack-the presentation were again and 
again rather forced. The merit to have pub- 
lished a case of necrophilia—not a monograph 
on necrophilia as the title of the treatise might 
make one assume—is despite these criticisms 
gladly conceded. 

There are 3 Rorschach protocols—very help- 
ful certainly—exemplarily directed and inter- 
preted by Roland Kuhn. 

EucEN Kann, 
Houston, Tex. 


Psycmtatry AND THE Ровілс HALTE. By С. R. 
Hargreaves. (New York: Oxford Univ. 
Press, 1958. $3.00.) 


The author has edited his lectures given to 
medical” public for the Health Clark 
Bequest. This bequest made possible lecture- 
ships on the history and progress of Preventive 
Medicine. Dr. Hargreaves is the first psychi- 
atrist given this honor and his lectures com- 
pletely justify his selection. 

"or one unfamiliar in the field of preventive 
Psychiatry these lectures are a must. For those 
enced in this field Dr. Hargreaves has 
c his freshening insights into the field 

elp us understand why we are at all con- 
med about preventing mental illness. Dr. 
^e has chosen to start at the begin- 
fin d and Progress to modern times, where we 
m Psychiatry at the threshold of preventing 
ess and its complications. 

най interested in mental illnesses, and 

Eu Who are concerned about the ex- 
should оно disorders in their practices 

ES d in this small volume considerable 

est. Psychiatrists in training would do 
4 read this book. 
est thing about it is Dr. Hargreave's 
w nation about how mental illnesses have 
What n aor public health problem and 
ight be done about this fact. 
Rocer W, M. Howe, M.D., 
Detroit, Mich. 


E. Gartley Jaco. (Glencoe, Ill. : The Free 
Press, 1958, pp. 600, $10.00.) 
This volume is presented as a 

of “behavioral science” in medicine. Most 
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actually novel 
of Bin contributors point out that much of 
what they have to say is 
known and that some of their views need 
further evidence to support them. It is sug- 
gested that further courses in behavioral 
sciences should be included in the medical 
curriculum. But surely such material, if suf- 
ficiently established or worthy of investigation, . 
is the type that the student should best learn: 
—along with its limitations as well as the 
limitations of other material-from a good 
clinical instructor rather than from formal | 
courses; the good clinical instructor does” 


с nd 


nurse, hospital, community, etc.-would seem 
to militate against that objective rather than 


are not many but a few typo- 
spelling or errors, 
“infection” 


text.) 


"This book is a survey of present-day knowl- 
edge concerning the development of child be 
or to the age of 6 years, written in a form 
makes it suitable for use as an intro- 
college textbook on the subject. The 
hor, who is Professor of Child Psychology 
Director of the Institute of Child Welfare 
ery School of the University of California 
Berkeley, has drawn upon her experience 
perspective both as investigator and teach- 
of child development to present 


- disciplines as nursery school and kindergarten 
_ teaching, clinical psychology, family and child 
7 social welfare work, nursing, pediatrics, and 
Oriented toward the results of research, the 
- text representative experimental data on 
S generalizations in child psychology have 
been made, drawing, to some extent, from the 
pediatric and psychiatric as well as, more ex- 
Ў , from the psychological literature. 
Conclusions drawn are commonsense and, al- 
| though areas for needed research are indicated, 
E piven of i ing and specula- 
T 0 е man i 
eed. y gaps in current 
'he subject matter is clearly outlined. Each 
chapter begins with a few questions designed 
to stimulate the student's selective interest and 
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ends with a brief review of the salient conclu- 
sions. The text is well supplemented with fg- 
ures (105), tables (17), and brief illustrative 
examples. At the end of each chapter, also, are 
a small number of carefully selected recom- 
mended PM often some recommended 
films, and у about 2 to 4 pages of refer- 
ences. 

Beginning with a brief review of "The 
Origins of Child Psychology," the body of the 
material is organized under the following chap- 
ter headings : "Prenatal Origins of Behavior," 
*Behavior of the Newborn," "Motor Behavior," 
“The Development of Language and the Func- 
tion of Speech in Early Childhood," "Emotion- 
al Behavior" "Social Behavior Toward Age 
Peers" "Perceptual and Adaptive Behavior," 
“Developmental Factors,” “Learning Proc- 
esses,” “Mental Functioning,” and “The 
Child’s Interaction with his Environment.” The 
book ends with a discussion of the “Problems 
Inherent in the Study of Human Behavior,” 
mentioning the restrictions involved in the 
use of the experimental method in the study of 
human subjects, suggesting the kind of data 
that can be obtained on child development and 
behavior as a natural science, and indicating 
the immensity of the task ahead in the develop- 
ment of the field and the need for a multi- 
discipline approach. 

Although the generalizations in child psy- 
chology contained in this book are applicable 
to the understanding and regulation of the 
development of the individual child, their use 
in the diagnosis, prognosis, and treatment 
behavior disorders is outside of the scope of 
the material presented. The book is concern 
largely, with normal development rather than 
with clinical problems, although the “normal 
includes a wide range of deviations. Psycho- 
analytically oriented child guidance personnel 
will find much of the theory on which their 
dynamic formulations and treatment are 
based either only briefly mentioned or, in some 
instances, rejected as unsupported by rigorous- 
ly obtained statistical data. There has b 
no attempt in this book to fit the various 
aspects of child development into any one- 
theory structure or into an integrated system 
of concepts. a 

It is the reviewer's opinion that not only wil 
teachers and other professional workers m 
sponsible for the care of young children 
this book a good introduction to the psychology 
of early child development and a use: те 
ence resource, but also that nurses, ™ 
students, and physicians who are not уе 
grounded but are interested in the growing 
literature in the field will find it interestiné 
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pfitable reading. The vocabulary and 
mre not at all formidably technical, but 
fic standards maintained in the selec- 
"material in a relatively recent, complex, 
froversial, and burgeoning field of knowl- 
have been high. 
, Hark F. Sumnrkv, M.D., 
San Francisco, Calif. 


7 cHoLocy оғ Mepicat Practice. By 
— Marc H. Hollender, M.D. (Philadelphia 
— and London: W. B. Saunders Company, 
- pp. 276.) 
atributions by a psychiatrist, an obste- 
a pediatrician, and an internist are 
d in this monograph. There are two 
on the doctor-patient relationship 
h unfortunately begin with a categoriza- 
this relationship into 3 types ; and many 
ans, only barely initiated dynamically, 
find the terms “activity-passivity,” 
ce-cooperation, and “mutual partici- 
too meaningful. The author adds that 
no one particular type of relationship 
best, but the model chosen should be 
ppropriate to the given situation. 
second chapter on the practical aspects 
is relationship between doctor and pa- 
mt makes a number of points which bear 
reading, such as : the need to understand 
se, function, and the fears that pro- 
actions to an illness, and how unserv- 
ё the concept of “good” and “bad” is 
"m applied to such reactions. Also covered 
Shortcomings of a "normal" and an 
mal" in evaluating behavior, and the 
too great stress on whether a pain is 
Or "unreal" In discussing the motiva- 
а patients visit, the author points out 
‘Many cases “, . . the ‘real reason’ will 
ed only as the patient gets to know 
d is sure your attitude is sympathetic.” 
Section dealing with the cancer patient 
the need to individualize one’s ap- 
to the patient, and the benefit of being 
diagnosis by a physician known to the 
tather than by a comparative stranger. 
ation from an, article by C. S. Cameron 
management of the terminal patient 
/ Merits attention. 
sions in the chapter on obstet- 
E. M. Solomon, M.D.) make excel- 
ative reading for psychiatrists, 
: “Clinical experience amply at- 
€ynold’s statement that women do 
sarily like to be pregnant and 
“sent pregnancy" but adjust to it as 
Оп continues ; and the patient not 
tells the obstetrician she is op- 
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м.р.) y well written, The — 
physician of seeing the family in — 
taneous situation during a house 
value of listening, and a thorough 
examination in relieving anxiety, and the need 
to avoid glib reassurance are stressed. He points 
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malignancy oat 
There is also a chapter on the medical pa- - 
tient, in which coronary heart disease, p 


practical and understandable suggestions on 
approaching the patient which would be of 
great value to the non-psychiatric physician. 
Jackson А. Ѕмітн, M.D., 
University of Nebraska, 
Omaha, Nebr. 


Tue FEMALE Orrenver. By Prof. Caesar Lom- 
broso and William Ferrero. (New York : : 
Philosophical Library, Inc., 1958, pp. 313. 
$4.75.) 


Caesar Lombroso, one of the greats of 
19th century psychiatry and psychology, di- 
rected much attention to the study of the . 
criminally deranged. However, viewed in light 
of 20th century understanding, some of his 
concepts in The Female Offender are most in- 
adequate. These include such items as the born 
criminal, atavism and physiological anomalies, 
to mention only a few. Nevertheless, Lom- 
broso's speculations found him pleading for a 
clearer differentiation between the casual and 
the habitual offender. He also helped inspire 
a more careful scrutiny of statistics in crime, 

Dr. Pirone in the Introduction has written 
as follows: The present study in criminal 
biology, which grew out of his collaboration 
with William Ferrero (although almost a 
hundred years ago) should be particularly 
welcome to counterbalance the mainly ana- 


a 


negate ‘analytical and psychologically dynamic 

| of today.” Keeping this in mind, 
| The Female Offender is a worthwhile addi- 
Bon to all social science libraries. 


| ELECTRONIC INSTRUMENTATION ron THE BE- 
WAVIORAL Scrences. By C. С. Brown, Ph.D. 
Land R. T. Saucer, Ph.D. (Springfield : 
~ €. C Thomas, 1958. $5.50.) 


SYCHOTHE: or CHRONIC SCHIZOPHRENIC 
Patients. Edited by Carl A. Whitaker. 
(Boston : Little, Brown and Co., 1958, pp. 


of reviewing a 3-day confer- 
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if it were not for the inherent promise of 
p and encouragement in the treatment of 
c schizophrenics. The report of the con- 

e of October 1957 is made up of a re- 
of the 8 sessions and a summary. Each 
‘session is moderated by one of the participants. 
ШО (ош rectus vf de book ir fs 
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the complexities of this disease. On the Ф. 
of the abilities of the therapist, at least a groupe 
enia is deemed possible. 
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vironment. It also points up the argument 
about whether schizophrenia is an illness or а 
learned way of functioning. The mother had 
more of an effect on the narrator of the story 
than he realized. 

In the chapter on Orality, moderated by 
Carl Whitaker, the group is unable to define 
oral deprivation. In any case, Whitaker be» 
lieves that schizophrenia is more complex than. 
oral deprivation. He postulates 3 possible face 
tors in the etiology of this disease: (a) de- 
privation of closeness ; (b) a noxious ingr 
ent; (c) a lack of remedial life experiences 
All participants agree that the therapeutic 
processes involved do not lend themselves to 
"simple technical rules." 

Anality is moderated by John Warkentin, 
who opens with the psychotherapeutic truism 
that "replacement therapy" is not enough. 
so, that both in the etiology and treatment of 
schizophrenia major factors become operative 
after the oral period of psychosexual develop- — 
ment. In this section the preoccupation Wi 
the schizophrenogenic mother is abandoned: 
The aspects of anality-control guilt and аф 
gression raise the image of the father. Warken- — 
tin says that it is all right to let the patient 
“win” when the therapist is paternal, but that 
he should not be allowed to win when the 
therapist is “maternal.” Allowing the patient t9 - 
win when the therapist is maternal may t 
increase the risk of suicide, Does indifference” 
in the therapist express accumulated deep 
anger and isn’t it expressed exactly the same 
way as indifference in the schizophrenic pār 
tient ? The etiology of schizophrenia then does 
not only depend on the failure of feeding 
the mother, but also on the failure of 
father to assume his masculine control. Tae 
therapist must first establish a firm masc 
contact to overcome the patient’s stubbornness: 
The patient then regresses to an ога? 7 be 
where he can accept the therapists mater 
function. There are advantages of multip 
therapy and group therapy in this connect™ mi 
Also, flatness and indifference on the part © 
either the patient or the therapist represen 
an impasse in treatment. х 
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Family and Sexuality is moderated by Don 
. Malone makes a statement that the 
amount of milk varies with the extent and 
with which the male expresses his 
love for the female which, if substantiated, 
would be the real proof that the father plays 
a leading role in the production of schizo- 
pe All agree that the success of therapy 
schizophrenia usually requires that the thera- 
pit be family-oriented rather than patient- 
oriented. If the patient is living with his par- 
ents, it usually will be necessary to include 
them in some form of psychotherapy. 

Counter-transference is moderated by Thom- 
as P. Malone. "The kind of person who psy- 
chologically treats schizophrenia is apt to be 
the kind of person who has available the kind 
of feelings that are apt to make the patient 
accept these feelings as being true; second, 
the intensity of the patient’s need for such 

and juxtaposition of these two things 
creates the phenomenon.” Growth, or possibly 
a change in the personality of the therapist, 
гт in the treatment of schizophrenic pa- 
ts. The therapist tends to grow in areas 

parallel to those in which the patient grows. 
tre chapter on Management of the Patient 
oe by John N. Rosen. He is opposed 
hospital treatment “currently” because they 
ved offer the patients the enormous amount 
we p therapy they require. Also, in 
ls there are antagonisms, hostilities and 

'ousies that make friction and intolerance. 
is E with the individual attention 
nd piicagerent is moderated by Ed- 

ir or, who points out that all mental 
evelops in a family and is present in 

ee embers of the family. The partici- 
xg е. that to treat a psychotic patient 
КЕРЧ о treat his reactions to members 
‘amily and forces within the family 
е the psychosis. The corrective 

: Д eens > M fole: 
> um freedom for the patient, 
овса. 2. Provide maximum paca 
honesty P уно! care. 3, Provide maximum 
treatment à predictability in the patient's 
Coun Em that is, protecting him from 
around hi, erence with people working 
fused and T, Which might make him feel con- 

The sepa veyed in this world. 

P онол climate of tolerance, which 
perience d for the patient to be able to 
ilustrated ls 5 Own anxiety and anger, is well 
Colleagues y these sessions where 6 of our 
ness, Wee in mutual tolerance and frank- 
| Broach, it Some may be puzzled by this ap- 

Was very helpful to me. It stimu- 
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lated my біо forts in both маны 
group treatment. It been 
— s an aid in 


those for which 

In spite of these difficulties, which of course 
are freely admitted, Dr. Fein is able to esti- 
mate that as a basic minimum, the United 
States is spending 1.7 billion dollars a year 
in direct costs Л billion in indirect costs. 
And this does not include the cost of treatment 
o£ mentally ill patients by general practitioners 
and internists. If this and certain other omitted 
ca were included the total estimate 
would certainly amount to more than 3 billion 


a year. 

The value of this study lies in the clear 
analysis of the methods of computing from in- 
adequate data a figure which has some sig- 
nificance relative to other major public and 
private expenditures—education for example, 
or alcoholic beverages. Dr. Fein points out 
that in the last analysis the public must de- 
cide what it will spend money on. Obviously 
it cannot afford to buy everything it wants. 
The decision as to whether a large part of the 
national income will be spent on mental ill- 
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regard to types of personality in 
[ to clinical pictures. There is also a re- 
fres exposition on the meaning of separate 
more fully than this reviewer has 
seen in the English literature. 
Becks have done an excellent job in 
this репа the German. Read- 
» proi e various interpreta- 
P leads, points of departure for research and 
. Coverage of the literature. 
A ARTHUR Lerner, PH.D., 
f Psychology Department, 
Los Angeles City College. 


E Hereviry CouwsknIc. Edited by Helen G. 
$4 Hammons. (New York: Paul B. Hoeber, 
= Inc, 1959, pp. 112. $4.00) 


З x In the whole of the United States there are 
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only about 20 institutions to which the individ- 

{ гиа] in search of genetic counseling can go for 
" advice. The truth is that everyone contem- 
5 plating marriage and the raising of a family 
requires some help in resolving questions of 
» for human beings are 
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the "normal" fitness of a population is simply, 

as Dobzhansky and Wallace have pointed out, 
an average expression of a multitude of geno- 
types all riddled with deleterious recessive 


genes. 
If the fitness of human beings is to be 
improved, some attention should be given to 
the problems which are likely to arise in a 
system characterized by random mating such 
as ours. Philosophers are not yet kings, and 
even geneticists don't know a large number 
of the answers to the questions they are 
asked, but one thing is certain, and that is, 
that many tragedies could have been avoided 
for countless numbers of human beings, had 
heredity counseling been available to them. 
In the present small volume, 17 experts with 
experience in heredity counseling pool their 
knowledge, and underscore the importance of 
an area of theory and practice which sorely 
needs development. The volume, which is 
issued under the auspices of the American 
Eugenics Society, contains several original 
contributions, in addition to the more general 
discussion of the structure and functions of 
a heredity counseling service. 
AsuLEY Montacu, Pn.D., 
Princeton, N. J. 


CLINICAL NEUROANATOMY, NEUROPHYSIO| 
AND NEuRoLocv. With a Method of Brain 
Reconstruction. By Louis Hausman. 
рой, Ill. : Charles C Thomas, 1958. 

9.75.) 


This work represents a concise, integrated 
and comprehensive approach to clinical neuro- 
anatomy, reno niei and neurology. 
Based upon amplification of the method of 
teaching originally described by Adolf Meyer, 
it combines the study and simultaneous recon- 
struction of a three dimensional model of the 
nervous system. The text is illustrated by plates 
and tables and is to be employed in con- 
junction with the author's Atlases 1 and & 
published by Charles C Thomas. The materi 
presented has been used for many years at 
Cornell University Medical College and New 
York University Medical College. The author's 
efforts to integrate basic science with clinica 
application have been successful. The 15 
clear, the style lucid and the presentation togi: 
cal. This book should be useful to teachers ап 
students of neurology, neuroanatomy, an 
neurophysiology. 


В. Dovre, М.Р.,, 
Jonn E Calif. - 


JDIDOSS\Y 21140 


-uuy "AA 4әдоҹ 


4 


ag 


d 


d dg Wa ^99 Suo g Mary 
оомәш\у Əy} jo 8A41j0juess1dey ‘ицбпоу ‘а MuəƏH “Ag 'vdw? “Saig 'buouijs 


'uonoi2ossy |021бојоцо/ѕ4-0о21рәүү |oÁos eui jo 'seJd-i1sDg 'ѕәәҹ `d souou| "ug 


SONILL33W “Vd We :ачозхо 


Ceo COMBO 


КҮ 
X 
p 


- March 


тике w^ t РГ 
$ 


THE AMERICAN JOURNAL 


EUROPEAN PSYCHIATRY : 
ENGLAND, DENMARK, ITALY, GREECE, SPAIN, AND TURKEY 


HENRY P. LAUGHLIN, M.D. 


In view of increasing interest in world 
medicine it seems appropriate to publish 
the following notes concerning medicine 
and psychiatry in 6 European countries. 
They are summaries of information, secured 
on a recent world tour in which I repre- 
sented the American Psychiatric Associa- 
tion. 

Statistics included were furnished by 
leaders in the various countries. Comments 
and opinions expressed are theirs or the 
author's, and do not reflect official attitudes 
of the Association. Certain findings relating 
to Asia and the Middle East have already 
been published (1, 2, 3). 


ENGLAND 
PSYCHIATRY IN MEDICAL TEACHING 


Most psychiatrists seem to agree that 
Psychiatric teaching needs to be strength- 
ened in the medical curricula. This objec- 
tive presents many problems, These in- 
dude: (a) the difficulty of modifying 
established tradition, (b) the relative indif- 
erence of other physicians, (c) bureau- 
cratic unwieldiness inherent in the National 
Health Service, and (d) difficulties in se- 
curing funds, 

The General Medical Council presently 
Tequires in the standard medical school 
Curriculum a minimum of only 8 lectures on 
normal psychology, and a mental hospital 
е of two months. There is по formal 
*quirement with the hospital course for 
Systematic lectures or for examinations to 
d taken, The average undergraduate teach- 
Ea Mh Psychiatry takes place in 3 months 
PM е last year, with attendance required 
Er lectures two to three times per 
E A total of approximately 12 hours is 
amor, I Visiting mental hospitals. The 

unt of time and interest given to psy- 
КБ is slowly growing but could stand 
a a increases in many schools. There 
Physicians from the United Kingdom 
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enrolled in American psychiatric residency 
training programs. E 

The medical school teaching of psychia- - 
try has been improving. Six medical schools | 
—Leeds, Sheffield, St. Andrews, Durh 
and Glasgow—have added chairs of psy- | 
chiatry since World War IL Edinburgh - 


are also full chairs at London (Maudsley), - 
Manchester and Aberdeen, but not as yet 
at Oxford, Birmingham, Bristol, Liverpool, 
Cambridge or the University of Wales. 
There is, however, a Department of 
chological Medicine in each medical sch: 
The future development of psychiatr 
in England has certain problems v 
are closely tied to its relative level of p 
tige among the medical specialties, and t 
its status in medical education. More ] 
chiatry should be taught, but medical сш 
ricula are firmly established, and 
are difficult to secure. Evolution and devel- | 
opment of medical teaching in England 
tend to be slow and deliberate. Traditio 
carries great weight and physicians gen- 
erally have little interest in psychiatry. One 
may hear this kind of attitude expressed, _ 
“My schooling was fine ; it serves me we G 
enough, why change it ?” Or, “What ne 
have the new doctors for more psychiat 
Money has been hard to get to establish 
new chairs of psychiatry. The relatively | 
low level of prestige of our specialty n 
medicine generally, helps maintain a kind | 
of vicious cycle. Thus, in medical school, - 
too few students become really very famil- - 
iar with psychiatry ; as a consequence fewer 
choose it as their specialty. D 
This means fewer physicians in later life - 
who understand psychiatry or are sym 
thetic to its problems. All of this beco 
of even more moment when today's grad- 
uates are later serving in important admin- 
istrative positions or secure appointments: 
as deans of medical schools. Also few 
psychiatrists means a smaller and less po- 
tent psychiatric group to press for com 
769 и 
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structive changes. We are by no means 
entirely unfamiliar with these problems in 
North America. 

Some psychiatrists blame the unwieldi- 
ness of the National Health System for re- 
stricting change and development. Inevita- 
bly an interest in politics may become 
Necessary even for physicians with little 
such interest. Thus one prominent psychi- 
atrist, deeply concerned with the need 
for more medical teaching in our specialty, 
discussed with me hopefully an M.P. who 


Ше Pene that the M.P. might be willing 
to bring his influence somehow to bear to 
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NATIONAL HEALTH SERVICE 


I soon found that discussion of any as- 
of medical practice is not likely to 
far before the very considerable 
of Great Britain's National Health 
ice becomes most evident. This is cer- 
true in psychiatry. The overall effects 
i "ii yom quite "nd in 
since program an 
1948. These are neither all 
bad. 
‚ A. B. Monro, the Superintendent of 
Grove Hospital, Epsom, Surrey, a 
recent guest in the U. S. A., 
Hon. Secretary of the Royal British 
ico-Psychological Association, with oth- 
elped to outline some of the important 
uent trends in British psychiatry. 
First, there is less isolation of the mental 
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as consultants, working in outpatient clinics, 
and in visiting patients in their homes and 
_ їп general hospitals. There are increasing 

efforts on the part of staff and community 
to ка psychiatry and the mental hospital 
more of a community activity and respon- 
sibility. Secondly, the taking of the mental 
— hospitals out of local control has effected 


{ 


_ great improvements in some instances, 
Thirdly, there are the equalizing effects 


2) 
со N. H. S. care. The available facilities 
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_ in psychiatry are now more standardized. 
— Further, pay scales and consultant status in 
| the provincial hospitals are now comparable 
_ to those in the metropolitan centers. Indi- 
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vidual competition among specialists ap- 
pears somewhat lessened. Finally, there is 
gradually more teaching of psychiatry in 
the medical schools, although, as 

noted, improvement proceeds slowly and 
schools vary a good deal in their approach 
and in the calibre of psychiatric instruction. 

On the other hand, there is much less 
private practice. High income tax rates diş- 
courage practice after official hours and few 
psychiatrists can stay outside of N. Н, S. A 
standard level of pay is given for hospital 
and teaching work, previously largely шь 
paid or only by honorarium. However, this 
also lessens the interest in private practice. 

From the standpoint of the administra- 
tors and the hospital superintendents this 
all has its advantages. According to their 
view, N. H. S. “has stopped the drain of, 
psychiatrists away from hospitals into pri- 
vate practice." They have more adequate 
staffs both numerically and selectively. 

Finally, in view of the tax situation, it 
is very difficult for a psychiatrist to top an 
annual income of three or four thousand 
pounds ($8,400-$11,200) from private prac- 
tice, or any other source. His full time con- 
sultant’s pay through N. Н. S. can reach 
this without supplemental income from pri- 
vate work. 

Some patients have doubts about medical 
opinions for which they do not person 
pay. This appears more common on 
provincial level than in metropolitan Lon- 
don, for instance. It does not seem to be 
a major problem in N. H. S. operations. 

Some 600 psychiatrists have consultant 
status with N. H. S. While such services can 
be on a full or part time basis, the major- 
ity are full time and salaried. In summary, 
it seems that the greatest benefits have ac- 
crued to the mental hospitals. Individual 
initiative, the availability of private care, 
private practice and psychotherapy have 
suffered 


ADVANCE NATIONAL PLANNING INDICATED 


Several of our British colleagues urged 
that I convey a friendly but serious wat ning 
to American physicians. Should a Nation: 
Health Service ever impend in North Amer- 
ica, physicians and psychiatrists should AD 
tively undertake advance planning On & 
responsible and national level i ately. 
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1000] 

By this means two of the greatest diffi- 
culties might be somewhat mitigated: 1. 
The inevitable initial disorganization, and 2. 
The great difficulty and red tape which they 
have found upon attempting to secure any 
changes or modification of rules and regula- 
tions once established, no matter how early 
afterwards these might be sought, or by 
whom. 

A detailed plan of operation offered by 
а national group of specialists is likely to 
be most welcome initially if at all equitable. 
Later, the most careful recommendations 
may carry little weight. Should we fail to 
act thus collectively, constructively, and in 
advance, then we "jolly well deserve what 
will most certainly transpire !” 


THE R.M.P.A. 


Most psychiatrists in Great Britain belong 
to the Royal Medico-Psychological Associa- 
tion. Its members number some 1500 spe- 
cialists, 75% of an estimated 2000 psychi- 
atrists. The papers presented at the meet- 
ings were intriguing as to the subjects 
selected and the resulting indications for 
current British psychiatry. 

lt was possible to exchange information 
with noted colleagues from other countries 
at these meetings, including Dr. Tsung-yi 
Lin, Chairman of the N. & P. Department at 
National Taiwan University Hospital(1), 
Dr. Bor F. Nilsson of Stockholm and Dr. 
Harry Stokhom of Risskov, Denmark. 


DENMARK 


ai Denmark, largely agricultural, has about 
pea people (nearly one-fourth in 
paenhagen). Medicine and psychiatry in 
go rk as in England are profoundly 
5оцепсей by a National Health Service. 
E^ 77% of the people are covered. The 
Em oh H. S. has both ade and 
“vantages, as do many aspects 
Semi-welfare state, Me 
On one side, there is little real poverty 
enmark. Living conditions are good, 
ample food for all. Education is gen- 
kim Y available: anyone can attend the 
uei if he has the ability, m the 
pay some slight costs. The lower 
stools are good, as ys hospitals, and 


| i maa aial care is available to anyone 


Details of the Danish Health Service are 


шрек 
зЁ ү 
HAR 
ЧЫП 
n 
H i 
[ПЕ 


8 
i 
E 
i 


zi 
i 
Ё 
| 
3 


iit 
cee 
it 
£ 

| 

: 


Under the Service plan a general physi- 7 
cian is chosen yearly by the . The 
doctor is paid 14 crowns ($2.00) yearly for 
each adult ; there is no charge for ‹ 
The physician can refuse a patient A 
patients can change their doctors yearly, or — 
in between. Twenty-three percent of Danes — 
cannot enroll at present because of income ~ 
level restrictions; a top ceiling of about. 
14,000 crowns is set. Proposed legislation - 
could soon make the service available to — 
6 
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Critics of this system point out: 1. leg 
high cost nationally, 2. Its impact upon 
individual initiative, 3. Its hampering effect _ 
upon private practice, 4. Its restrictions up- 
on making the best level of care more wide- 
ly available (particularly in рубои 
ру), and 5. The growth and influence of ~ 
bureaucracy. The impact of high income . 
taxes in Denmark restricts interest in pri- 
vate practice as we observed in Great Bri- 
tain—possibly more. A leading Danish psy- - 
chiatrist discussed with me his annual in- 
come of 35,000 crowns ($5,000) as a half- Á 
time Department Head. He earns an addi- | 
tional 35,000 crowns from his private prac- 


From this combined income he pays 
back 35,000 crowns annually in income 


Because of certain advantages (such as 
availability of Health Service) it is 
laimed that some Danes prefer to keep 
ir income below 15,000 crowns. Above 
is figure also, the tax rate rises quite 
rapidly in progressive fashion. Initiative 
- suffers. As a consequence an opportunity 
T for new work, a better job, or extra busi- 
_ mess sometimes may be turned down flatly, 
. with the comment, “I can't afford it" (to 
earn the extra income !). According to one 
psychiatrist, as wealth and spending power 
lose some of their relative importance to 
eople, prestige of position has become 
e important in Denmark. 
f the approximately 150 Danish psy- 
chiatrists, some 125 are members of the 
Danish Psychiatric Association (President 
957-59, Professor (of Psychiatry) Villars 
Lunn of the Copenhagen University Facul- 
of Medicine). There are two medical 
10015. Professor Erich Stromgren is de- 
ent head at the Faculty of Medicine 
hus University (Dr. Stokholm, men- 
ion х earlier, is also a faculty member 
e). 
Copenhagen the 7-year program in- 
des pre-medical education, and upon 
pletion an M.D. degree is awarded, 
er which one year of internship is re- 
ed. I visited the excellent University 
linic with Dr. Lass M. Sonne and ob- 
- Served various types of patients. Interesting 


* б M 
experiments were in progress on the effects 


_of employing different color combinations 
ү т patients’ wards. Here there are 120 adult 
beds and a staff of 19 doctors, with 5 of 
them qualified as psychiatrists. 
.. Inthe Copenhagen area are 3 other major 
psychiatric departments as integral parts 
of general hospitals: 1. Bispebjerg with 
00 beds and 20 for child psychiatry ( Head, 
Dr. Carl Clemmesen, with a staff of 9), and 
Frederiksberg with 140 beds. Saint Hans 
ospital in Roskilde, 30 km. distant is the 
third. It has 2000 beds and takes cases 
rom Copenhagen for continued treatment. 
Other state hospitals with approximate 
are at Bronderslav (400), Viborg (700. 
800), Aarhus University Clinic ( 700-800), 
Middelfart (500-600), Augustenborg (700- 
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800), Vester Vedsted (200-300), Oringe 
(600-700), and Nykobing Sjaelland (1000). 
Another (private) facility, Filadelfia, has 
approximately 470 beds for epilepsy and 
265 for psychiatry. 

Dr. Einar Geert-Jorgensen, Head of the 
psychiatric department at Frederiksberg 
Municipal Hospital took me through his 
well organized department. With 140 beds, 
20 of which are for senile patients and а 
staff of 7, nearly 2,000 patients are treated 
yearly, only 165 of whom are transferred to 
other hospitals for continued treatment. The 
facilities were uncrowded, clean and well 
equipped. Nurses and attendants impressed 
me as most courteous, friendly, and effi- 
cient. The department seemed to gain sub- 
stantially from its integration as a major 
division in a general hospital. Shock was 
used liberally ; in 1956 1,934 ECTs were 
given. 


ITALY 


Postwar Italy is a nation of 48 million 
people of whom about 4% live in the capital 
city of Rome. Neurology and psychiatry 
are closely tied together in Italian medical 
teaching, in clinics and in the private prac- 
tice of medicine generally. Much of the 
current work in NP is organically and bi- 
ologically oriented. Italian medicine histor- 
ically has had its closest connections with 
German medicine. This is reflected in the 
language abilities of Italian physicians, with 
English running considerably behind both 
German and French. However, there are 
now an increasing number of Italian phy- 
sicians in U. S. training programs in psychi- 
atry. This trend is likely to gradually influ- 
ence Italian medicine to some extent. Two 
specialists commented however, that Ital- 
ian psychiatry today is most nearly com- 
parable with the German psychiatry of 
around 50 years ago. : 

Medical interest generally in the exist- 
ence of possible psychologic bases for the 
illnesses that we regard as emotional 8 
origin or psychogenic is rather slight. Wit 
some noteworthy exceptions, there is like- 
wise little interest in psychodynamics. , 

There are 1,000 to 1,200 psychiatrists Jn 
Italy, with varying qualifications. Some 
are members of the Italian Society of Psy- 


chiatry whose recent president was Profes- 
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sor Ugo Cerietti. The Italian Mental Hy- 

Society was organized in 1924 and 
currently has 400 members. Its president, 
Dr. Carlo De Sanctis, discussed with me the 
three major developments in Italian psy- 
chiatry which he believed noteworthy since 
the survey, of which he was co-author 
(with Dr. Paul Lemkau) was published in 
the APA Journal in 1950(4). These were : 1. 
More work in child guidance, 2. An in- 
crease in outpatient facilities, and 3. A 
growth in mental health interest. In 1958 
the first post-graduate course in child psy- 
chiatry was started—a 4-year program spon- 
sored jointly by the Departments of Psychi- 
atry and Pediatrics at the U.D.S. Medical 
School in Rome. 

Dr. Mario Gozzano, professor of psychi- 
atry at the Universita Degli Studi in Rome 
took us through his large university clinic. 
Here there are 180 teaching beds, to which 
new building has just added space for 70 
patients. The medical students have their 
clinical training in psychiatry here. In their 
last year they receive instruction in psychi- 
atry. The children’s department under pro- 
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fessor Giovanni Bolleo consists of 30 in-. 


patients, an outpatient child guidance clinic 
in which 10 to 12 patients are seen daily, 
and a 30-patient daily “school” for cerebral 
Palsy patients. 

In a tour of the famous Provincial Psy- 
chiatric Hospital of Santa Maria Della Pieta 
outside Rome I saw in the library the most 
complete collection of psychiatric periodi- 
cals seen at any point of two world tours. 
кн hospital with its 2,500 patients is not 

е largest in Italy, but it is certainly one 
of the best. Their patient discharge rate is 
uk most of them in the first 3 months. 

"50 at this hospital is a useful statistical 

Vision which regularly undertakes the 
Compilation and publication of national 

А 9n psychiatric hospitals and patients. 
s nother hospital for Rome accommodates 

me 700 chronic patients at Ceccano, 100 
г. distant. Other large provincial hospitals 
je Palermo (approximately 3,000 pa- 
A 5) and at Genoa (2 hospitals with ap- 

Ximately 3.200 patients). 

216 administrative management of psy- 
ves patients in Italy is on a provincial 
у, т accordingly each province has its 
atric facilities, Details about these 
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have been published in Italy and elsewhere, 
and are available to those interested. Evi- 


| 
1 
m 
Greece is an interesting and hospitable 
country of some 7% million people, with 
20% in the Athens-Piraeus area. Effects up- 
on the country of the many years of war 
just past are inevitable. There are few 
Hellenes who do not carry poignant mem- - 
ories of World War II, the Nazi f 
E 


of German, far more can 
fluently. An interpreter was à 
necessary (for most of the audience) 
a lecture which I gave at a medical meeting — 
in Athens. Indicative of the joint action 
possible among medical groups in Greece, 
this meeting was со- by: 1. The 
Medical Society of Athens (3000 members ), 

9, The Neuropsychiatric Society of Athens 
(founded 1936, 100 members President, 
Professor (of Psychiatry) J. S. Patrikios), 
and 3. The Pan Hellenic Union of Mental 
Hygiene (founded 1956, 85 members—Pres- 
ident, Professor Alivisatos). 

There are two medical schools in this 
friendly nation, each with a 6-year program. — 
At the University of Salonika the student — 
enrollment runs from about 200 students - 
in the first year to some 100 graduates in 
the sixth year. At the Faculté de M edicine 
in Athens, Dean Themistocles Sklavounos 
told me that his enrollment varies from. 
400 students in the first year to 250 in the _ 
sixth. Of his entering freshman, half are 
from Greece proper while the balance are | 
Hellenes from overseas who are admitted — 
without examination. The B.M. degree is 
given after the clinical year ; while an M.D. 
can be granted only later after an accept- - 
able thesis and special examinations. 

Of approximately 100 psychiatrists in 
Greece today, three-quarters are in greater 
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Athens, 10 in Salonika and 15 elsewhere. 
- Most of them have trained in Greece. Those 
trained abroad have mostly been in France 
d Germany. This trend has been slowly 
anging and there are now 20 Hellenic 
ysicians training in psychiatry in the 
IU. S.(5). 
_ Very few doctors do psychotherapy, fees 
for which generally run between $4.00 and 
00 (U. S. equivalent) per consultation. 
dards for medical fees and salaries 
erally are not high according to those 
the American continent. The half-time 
ly pay for the Professor and Director 
f the University Department of Psychiatry 
xample was the equivalent of $5.00. 


that I found some Hellenic psy- 
trists sharing my own interests in psy- 
c philology. A most recent example 
t of ataraxy, defined as, “a state in 
which there is an absence of anxiety"(6). 
[his term is derived from the Greek word 
! literally meaning “non-agitation.” 
errors have occurred in the trans- 
and evolution of our terms. Dr. 
trios Kouretas, the sole psychoanalyst 
country, pointed out that scopophilic 
correct form, not scoptophilic. He 
a d a concept of the preego in place 
. The common problems of low budgets, 
for more trained staff and increased 
are present. U. S. trained Dr. George 
sos, a Fellow of the APA and Director 
f Dromokaition Mental Hospital estimated 
there are some 20,000 mental patients, 


et for public supported patients runs 


te Mental Hospital, Daphni (Athens) 


te Mental Hospital, Un. of Salonika 
tate Mental Hospital, Corfu 
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mokaition Mental Hospital, Chaidari (Athens) 


Nu ition there are state mental hospitals at Chania on the island of Crete, and at Cephanlon- 
i » each with a few patients, poor facilities and perhaps one psychiatrist. 
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are part-time. In view of the fiscal and other 
handicaps, the achievements at Dromokai- 
tion Hospital are a special credit to its 
administration. I saw active O.T. programs, 
patients constructively occupied and sub- 
ject to very few restrictions, and a generally 
therapeutic atmosphere. - 


SPAIN 
Spain is less densely populated than other 
European countries, with some 26 million 
people, 7$ of whom live in Madrid. While 
tourism is increasing rapidly, Spain is still 
less on the beaten track than most other 
European countries. Many living costs there 
are quite low. 
Relatively few Spaniards, lay or profes- 
sional understand English. For Spanish 
physicians the number 2 language is 


- French, and number 3 is German. Both 


Portuguese and Italian are understood wide- 
ly and according to Dr. José Germain, Edi- 
tor of a leading Spanish language psycho- 
logical journal, either may be used for 
medical conferences. A trend toward great- 
er understanding and use of English has 
developed only since World War П. The 
influence of German psychiatry is as great 
as in Italy, considerably greater than that 
of French or English psychiatry, but a little 
less so now than before the war. There are 
now almost 20 Spanish physicians in psy- 
chiatric training in America. " 

The Spanish Association of Neuropsychi- 
atry numbers approximately 350 members 
and includes 90% or more of all Spanish psy- 
chiatrists. As we found in Greece, but some- 
what less extensively, many psychiatrists 


TABLE 1 
MENTAL HOSPITALS IN GREECE 


Patient Census Psy. Staff Residents 
190 N. P. 5 2 
2500 (1700 beds) 15 15 
900 8 yi 
300 3 4 
500 2 4 
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hold part-time official positions or appoint- 
ments at various clinics or institutions. We 
visited Dr. Juan José Ibor at his busy and 
attractive private offices. Dr. Ibor, who 
also directs the female side of the psychi- 
atric clinic at the University of Madrid 
Hospital, is quite familiar with recent work 
in American psychiatry. There is.a fair 
amount of private practice and of psycho- 
therapy done in Madrid. 

There are 10 major universities in Spain, 
each with a Faculty of Medicine. Each 
currently has a Professor of Psychiatry or is 
scheduled to have one at an early date. 
- Since 1946, all students in medicine must 
have some psychiatry. Usually this is a 
lecture course with a view of clinical work, 
lasting 2 to 3 hours a week. No psychiatry 
is taught in the lower years, and students 
have the opportunity to receive instruction 
in psychiatry in their senior year. Dean 
Jesus Garcia Orcoyan of the Universidad de 
Madrid, Facultad de .Medicina, whose 
school is by far the largest of the 10 facul- 
ties, told us that there are currently 1,142 
first year medical students in the 10 facul- 
les; of whom 37% are in his school. 

It would appear that hospital facilities 
for the mentally ill are insufficient accord- 
ing to our standards. The University of 
Madrid maintains an outpatient clinic and 
Provides brief hospitalization for a limited 
number of selected cases, as do a few other 
general hospitals. Two privately sponsored 
mental hospitals at Cienpozuolos are run 

Y religious groups and accommodate over 


TABLE 2 
Psycutarric HOSPITAL FACILITIES IN TURKEY? E 
Hospital Location Auspices Patient Census Staff Physic ns б 
1. TIB Fakultesi Istanbul University of Istanbul 100 12:538 
2. Medical School Ankara University of Ankara 60 12 
Шаку Istanbul (8 mi. west) State 3500 30 
5 Manisa Near Izmir State 237 9 
ae Eastern Anatolia State 500 2^ 
* Armenian Hospital Istanbul 50 2 
7 ВЕЙ Fransiz Istanbul Private 200 8 
astahanesi 
an Klinigi Istanbul Private 20 2 
Greek Hospital — Istanbul Beneficial 50 2 
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Reference p^) 
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ке aie lation made with the generous help of Professor I. S. Aksel and U. S. trained Dr. Kemal E birlik. 
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1000 male and 1000 female patients respec 
tively. Two government hospitals are wor- 
thy of note: one near Madrid has 400 tc 
500 patients, one at Saragossa has had a 
program of O. T., reported to be contir 
ously operative since the 15th century. - 


TURKEY 


The founding of the Turkish Neuro 
chiatric Society in 1916 marked the 
ginning of modern Turkish psychiatry. А 
friendly and generous host, Dr. Ihsan $ 
Aksel, Head of the psychiatric departmei 
at the University of Istanbul and Presi 
of the Society in 1957, reported that 
are now some 200 full members. In 1 
a national Board of Psychiatry was 
lished. It is now considered oblig 
a psychiatrist to pass the Board 
tions after. 3 years of graduate trainin 
of which must be in neurology. 
physicians have secured Board ce: 

Much of medicine together wi 
of the psychiatric work in this nati 
000,000 people is concentrated in 
around the 3 major cities ; Istanbul (| 
ulation 1,500,000), Izmir (600,000), 
Ankara, the capital (500,000). ОЁ note 
the fact that from 1949 to 1958 the Gov 
nor-Mayor of Istanbul was Dr. Fahredd: 
Derim Gókay, a neuropsychiatrist also 
known in America. A former professor 
the University of Istanbul, Dr. Gökay 
currently his nation's ambassador at 
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In the above hospitals 1,200 new inpa- 
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ts and 6,000 outpatients receive treat- 
each year. In 1957 a child guidance 
inic was established in the University of 
nbul department of neuropsychiatry. 
о! me intriguing research work was under- 
with mice, on the study of hereditary 
ors in tumors. 
e medical profession in Turkey has 
ad fairly close ties with Europe ; especially 

h medicine in Germany and Austria. 
[апу physicians have a good command of 
an, some of French and a few of Eng- 
In psychiatry, there is an active and 
ving interest in post-graduate training 
ica constantly handicapped how- 
y such problems as those of unfavor- 
monetary exchange rates and currency 
restrictions. Nonetheless there are 
30 Turkish graduates currently in 
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graduate training pragrams in psychiatry in 
the U. S. A.(5). 
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The new Mental Health Act is the first 
fundamental revision of the English mental 
health laws since 1845 when the two Bills 
introduced by Lord Shaftesbury created 
the system on which all later additions have 
been based. It was introduced in the House 
of Commons on December 17, 1958 and 
received the Royal Assent in July, 1959. 
The final appointed day for its implementa- 
tion will presumably be some time in 1960, 
but in the meantime much can be done 
stage by stage. 

The Act follows closely the recommenda- 
tions of the Royal Commission on the Law 
Relating to Mental Illness and Mental De- 
ficiency which reported in 1957. The Report 
itself followed in spirit the trends in psychi- 
atry which have been becoming evident 
in Britain over recent years and many of 
its recommendations can be and are being 
put into effect at the present time. The New 
Act will enable those recommendations 
which require fresh legislation to be im- 
plemented as well. It is seldom that a new 
Act follows so closely on a report by a Roy- 
al Commission. 

The Act clears away a mass of confusing 
legislation including the Lunacy and Men- 
tal Treatment Acts, 1890-1930 and the Men- 
tal Deficiency Acts, 1913-1938. In all it re- 
peals 15 Acts in their entirety and 87 Acts 
in part. It is no wonder that it is lengthy, 
containing 9 parts, 154 sections and 8 
schedules, 


LOCAL AUTHORITY SERVICES 


m National Health Service has 3 main 

Ene: l. The Hospital and Specialist 

js dices, 2. The Local Authority Services 
A the Community, and 3. The General 
actitioner Services. 

Royal Commission recommended a 
Seneral reorientation in the care of men 
— away from care in hospitals to- 
Чоп care in the community. They men- 

cds particular the need for: 1. Resi- 
za. hostels or homes for subnormal pa- 


ee 
а Senior Commissioner of the Board of 
у, cd of Health Bldg., Savile Row, Lon- 
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tients who either need not go into hospital : 
or who could leave it if they had somewhere — 
to live with some degree of supervision ; 2. - 
Industrial and occupational centres for — 
those who are not and may never be capa- _ 
ble of normal employment; 3. Training — 
centres for all children excluded from 
school who can benefit from training ; 4, 
Homes for old people suffering from mental — 
infirmity ; 5. More social work and after- - 
care for patients discharged from hospital. | 
The Commission recommended that the 
provision of these services should be a- 
duty on local health authorities. Clearly all 


intend to make the services compulsory by - 
using machinery already provided in the ү 
1946 National Health Service Act. This | 
method is consistent with the policy of in- : 
tegrating mental health services into the — 
National Health Service and gives greater _ 
flexibility by permitting a phased pro- 
amme which can take into account a 
ability of staff as well as of money. Al- - 
ready meetings between the Ministry and | 
the local authorities have taken place to _ 
discuss what can be done. There is little | 
evidence of unwillingness but much anx 
ety about ways and means. ; 
There is no doubt that the expansion ОВС 
the mental health services in the commun ~ 
ity and especially the part to be played by - 
the local authorities is one of the most. 
important changes taking place in England — 
now, so it is, perhaps, permissible to say - 
a little more about the local authority de- - 
velopments already mentioned. E 
Locally, there will be consultations be: 
tween the officers of the mental and mentz 
deficiency hospitals and those of the local 
authority, for instance, about the hostels. - 
Some hospitals have good hostels of 
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7а 
own and it is not always easy to decide 
whether a patient needs hostel care under 
medical supervision supplied by the Hospi- 
- tal Service or is fit for community life. As 
- yet there are very few local authority hos- 
tels for mentally disordered people. Prob- 
_ ably both kinds are needed. 
—— Industrial and occupational centres have 
- had a good deal of attention in recent years. 
. There are over 40 of them for adults and 
more are likely to be provided. Whether 
patients who work in them will go on to 
outside employment depends partly on the 
ability and willingness of local employers 
_ to give work to them. There is an obligation 
under the Disabled Persons Act to employ 
quota of disabled persons but the em- 
ployer may prefer the physically disabled 
to the mentally disabled. 
> Training centres for children, hitherto 
known as occupation centres for mental de- 
ectives, are on a very different footing. 
hey were initiated some 40 years ago by 
voluntary effort. The centres are now a lo- 
| health authority responsibility and there 
some 310 of them. Though doubtless 
will be provided, the first new effort 
is likely to be the provision of residential 
accommodation at or near training centres 
children living far from a centre and 
y partly catered for by the visits of a 
ne teacher. 
. Old people suffering from mental dis- 
xder may need to use the hospital serv- 
_ ices, either as full mental hospital care and 
tment, or in the form of simpler psy- 
їс supervision and nursing in separate 
chogeriatric hospital units. It is those 
who do not need specialist treatment and 
vho are comparatively easy to manage, who 
will go to the homes provided by the local 
hea th authority for old people who are 
mentally infirm. Free interchange of opin- 
n between general practitioner, geria- 
rician and psychiatrist will be as necessary 
free movement of old patients between 
hospital or home and another, accord- 
ig to their needs. 
e present situation of social work and 
-care is very complex. These services 
still far short of what is desirable. 
evertheless they have developed to a con- 
rable extent in different areas. The im- 
portance of the role, however, adopted by 
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the family doctor, the local authority and 
the hospital varies widely from place to 
place. Workers in this sphere may have had 
full psychiatric social work training, health 
visitor training, training in administration, 
training simply by experience, or no train- 
ing at all. Into social work generally the 
report of the "Younghusband Committee," 
ie. the Working Party on Social Workers 
in the Local Authority Health and Welfare 
Services, has thrown much light, but the 
improvement in mental health social work 
which is so much needed is likely to be 
empirical for some time yet because the 
big changes recommended by the Report 
cannot come quickly. 
DESIGNATION OF MENTAL AND MENTAL DE- 
FICIENCY HOSPITALS 


The changes proposed in the new Act 
are designed to enable patients suffering 
from any form of mental disorder to be 
treated as far as possible in the same way 
as people suffering from physical disabili- 
ties and to encourage them to seek treat- 
ment promptly and voluntarily, but at the 
same time to ensure that there are adequate 
restraints and safeguards where patients 
in their own interests or for the sake of 
others must be compulsorily admitted to 
hospital and detained. 

One way in which the Act helps to 
achieve this is by abolishing the statutory 
designation of mental, and mental deficien- 
cy, hospitals and by removing the formali- 
ties at present attached even to "voluntary 
admission" for mental treatment. These 
measures have been widely welcomed and 
mean that any suitable hospital is free to 
admit mentally disordered patients. Spe- 
cialised psychiatric hospitals will, of course, 
still be needed but there will be more 0p- 
portunity for better classification and psy- 
chiatric wings or wards in or attached to 
general hospitals will become more com- 
mon. ; 

It was possible to start informal ай 
sions to mental deficiency hospitals їп 19 
under the existing laws. Already over 21, 
000 of the 60,000 in residence are on the 
same footing as any other hospital patie? 
and about 70% of the new patients ад 
in 1958 entered informally. Now that x 
new Act is passed it will be possible 
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start the same procedure for those in resi- 
dence in mental hospitals. 


CLASSIFICATION OF PATIENTS AND COMPUL- 
SORY DETENTION 

The single term “mental disorder" is in- 
troduced to cover all forms of mental illness 
or disability. Provision for compulsory de- 
tention recognises 4 groups of mentally 
disordered patients, 1. Mentally ill, 2. Se- 
verely subnormal, 3. Subnormal, and 4. 
Psychopathic. These categories are men- 
tioned and the last three defined in section 
4, which is set out in full for the sake of 
clarity : 


(1) In this Act ‘mental disorder means 
mental illness, arrested or incomplete develop- 
ment of mind, psychopathic disorder, and any 
other disorder or disability of mind; and 
‘mentally disordered’ shall be construed ac- 
cordingly. 

(2) In this Act 'severe subnormality' means 
a state of arrested or incomplete development 
of mind which includes subnormality of in- 
telligence and is of such a nature or degree 
that the patient is incapable of living an in- 
dependent life, or will be so incapable when 
of an age to do so. 

(3) In this Act ‘subnormality’ means a state 
of arrested or incomplete development of mind 
(not amounting to severe subnormality) which 
includes subnormality of intelligence and is of 
4 nature or degree which requires or is sus- 
ceptible to medical treatment or other special 
саге or training of the patient. 

(4) In this Act ‘psychopathic disorder 
means a persistent disorder of mind (whether 
or not accompanied by subnormality of in- 
felligence) which results in abnormally ag- 
| vga or seriously irresponsible conduct on 

€ part of the patient, and requires or is sus- 
ceptible to medical treatment. 

"s Nothing in this section shall be con- 
we a implying that a person may be dealt 

а er this Act as suffering from mental 
dese al or from any form of mental disorder 
Pro ribed in this section, by reason only of 

Mmiscuity or other immoral conduct. 


Ag be noted that “mental illness” is 
wit efined. In the sections in part 4 dealing 
s ompulsory detention, when qualified 
Sa € phrase "of a quality or degree which 
og o the detention of the patient in a 
id for medical treatment," it is in- 
as уу; to cover the same range of illness 
as covered in the Lunacy Acts by the 
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words—"person of unsound mind and a pro- - 
per person to be detained for care and | 
treatment.” This latter phrase has never | 
been more precisely defined but by medica 
tradition it has been narrowly interpreted - 
and there is no evidence that it has been - 
abused. Ya 

“Psychopathic disorder” was not defined — 
in the Report of the Royal Commission but - 
has been defined in the Act and the defini- 
tion has led to much discussion. This 
hardly surprising when one remembers the 
mass of vague, contradictory, confusing 
literature about the subject. Despite fre- - 
quent reference to "fools rushing in where 
angels fear to tread” it is believed that | 
the bravery of those who drew up the defi- 
nition is justified. The definition approxi- 
mates to the common use of the term a 
from the legal point of view seems lik 
to be workable. There have been criticis 
of the words “requires or is susceptible ti 
medical treatment” because some psychia- 
trists held that psychopaths do not respond 
to treatment but the inclusion of th 
words is intended as a safeguard to mak 
sure that persons are not compulsorily ad 
mitted to hospital unless it is thought tha 
their condition does require medi 
ment. It should be noted that by definitio 
“medical treatment includes nursing, an 
also includes care and training under med. 
ical supervision." a 
COMPULSORY ADMISSION us 

It seems necessary at this point to stai e 
that most of the substance of the Act is 
taken up with measures which need only 
be applied to comparatively small numbers | 
of patients. For example, 69 of the 154 
sections in the whole Act are devoted to 
compulsory measures for unwilling patien! 
and those concerned in criminal proce 
ings, but in 1958 over 85% of those who en- - 
tered mental hospitals and over 70% of those 
admitted to mental deficiency hospita 
were admitted on a voluntary basis and | 
is presumed that the great majority of thos 
in residence will not require compulsory 
measures. Compulsory measures should be: 
considered in the light of these facts. — 

Part IV of the Act defines the circum- 
stances in which patients may be compe 
to enter hospital. There are 3 main pro- 


cedures : M 
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__ ]. Admission for observation (section 25). 
. .. 2, Admission for treatment (section 26). 
_ 3. Emergency admission for observation 
(section 29). 
— These provide a single set of procedures 
_ which apply to patients in each of the 4 
^g oups—mentally ill, severely subnormal, 
-subnormal and psychopathic—in place of 
_ the variety of separate procedures used at 
present. Section 26 does not apply to sub- 
rmal or psychopathic patients over 21; 
tients in these groups who are over the 
age of 21 cannot be compulsorily detained 
except for a period of observation unless 
they have been convicted of some crime. 
. In each case of compulsory detention in 
dition to the diagnosis of mental dis- 
ler, there must be a statement that deten- 
ion is necessary in the interest of the 
tients health or safety or for the 
tection of others. Doctors giving recom- 
ations for compulsory detention must 
the grounds for their opinion that the 
ons are fulfilled and state whether 
ernative methods of dealing with the pa- 
üt are available and, if so, why they are 
t appropriate. This is intended to exclude 
use of compulsory procedures if the pa- 
t could equally well be treated as an 
ent or as an inpatient without com- 


JUDICIAL AUTHORITY 

In the past the Acts required an order 
from a justice of the peace before compul- 
sory admission to or detention in hospital. 
most commonly used procedure, i.e. 
i Reception Order, needed in ad- 
on one and only one medical certificate 
m a medical practitioner, There has long 


of the judicial order particularly by 
e doctors who feel that it may damage 
relationship between them and their 
ents if the main responsibility for rec- 
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ommending compulsory detention in hos. 
pital is clearly seen to fall on them. The 
great majority of the profession, however, 
welcome the change. They feel that the as- 
sessment of the patient's mental condition 
and of his need for treatment, which is the 
essential basis for action, is a matter of 
medical judgment and that it is no advan- 
tage to the patient and little to the doctor 
if the doctor shelters behind a magistrate. 
A far better safeguard is the requirement 
for two medical opinions, one of which is 
by an expert. 


AGE LIMITS FOR DETENTION OF SUBNORMAL 
AND PSYCHOPATHIC PATIENTS 


The Act lays down that subnormal and 
psychopathic patients should not be com- 
pulsorily admitted to hospital over the age 
of 21 except for a short period of observa- 
tion or after conviction in the courts. They 
are liable to compulsory admission under 
the age of 21 years, but, unless admitted 
through the courts or considered danger- 
ous should not be detained beyond the age 
of 25. There has been a lot of misunder- 
standing and criticism of these age limits. 
It has been said, for instance, that they 
are not appropriate for subnormal patients 
because they may need care and protection 
beyond the age of 25. But care and treat- 
ment will be available to all such patients, 
at any ages informally without compulsion, 
if they wish it. The Royal Commission rec- 
ommended strongly that patients who are 
only mildly subnormal and do not fall 
into the severely subnormal class should 
not be detained against their will unless 
their behaviour brings them into conflict 
with the criminal law. Anything else would 
mean too great an interference with ре! 
sonal liberty. Patients whose mental sub- 
normality makes them quite incapable of 
an independent life will fall under the defi- 
nition of “severely subnormal" and may be 
detained for as long as is necessary. 116 
severely subnormal group will include 
many of those classified in the past 85 
feebleminded, as well as the lower-grace 
patients classified as idiot and imbeci e 
Clearly there may be some difficulties 1n 
borderline cases. 
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SAFEGUARDS 
There are 4 main elements in the system 
of safeguards for the patients. First there 
are the safeguards provided in the admis- 
sion procedures. Secondly, there are the 
time limits of the powers of detention. 
Thirdly, the power of discharge by rela- 
tives. Fourthly, there are the new Mental 
Health Review Tribunals with powers of 
discharge, to which patients and their rela- 
tives have access. There will be one Tri- 
bunal for each of the 15 hospital regions. 
The members in each region will be drawn 
from 3 panels, one of legal members, one 
of medical members and one of other mem- 
bers with relevant experience. At least one 
from each panel will sit together when ap- 
plications are considered. The extent to 
‘which these Tribunals will be used and 
their exact procedure remain to be seen. 


BOARD OF CONTROL 


The setting up of Review Tribunals and 
the transfer of other duties to the Ministry 
of Health has made it possible to dissolve 
the Board of Control as advocated by its 
own members in their evidence to the Roy- 
al Commission. Its dissolution is in accord 
with the requirements of changing circum- 
stances, particularly the integration of the 
mental with the other health services, but 
Many are sorry to see it go and there have 

еп many tributes to its work over the 
years in improving the mental health serv- 
ices before Cinderella became a Princess. 


ADMINISTRATION IN PSYCHIATRIC HOSPITALS 


Р The Mental Health Act has once again 
usted attention on the question of med- 
cal administration in mental hospitals and 
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particularly on the role of the medical 
superintendent in relation to other con- 
sultants on the one hand and to the 1а 
administrators on the other. Under the 
Act the legal obligation to appoint a med 
cal superintendent who is chief officer of 
the hospital ceases and there is no doubt 
that the powers of the "responsible medica 
officer" referred to in section 47 for purp 
of discharge or other purposes will not . 
vested only in the medical superintend 
This, however, does not necessarily mear 
that there is no need for a medical super- 
intendent or some other form of medical 
administration. Everyone agrees that th 
days of the autocratic superintendent h 
gone and that consultants should have com 
plete clinical responsibility for their | 
tients, but hospitals must not lightly 
deprived of the kind of leadershi 
need and from which many have benef 
in the past. There is need for much 
to be given to the problem of wha 
for patients and for the hospital as 


CONCLUSION 


The new Act has received a warm ' 
come throughout the country. One 
for this is the change in public attitu 
Mental disorder is much more reasonal 
tolerated than was the case 50 years ag 
and this has made many old restrictions w 
necessary and undesirable. The new 
makes it possible to stop enforcing 
and makes legal procedure less compl 
and cumbersome. It shows a hopeful 0 
fidence in doctors, administrators and 
enlightened public. In this article an 
tempt has been made to describe some. 
the Act’s more important features and 
discussion which they have raised. - 
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— When asked to design a survey of the 
mental health resources of the nation and 
to make recommendations for future plans, 
the commission and its staff decided to 
orient the study around individuals rather 
- than around various professional groups 
d services. We wished to find out what 
ople do when they become unhappy, 
rried, mentally ill, or otherwise troubled. 
We believed that people seeking aid for 
oblems would go to some type of organ- 
d helping agency, either the medical 
ofession, a hospital, a clinic, or a social 
ency. We also believed that a substantial 
number would turn to their clergymen for 
help. A similar line of reasoning led us to 
believe that people seek to improve their 
general well being by use of various recrea- 
tional and educational facilities, 
Obviously, we needed to determine the 
able manpower to supply these serv- 
s. We also wanted to determine the ad- 
ces being made in the research field, 
d to study factors that might interfere 
th development of research programs. 
ally we wanted to establish methods of 
termining the financial cost of mental 
ness. 
Ж Space does not permit presentation of 
> | the material regarding organization and 
dings that will be published in 11 mono- 
aphs, but selected areas will be discussed. 
We asked the Survey Research Center 
the University of Michigan to determine 
sample survey what makes people un- 
happy, and what agencies, or persons, ren- 
der aid. The Survey Research Center staff 
headed by Angus Campbell and Gerald 
_ Gurin, working with our staff, developed a 
schedule of questions. The testing of the 
questionnaires was done carefully, and the 


1 Read at the 115th annual meeting of the American 
chiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 
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interviewers were especially trained in 
handling this particular study. The Joint 
Commission is very pleased with the way 
the study was managed. 

Obviously, the material obtained reflects 
only those aspects of mental attitudes and 
feelings that are measurable in an inter- 
view ; it represents a sample of the Ameri- 
can population, including their satisfactions 
and dissatisfactions, things which concern 
them, and the resources and strength they 
bring to bear on these problems. This study 
reveals that people of different socio-ec- 
onomie groups and of different education 
differ in the satisfactions they achieve and 
the problems which they experience in life. 
This will be useful in planning mental 
health services for various population 
groups. The study revealed that people 
who seek help for personal problems tend 
to have a psychological orientation to life; 
that is, they are introspective and self- 
questioning. People with a psychological 
orientation tended to have psychological 
rather than physical symptoms as a re 
sponse to their stress. The expression of 
psychological orientations to problems was 
present in highest percentage in women 
younger people and the better educated. 
These same groups were the ones most 
ready to refer themselves to professiona 
sources for help. 

Of tactical significance is the informa- 
tion about sources of happiness, unhappi- 
ness, and worry. The major national issues, 
the international situation, the threat 0 
atomic fallout, the housing shortage, hig 
taxes, inflation and crowded highways (re- 
puted causes of great tension and stress 
appeared to be an important source of wor- 
ry to few people. Satisfactions derive from 
rather mundane things, income, families, 
children, and community activities. Cor- 
respondingly, worries are concerned W! 
health, families, children, money, job RS 
tions and the everyday personal tributa 
tions with which people are faced. 


The information that people worry over 
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rather personal matters is in a way en- 
couraging. The national trend toward im- 
proving community services for persons 
wnder personal or economical stress by 
improving general health services, job se- 
curity, economic security for people out of 
work, plus our declining death rate, es- 
pecially in children, is directed toward the 
major reasons given as causes of unhap- 
piness and worry by the sample population. 

Another important fact emerging from 
this study is that people who define their 
problems in psychological terms make up 
approximately one-fifth of the population. 
At least one-fifth of the population an- 
swered the question, “Have you ever felt 
you were going to have a nervous break- 
down ?" in the affirmative. Only 4$ of the 
total sample felt the causes of their prob- 
lems to be external to themselves. About 
10% of the total population felt that the 
problem was within themselves, and they 
would have benefited from professional 
help. About 142 of the people interviewed 
had sought professional help. In seeking 
help people tend to go to their clergymen, 
to their family doctor and to the psychiatrist 
in that order of frequency. 

The actual number who state that they 
have sought psychiatric aid is surprisingly 
arge when one considers the small number 
of psychiatrists, and the percentage of them 
Concentrated in large cities. There are 
about 350,000 clergymen and 150,000 phy- 
Sicians available, fairly well distributed 

oughout the country in cities and rural 
areas. In contrast, there are at most 10 to 
Ss thousand psychiatrists ; it is amazing 

at more than 2,000,000 people in this 
country have consulted psychiatrists be- 
ae they thought they were going to have 
cS breakdown. On the basis o num- 
» the rate of clergical consultation 
should be 20 times, Ea general medical 
nsultation at least 10 times the rate of 
iid. atric consultation. In fact, the ratio 
5 approximately 4 to 1 and 2% to 1. 
divi d socio-economic status of the in- 


ш н Seems to play an important part 


etermining whether or not he defines 
< Problems in psychological terms. But 
luis? groups persons with marital prob- 
ysi end to consult a clergyman, a general 
Clan, or a marriage counselor. On the 
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other hand, people with problems of child 
guidance, or with personal adjustment 
problems, which they interpret as psycho- 
logical, more often consult with a psychi- 
atrist. Most people voluntarily choose the 
kind of help they seek, but about 8% аге - 
referred by their physicians, and another 
8% by families and friends. Only 1% sought 
help because of something they read or 
heard in some of the mass media, and about — 
1% were referred by the clergy. E 

This phase of the study has two important | 
implications : ts 

1. Current efforts to aid the clergy and 
the family physicians to become competent 
to offer counseling to the mentally dis- 
turbed serve an important function, sini 
we know that people are already consulti 
these persons in large numbers. 

2. We know that people are ready 
consult psychiatrists and apparently 4 
in relatively large numbers in spite of p 
distribution. 

Our expectations of having any 
increase in the number of psychia 
available in the immediate future is poor 
deed; therefore, we must expedite 
ing, and most particularly assure optimum 
use of currently available manpower. _ 

The size of the mental health problem 
will vary with the definition of mental ill 
ness. In any case, we can estimate the pa: 
tients who actually seek psychiatrie care. 
On an average day there are approximately - 
640,000 patients hospitalized with a men 
disorder; if one includes the mentally r 
tarded, the number rises to more tha 
700,000 persons. These people are cared for | 
in the 1,250 hospitals that accept mentally _ 
ill persons for diagnosis and treatment. | 
About 85% of these patients are found in - 
large state hospitals, most of which have 500 
or more beds. About 430,000 different pa- 
tients are admitted to the non-federal psy- - 
chiatric facilities each year, 270,000 of these — 
to the specialized mental hospitals, and the 
remaining 160,000 to the psychiatric units 
in general hospitals. The admissions, plus 
patients already there at the first of any 
year, bring the total number of persons 
hospitalized in a year to 1,070,000. Approx- 
imately 30% of the patients admitted in any - 
year have been hospitalized at least once 
before for mental illness. One-third of 


admissions to all public and private mental 
hospitals are 55 years of age or older, and 
many state hospitals of the larger type 
report that a third or more of their patients 
are 65 or older on admission. 

The general use of psychiatric resources 
can be summarized in terms of the total 


chiatric. The average census of all the 

| Кы, оп any day is 1,300,000, апа of 
| these patients 51% are psychiatric. On the 
other hand, of the 23,000,000 admissions in 


many long term patients. 
In addition, we estimate that the mental 
health of all types treat at least 
— 980,000 patients in a year, and that psychi- 
-atrists treat somewhere around 400,000 
| (give or take 30,000) in their offices. It is 
estimated that the number of psychiatric 
patients attended by internists and general 
- practitioners varies from 10 to 50%. 

- There have been many attempts to count 
the mentally ill in the community, appar- 
—ently, the more intensive the survey of the 

community, the larger the number of pa- 
discovered. The prevalence figures 


_ per thousand. The Michigan material, 
_ which is in no sense a prevalence survey, 
_ found more than two million persons who 
- say they sought psychiatric help at some 
_ time; these figures do not include patients 
_ in hospitals, or persons in the armed forces. 
the basis of the epidemiologic studies 

- done, one may estimate that about 10% 
- of our population have nervous or mental 
illness of sufficient severity to warrant ap- 


_ agencies in a year, or approximately 10% 
_ of the potential crop. In terms of adequacy 
of these treatment resources, we have found 
no community which believed it had 
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enough hospital beds for the talh 
enough clinics to take care of the 
health problems known to exist, or e 
psychiatrists to care for the people y 
psychiatric care. 

Dr. George Albee made an ‹ 
study of the manpower problem of psy 
chiatrists, psychologists, social workers and 
nurses. His results can be summarized it 


exhal 


one statement. We do not have enough 
trained individuals nor are enough persons 
entering universities with an interest in this 


field so that we can expect adequate m 
bers in the foreseeable future. This can only 
mean that we will ultimately fail in-our 
tempts to supply needed services using” 
techniques based on our present knowledi 
of the cause and treatment of mental i 
nes. One can conclude that we should. 
at this time withdraw some money 
some manpower from the support of tn 
ment services (with full realization 
this means further neglect of already pe 
cared for patients) and use the compet 
manpower and money for research 
causes and more effective treatment. 
mental illness. vt 

Morris Schwartz and his co-workers Її 
focussed their attention primarily ОП 
new trends in the field, using conven 
treatment systems as a background а 
which to analyze these new trends. Ti 
have observed programs, talked with Ха 
perts, and reviewed the current litera 
on hospital and community patterns 
7 Тһе effort to give immediate trea 
in the community to mentally disturbee 
patients is one trend in which Schwartz 
interested. | 

The hiatus, between the time a p 
becomes mentally ill and the time 4 
ceives professional treatment, has, 
long time, concerned practitioners. 
long waiting lists for treatment have: 
new programs, some which have co 
trated on providing emergency рѕуе№ 
care while the patient stays in the com 
ity. They have attempted, either by | 
visiting by a psychiatric team, or by 
a psychiatrist on call at all times in 
chiatric section of a general ho 
narrow the time interval between t 
eruption of mental illness and the gi 
of professional help. The details of ® 


e 
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these programs can be most effectively 
conducted are still in the process of devel- 
opment. However, the problems are quite 


dear; they concern how to reach the pa- 
tient when he most needs help; how to 
keep him out of the hospital while he is 


getting help; and how to maximize the 
effectiveness of scarce professional time by 
initiating appropriate intervention at the 


most appropriate time. It is our impression 
that these programs of emergency care are 
"paying off' and our recommendation is 
that they be continued and extended, while 
at the same time their efficacy and the con- 
ditions of their success and failure are in- 
vestigated. 


Schwartz and his group have done a 
similar analysis of a number of other pro- 
grams dealing with the community care 
of mental patients. Their report will dis- 
cuss attempts to extend the outpatient treat- 
ment system into the community, into the 
courts, prisons, industry, the general hos- 
pital, the school, and a variety of social 
agencies. It will also discuss attempts to 
broaden the conception of treatment, 
Where, for examples, families as a group 
àre being treated, or consultation is being 
given to public health nurses to facilitate 
their handling of mental patients. 

A large variety of new programs has 
been initiated in mental hospitals through- 
out the country. Some of these programs 

ve emerged in the course of practitioners’ 
attempts to develop therapeutic milieu 
in their hospitals. Thus, hospitals have 
fr anged their atmosphere by giving greater 
om to patients; they have changed 
эе tole of personnel and patients, and 

Ave afforded patients greater opportuni- 
ties to make decisions about, and take re- 
3Ponsibility for, their own lives ; they have 
cpu many procedures oriented to- 
to th ringing lower echelon personnel in- 

е decision-making process ; they have 
levels communication between the different 
onas ОЁ staff; they have developed the 
the ption that many types of personnel 
af be of therapeutic significance to the 
к: and they have introduced novel 

in which the therapeutic potential of 
onm is used. The issues practitioners 
ing governed themselves with in develop- 
€rapeutic milieu are related to the 
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тауа socie amr e а 
. They are experimenting particularly ` 
with the re-definition of roles and role-re- | 
lations in the hospital in order to maximize 
its therapeutic impact. 1 
Schwartz and his group have studied in 1 
a similar fashion attempts to break down 
the barriers between the hospital and the — 
community. Here such programs as the - 
open hospital and the psychiatric section of — 
the general hospital are discussed. In ad- _ 
dition, they have described programs where _ 
the individualization of care for patients — 
has been the focus of concern, y 
The final set of trends Schwartz and his 
co-workers analyze deal with methods of - 
aftercare. These facilities include halfway 
houses, foster family care, sheltered work- 
shops, vocational counseling, rehabilitation — 
centers, social clubs, and public health 
nurses. Some concentrate on pro- _ 


In each program the central issue is to 
continue care for the patient in а way that - 
fits him. g 

Two other trends in aftercare are не 
grading of stress for ex-mental patients, ` 
and the tailoring of treatment for them. _ 
Programs of grading stress are concerned . 
with developing optimum “pressures” on - 
patients to facilitate their performance. 
Programs of tailoring treatment for ex-pa- 
‘tients are oriented toward finding the par- _ 
ticular rehabilitation activity most needed _ 
by a patient. 

As a result of new treatments—chemical, _ 
psychological and social—changed attitudes _ 
of staff and the surrounding community, 
and probably other factors not detected, 
there has been a substantial reduction in - 
the number of resident patients in the - 
countrys hospitals. The number of beds 
actually emptied by discharge of patients, 
plus the former annual increase in the pop- 
ulation of mental hospitals, means an over- _ 
all saving of several thousands of hospital 
beds. 

Community mental health services have 
expanded in the past several years. A few 
states have laws which make it possible 
for the state and community to collaborate 
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in support of local mental services: Pilot 
programs made possible through grants-in- 
aid from the National Institute of Mental 
Health played a very large role in dem- 
onstrating the effectiveness of these clinics 
and in subsidizing the states at the be- 
ginning. However, there seem to be other 

ctors at work in the population not easily 
described. The demand for psychiatric and 
other mental health services in agencies 
previously not thought to require such pro- 
fessional help is growing apace. For ex- 
ample, psychological testing and assess- 
ments in industry are in great demand. 
Courts, prisons, juvenile agencies, social 
| agencies, school systems and industries аге 
requesting psychiatric services. Agencies 
once content with diagnostic services from 
psychiatrists and psychologists now de- 
mand treatment for their clientele. Fur- 
thermore, by treatment they often mean 
one-to-one, intensive psychotherapy, psy- 

_ ehoanalysis, ог at a very minimum inten- 

pus psychoanalytically oriented group 

1 е раро pay- 

^ chiatrists and psychologists giving inten- 

* sive therapy to offenders at the Eom 

_ prison level—this in addition to long time 

_ established traditional diagnostic services. 

— Whatever the causes, these demands for 

mental health clinics and allied services 
are growing more rapidly than the man- 

- power pool for staffing them. 

_ The inauguration of new services is not 

| always carefully planned. Some new serv- 

| ices have been started without coordination 

- and full use of existing services in the 

- community. The desire to create new serv- 
-ices often stems from a wish to do some- 
thing about something, and the belief that 
pra pend health vie 50 or counseling and 
| guidance service will magically care for the 

x social ills and unhappiness of a community. 

Fortunately, there is a growing tendency 

" for communities to make a survey of their 
\ needs and resources before starting a new 

service. The importance of careful planning 

- toutilize existing services to their maximum 

cannot be overemphasized. The demands 

_ for new services are growing more rapidly 

_ than the complement of personnel to oper- 

ate them, and as a nation we are not gaining 
on our professional manpower shortage, 
but losing ground. There is a trend to 
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develop mental health services in the com- 
munity that are health promoting as well 


as therapeutic, and we believe this is a 
productive trend. 
Many communities still lack the basie 


resources and agencies necessary for mental 
health promotion and the treatment of 
mentally ill persons. Reginald Robinson 
and his group made a statistical study of 
the 3,103 counties in the nation ( exclusive 
of Alaska, Hawaii and Puerto Rico). Two 
thousand counties have no psychiatrists. 
Two thousand have no community family 
service societies, and 1,500 have no publie 
child welfare services. 

A site survey in a representative sample 
of the counties shows that where commun- 
ity services are lacking, some people are 
not able to obtain needed help. Most coum 
ties studied recognize the need for develop- 
ment of community services, and there is an 
encouraging trend to use of welfare 
workers, county health nurses and other 
agencies to help augment the services made 
available through mental health clinics 
and hospitals. In the more isolated areas 
the clergy and the family physicians may 
assume the major responsibility for mental 
health counseling, and the physicians treat 
the more seriously ill until they may be 
referred to a hospital or clinic. 

Services for the communities now lacking 
them will require professional staffing. 
Dr. Albee’s manpower report discusses the 
difficulty in enticing enough college stu- 
dents into the professional fields to supply 
our needs. Because of the critical problem 
of recruitment and distribution of psych 
atrists, Daniel Blain has been making @ 
more intensive study of the psychiatrie 
manpower problem. The latest information 
available to me in rough draft form an® 
therefore, subject to correction by him, 
reveals that in August of 1958 there were 
2,793 psychiatric residents in 245 training 
centers in this country. This is a gain 0 
30% (650 residents) over the num 
training in August, 1956. He reports ^. 
increase in the number of programs idt 
proved for 3 years training in state n 
pitals, so that in 1958, 51% of state hosp! 
were approved for 3-year programs. e 

Of the 650 additional residents in t "d 
ing in 1958 as compared to 1956, 250 w 


di 


) jnstate hospitals and 300 in university hos- 
s. The federal training centers, largely 
woncentrated in veterans hospitals, were 
training only 15% of the total in 1958 as 
compared to 19% in 1956. This is a most 
discouraging trend and one that should 
be studied so that it may be reversed. There 
is a steady trend toward having larger 
mumbers of residents in training in indi- 
vidual centers. The most rapid rate of 
increase in residents in training represents 
those from foreign medical schools, and 
this group represented 373 out of the total 
increase of 650 residents. Thus, more than 
50% of the additional persons in psychiatric 
tesidencies are from foreign schools, and 
of the 2,723 physicians in training, 1,066 
are from foreign schools. We do not know 
What proportion of these physicians will 
remain in the United States after they com- 
plete their training. There is also a spotti- 
Ness in the recruitment of psychiatrists 
from the various medical schools. There 
ate 77 United States medical schools rep- 
Tesented among the persons serving psychi- 
atric residencies, but 27 of these schools 
supplied 57% of all U. S. graduates in 
resident training. Most of the schools sup- 
plying large numbers of trainees were in 
К онш, Atlantic and north east states. 
research programs in psychiatry and 
Idated fields are objects of special study 
the Commission. At this time about all 
We can say is that there is an encouraging 
to more long-term support and to 
Е type of support which should 
it easier fo; 
Bs r people to carry on basic 
E Problem of recruiting research 
Ко must exist from one project 
а to another, with no assurance 
in Stee of grants, is a major handicap 
lid р itment of people into the research 
: Furthermore, it will do little good to 
ince the development of research 
ma es and elaborate research programs 
к We train research workers. There is 
NMH 8126 interest on the part of the 
ine... 30d a few of the foundations in 
Workers. 5 the facilities for training research 
^ € next step is to insure some 
“the rece са50паЫу on-going support for 


“search work these trainees will do, 
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and a support that has a reasonable degree 
of personal security. 

Viewed in perspective, we are encour- 
aged by the changes taking place, inspired 
by the vast areas of work yet to be done, 
and humble in our understanding of how 
little we really know about man's behavior, 
sick or well. We have studied representa- 
tive areas of concern to mental health 
workers and have omitted others because of 
limits of time and money. From all this 
we may hope that there will be improve- - 
ment in the use of available knowledge, 
but also particular efforts at intensifying 
the training of research workers and their ^ 
long-term employment in mental health | 
research. 


DISCUSSION 


Frankin С. Esavcm, M.D. (Denver, 
Colo.).—To my knowledge, this is the first - 
time that we in psychiatry have been so 
definitive in testing our operating policies, 
and seeking perspective on our necessarily | 
integrated role in society. Specific efforts 
toward increasing the manpower supply, - 
the efficient use of hospital facilities, the | 
availability of mental health services, and 
the followup and "indirect care" of patients 
have been ingenious and effective. Now 
we stand on the threshold of putting into 
operation a long-term, organized program 
to “back up" and stabilize our previous 
emergency measures. The brilliant leader- 
ship and vision of Jack Ewalt and others 
of the Joint Commission is providing us- 
with the foundation for achieving this re- 
sult. 

Iam impressed with the sound method- 
ology with which the study was designed. 
The proposed monographs reviewed by the 
paper just presented, suggest that we shall 
have a very clear idea about every aspect of 
community need, as well as the available 
mental health resources. 

It is impossible to predict the contribu- 
tion which the Commissions’ first mono- 
graph on current concepts of positive men- - 
tal health may make in providing a refer- 
ence guide for our extended forays into 
the community. In my opinion these cri- 
teria, which combine both the individuals’ 
definitions and the definitions of social. 
adaptation are most valuable because of. 
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their flexibility. The gestalt concept—the 
_ individual in terms of his particular mo- 
tivations and environment—must be intrin- 
- sic to treatment which aims at comfortable 
ocial adjustment. Thus, the suggested cri- 
teria of attitudes toward the self ; integra- 
tion of functioning, autonomy, perception 
- of reality, and environmental mastery en- 
courage an “individualized” focus in treat- 
ment planning, at a theoretical level. The 
. Michigan findings that people of different 
- socio-economic and educational levels value 
different satisfactions make different de- 
_ mands, and respond to different kinds of 
stress support this “individualized” defini- 
tion of mental health, at a practical level. 
-. Care must be taken in helping the individ- 
_ ual help himself, rather than having these 
agencies promote further dependency; 
- otherwise the mental health programs will 
defeat themselves. 
. In considering the implications of the 
information in this paper, we are gratified 
by the confirmation of many of our current 
ideas about the causes of people's worries. 
The everyday problems of health, child 
welfare, employment security, and personal 
adjustment are difficulties which in most 
cases are amenable to therapeutic assist- 
ance either through environment manipu- 
lation or changes in personal attitude. It 
is satisfying to know that social trends to- 
ward assisting and increasing the individ- 
_ ual's securities in these areas seem to com- 
ement psychiatric resources for main- 
ining mental health in the community. 
.... Much of the common sense meaning of 
these findings, and the way they confirm 
- our daily clinical observations, derives from 
_ the Commission's decision to orient the 
E study around individuals, rather than pro- 
fessional groups and services. This provides 
ап inside view,” and a closer identifica- 
tion of viewpoint from which we can plan 
_ the broad mental health program. 
~ Perhaps I take particular satisfaction in 
_ the manpower studies. As a result of our 
_ 1932 survey we warned about the need for 
fuller training of the general physician in 
_ psychiatry, and for increasing the number 
of psychiatric specialists. Now, the statistics 
. in this study demonstrate that the general 
. practitioner is the first source of help to 
б which great numbers of people turn “in 


time of trouble.” His accessibility, and ex- 
tensive background knowledge about his 
patients are great assets in aiding them 
with emotional problems. The general prac- 
titioner is therefore a major asset to the 
manpower supply, and one whose re- 
sources and talents should be used to the 
utmost. 

It is somewhat remarkable that there 
seems to be a certain lack of psycho- 
logical mindedness, even today, among the 
younger general practitioners and residents 
in the specialities. They give lip-service to 
psychiatry ; however, some tend to avoid 
it even while in training. Perhaps this lies 
in their need to grasp a vast amount of 
medical knowledge in a short time; or in 
deficient preparation for psychiatric or 
psychological mindedness of their respec 
tive medical schools. 

The same essential comments apply to 
the clergyman, to whose counselling large 
numbers of people entrust their emotional 
welfare. It would be interesting to know 
what position those individuals who first 
consult their clergyman occupy on the 
dimension of “psychological orientation 
toward adjustment problems. I suspect that 
the clergyman has access to many individ- 
uals who do not easily consult a psychia- 
trist, at least in the early stages of illness. 
and that therefore his potential contribution 
to mental health may be doubly valuable. 

Current statistics verify not only the 
readiness of patients to consult psychiatrists 
in numbers disproportionate to the supply. 
but also the efforts of individual psychia- 
trists to manage this overload. An attempt 
to facilitate efficient use of our time, throug 
organized community planning will un- 
doubtedly be beneficial to psychiatrists a5 
well as to patients. ў 

The necessity for research is emphasi 
in this project. In this respect, one can e 
tect a heartening interest across the QUUM 
try, and in the increased availability. 0 
financial support of research. 

The authors state that the tren 
development of new services is ! 
compounding our manpower pr 
one can assume, however, that we W: a 
long beaten the drums for better re 
health methods and facilities are P 
responsible for this. If our manpower pr 
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lems are now complicated by what we 
have always known we needed, we can 
nonetheless make use of increased poten- 
tial services by an unprecedented amount 
of community organization, communication, 
and establishment of mutually accepting in- 
terprofessional relationships. Ours is the 
position of leadership over this sprawling 
mental health community, and it is my 
opinion that this study by the Joint Com- 
mission will give us the functional “know- 
how” of better leadership than ever before. 
Having been closely associated with com- 
munity mental health problems for many 
years, I am interested not only in increasing 
the numbers of trained workers and the 
communication among those who are al- 
ready available, but also in the use of the 
total community in a better integrated 
sense. The problem of “hiatus” between 
the time of acute onset of mental illness 
and treatment is one which I feel is basic 
to other problems, such as later social re- 
habilitation and a broadened treatment 
conception, Not only is the patient himself 
more amenable to treatment at the outset 
of illness, but he is subjected to less “post- 
illness” stress if his employment, family, 
and other associations have not already 
been taxed to the limits of their resources. I 
also feel that the developing “psychological 
orientation" of the general population cre- 
ates a society which more closely ap- 
Proaches a “therapeutic milieu" in terms 
of both prevention and rehabilitation. 
um posing, I want to emphasize the in- 
(CUP we feel to the officers of the 
cg ommission for their invaluable lead- 
fis b, and my confidence that rapid prog- 
B nel, state, and local organi- 
К Ог management of mental health 
ems will be forthcoming as a result 
their efforts, d 


DISCUSSION 


r ‘aa Cameron, M.D. ( Montreal, 
this | b is somewhat difficult to discuss 
is al ре since it is not clear whether it 
Or sim М sic report of the Joint Commission 
ith Ply some notes on progress. However. 

“ars the names of the leading members 
pro, © Commission and is recorded in the 

Stam of the last annual meeting of the 


às reporting the findings of the Com- 
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mission and hence should properly receive 
our fullest scrutiny and consideration. _ 

This report is based on by far the most 
comprehensive survey of the mental health. 
resources of the nation hitherto carried out. - 
It has been at once heavily financed and - 
supported by a most imposing array of 
national organizations having interest in the 
mental health field ranging from the great 
to the tangential. The number and the di- 
versity of advisers and consultants, centra [ts 
and field staffs, have been as eloquent a- 
testimony to the great size of the enterprise 
as has been the wealth of publicity and the. 
number of progress reports. "Án. 

In seeking standards adequate to judge | 
the quality of an undertaking of 
dimensions, the discussant may well feel 
uncertain where to turn. Fortunately, thos 
responsible have also supplied a measu 
The earlier announcements, though not 
later, stated that this was to be a “Fle: 
type" of report on the mental health 1 
sources of the nation. 

Flexner’s report was one of the g 
documents of American medicine. 
rising supremacy of medical training in th 
North American continent springs from 
profound scrutiny, the uncompron i 
criticism of this man. He had the courag 
to condemn to oblivion the shoddy and the 
third-rate. His vision set the great ideals - 
and objectives of medical teaching for the - 
next half-century. D 

When we turn to this report by the Joi A 
Commission, we see that it—no less than 
Flexner report-is a survey of the condi- 
tions of the times. At this point similarity 
ends. Where Flexner recorded his vigoro 
criticism, his intolerance of what he found 
amiss with medical education and, in p 
ticular, where he set up the guidepost 
which we still follow, the Commission in. 
contrast appears merely to reflect what its. 
members have been told. If there is a es 
ported lack of personnel, the Commiss 
is in favour of more personnel. If there is 
dearth of research funds, the Commission: 
is in favour of more money. If a consider- 
able number of people go to the clergy 
for help with their problems, the Com- 
mission is in favour of adding the cl 
to their team-this despite the deplorab 
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ecord of clergy of all faiths with respect 
o the progress of medical science. 

It is difficult to see any place in this re- 

port where the Commission offers firm 

inspiring leadership and no place 

ere it sets great ideals and objectives 

the future. The members of the Com- 

ssion are against a reduction of effort on 

part of the Federal training centres and, 

an almost vigorous statement, they de- 

that, since we do not have enough 

ed people and not enough are under- 

cing training, we shall ultimately fail in 

attempts to supply needed services 

ng techniques based on our present 

ledge of the cause and treatment of 


mental illness. But the rest of the paper 
disposes one to favour the belief that this 
is simply something that the Commission 
has been told. 

A first-rate survey must be based on first- 
rate questions, and first-rate questions in 
turn require a vigorous imagination sup- 
ported by unsparing drive for excellence 
and an intolerance of the second-rate. The _ 
Commission, as it records itself in this 
paper, gives no leadership, no direction, 
no great objectives for the future. It is good — 
only to the extent that it reports the vitality, — 
the enthusiasm and the devotion to be 
found in hundreds of centres across the 
country. 
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THE SETTING 
| 


In 1956, stimulated by unfilled jobs and 
nationwide demand, the Office of the Med- 
ical Director of the APA, in Washington, 
issued the following statement : 


The problems of personnel shortages in psy- 
chiatric services are so overwhelming, so well 
known, so frustrating that they seem to threat- 
en the very possibility of progress. For lack 
of manpower whole programs lie in abeyance ; 
clinical facilities are hopelessly overtaxed and 
some perforce are closed to new admissions ; 
waiting lists are static; key positions, such 
as state commissionerships, superintendents 
of mental hospitals, directorships of psychi- 
atric clinics and professorships stand vacant 
for months and even years. Research crying 
to be done awaits the scientist to carry it out. 
Teaching and supervision, the key ingredients 
of programs which will vastly expand our hu- 
man resources are only sparsely available. The 
àctual carrying out of preventive techniques 
is virtually a dream. Broad scale planning for 
the nation, state and community takes on an 
Alice-in-Wonderland atmosphere for there are 
no real people to fill the slots in the neat or- 
ganization charts that we conjure. So much is 

one by so few and our efforts are so thinly 
Spread that total efficiency is inevitably of a 
ow order (1), 


THE PLAN 


In June 1958 authority was obtained from 
езы of the АРА to organize and 
Ез for “A Manpower Project (Re- 
anne Distribution and Utilization of 
Ee a) and on September 15 an 
Hoy x was reached with one of the 
a don to operate this project with a 
privat sum of money collected from 
sultant individuals and foundations. Con- 
exploratio, were obtained, and tentative 
ES were made under 6 headings : 
Ваа е 115th annual meeting of the American 
1, 1959, Ssociation, Philadelphia, Pa., Apr. 27-May 
spicier of Mental Hygiene, Calif. 

i Ог of Education, Letchworth Village, N. Y. 
3 Geo; missioner of Mental Health, Mass. 
18е Albee, Kenneth Appel, Ward Darley, 
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recruitment into psychiatry, into the sub- 
specialties of psychiatry, into large em- 
ployment programs; geographical mal. i 
distribution; utilization of psychiatrists ; 
experimental placement in top positions. _ 

After 8 months we have gained suffici ent 
experience to make a report of observation, ' 
information collected, and outline a major 
study for the future. 

In this paper we shall refer to 1. TI 
manpower problem in general with speci 
reference to scientific and professional 
sonnel; 2. The medical and general 
cational pools from which psychia 
are drawn; 3. Present knowledge co 
cerning psychiatry ; 4. Subjective opin 
from leading authorities. W 

1. The General Manpower Situation. We - 
are indebted to Professor Eli Ginzberg and 
his associates in the Columbia University - 
National Manpower Commission for a 
series of publications which form a major 
part of manpower studies of the last few 
years. Restricting ourselves chiefly to scien- | 
tific and professional personnel, we can say _ 
that these have grown in number much | 
faster than the population. Fifty years ago | 
there were approximately one million scien- - 
tific personnel in the scientific, professional 
and related fields. There are now appro 
imately 5 million. 

In spite of this, the demand for scientific. 
and professional personnel has recently - 
exceeded its availability. It was toward the © 
end of World War II that scattered warn- | 
ings of inadequate scientific manpower” 
were first felt; and shortly after Ko 
these shortages were recognized as of criti- 
cal importance. Shortages of engineers 
physicists and chemists were caused by a 
combination of expanded goods production. 
Francis Gerty, Eli Ginzburg, Carlyle Jacobson, 
ence Kubie, Howard Potter, Harry Solomon, Sidney 
Spector, William B. Terhune. * 

6 As of Nov. 1959, the Executive Committee 
thorized a special committee of Dr. David Wilson 
Norman Brill to develop the design for future 
of the project, since Dr. Blain had become Di 
of Mental Hygiene in California. 
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d expanded defense ; whereas other short- 
es, such as, nurses, teachers, rural doctors, 
chiatrists and others in state hospitals, 
id competent administrators, have much 
onger histories and more complex causes. 
_ The demand for physicians comes from 
higher standards of health and a growing 
national income. Limited capacity and 
higher requirements of medical schools 
have restricted the expansion of doctors. 
- Gross uneven distribution has accentuated 
- the discrepancy. 
In general, shortages are the reflections 
oreste discovery and technological 
ge. Dr. Ginzberg and his associates 
comment, "The demand may fluctuate 
-sharply in short run, but the size of supply 
will change slowly.” The question arises, 
what methods can a democratic society 


Try to alter distribution of men and women 
as to increase the number preparing for 
k in fields where short supply is antici- 
^d; and 2. Expand the size of total 
ege population so more will be educated 
nd trained in each field. 
There are undeveloped resources in the 
entific and professional manpower field, 
marized as follows : 
Only one half of those who are capable are 
now entering college. Two-fifths of those who 
collge do not graduate. Twenty-five 
those who graduate have the ability to get 


tors degrees, for everyone who actually 
such a degree. 


erefore, one may say there are 3 groups 
eserve which perhaps could be tapped 
vhen the right formulae are developed : 1. 
High school graduates who do not enter 
ollege; 2. Those who start but do not 
_ graduate ; 3. Graduates who do not pursue 
-. post graduate training. 

_ And there is an additional hidden reserve, 


Capable ones who get low scores because of 
deficiencies in early schooling. These are in 
or communities which spend little on edu- 
cation. Particularly found among racial and 
_ ethnical minorities, many are handicapped by 
. poor early education and later discrimination 
in employment. 
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It is quite obvious the supply of psy- 
chiatrists will be markedly affected by the 
general situation in scientific and pro- 
fessional manpower. 

2. General Education and its potential. 
ities. Psychiatrists as physicians come from 
the colleges and must compete with all 
professional and scientific manpower needs. 

Albee in his excellent treatise for the 
Joint Commission on Mental Illness and 
Health about to be published has some po- 
tent remarks about the educational world. 
He says shortages in mental health pro- 
fessions do not exist in isolation—there is 
a widespread shortage of highly trained 
people in a variety of professional and 
technical areas. There seems to be a per- 
vasive resistance to an allout educational 
effort by our country; resistant attitudes 
toward lengthy and difficult educational 
programs certainly affect recruitment into 
the mental health professions. Many edu- 
cators feel(2), 


The fundamental problem is a lack of appre- 
ciation or interest in intellectual achievement 
and the acquisition of knowledge which has 
grown up over a long period of time and 
which is reflected in our pervasive neglect 0 
education plant, the low repute in which teach- 
ing is held, the lack of a ground swell of sup- 
port for education in the face of crisis. 


The Educational Testing Service in 1997 
points out that many of the students now 
attending college are less intelligent than 
others not attending college and that, in 
general, we are losing a very large number 
of high ability students because of the 
lack of financial support for their education. 

The paucity of the numbers of those who 
advance to positions of serious responsib ү 
in the field of teaching, professional wort 
and research is illustrated by the following : 

Of 10,000 college graduates ( bachelors 
and first professional degrees), 


will obtain doctorate 
4 


980 natural science 

200 psychology 12 
1120 social science 24 
1200 humanities 24 
960 engineering 14 
1340 business and commerce 2 
1940 education 32 
1030 all other fields 6 
600 health fields most 
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Time does not permit extension of these 
remarks in this very serious matter relating 
to our deficits in the field of total education, 
of which medicine and its specialty, psy- 
chiatry, must be a very important member. 

3. Medical Graduates as a Pool from 
which Psychiatry is Derived. The pool of 
potential physicians is almost entirely re- 
stricted to those who at the end of their 
first year in college are interested enough 
in medicine to undertake premedical cur- 
ricula. 

Numerous estimates have been made 
about the shortage of physicians both now 
and in the future. The President’s Com- 
mittee on Health Needs of the Nation has 
stated that doctors by 1960 will be short by 
between 25 and 45,000, and 1960 is only 
‚опе year away. Nurses will be short by 
50,000. The United States has a lower 
number of persons per physician than any 
country in the world, but its distribution 
problems are serious. Howard Rusk in the 
New York Times has stated, 


To maintain our present physician population 
tatios of one to 730 for the Nation, we will 
need by 1975 315,000 physicians. We now 
have approximately 225,000 and our current 
tate of increase is about 3,000 compared to 


à need for a current increase of around 5,250 
per year. 


It is a well-known fact that it will take 
approximately 8 to 10 years for any new 
medical school in the planning phase to be 
built, collect its faculty and graduate a class 
9t Seniors. There is some hope that a 10 or 
Ü in annual graduation can be obtained by 
оазе in two-year medical schools 
the b will make up for the drop between 
мев asic science two years and the two 
oe 5 of clinical medicine which now oc- 

s and is responsible for considerable 
attrition, 
а Shortages in Psychiatrists. There are 
f ү еу 13,000 physicians spending 
W me in psychiatry at this time.’ Some- 
certifi petween 40 and 50% of these are 
PSychiat by the American Board in either 
e naL Or psychiatry and neurology. 
рена can only be increased by an 
х © m total number of physicians at 
nt percentage or increasing the present 


n ^ 
entage Who go into psychiatry. Effort in 


T Estimati 
“mating APA membership at 85%. 
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‘in the United States could be doubled, 
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this direction runs counter to needs 
other specialties and threatens to imp 
the present ratios. It would seem possi 
to justify an increase in view of the lai 
preponderance of psychiatric patients and 
psychiatric needs and the need for consulta 
tions to cultural and welfare and chronic 
disease institutions, such as educati 
courts, industry, prisons. This will, howevi 
require definitive studies. 

The shortages of psychiatrists is related 
to the function of the psychiatrist, to the 
numbers that each individual psychiatrist 
actually do treat, and whether or not they 
select more difficult cases which demand 
great training and skill It has been se 
perhaps facetiously, that if the number 
patients seen by the average psychia 


might be an equivalent to having twi 
many psychiatrists. y 
One of the authors has mention 
ways of better utilizing present av 
personnel. These аге : 1. By redefining 
functions of psychiatrists, general p 
cians, psychologists, nurses, social worke 
and others; 2. By reassigning duties anc 
responsibilities of these groups ; 3. By de e 
gating responsibilities from the more highh j4 
trained to the less highly trained with. 
adequate supervision; 4. By modifyin 
organizational structure and lines of auth ў 
ity to increase administrative efficiency 
5. By making greater use of social forces 
and persons from outside (volunteers) and 
groups to assist in treatment ; 6. By increa 
ing the skills of less highly trained personnel: 
through a vastly increased inservice train- 
ing; 7. By decreasing our reliance on 
residential treatment in favor of day hos- 
pital-service with patients living at home, 
or in foster homes, or other simplified 
arrangements. 
It is obvious that one would hope К 
research break-throughs which might sim- 
plify treatment processes, prevent lar 
groups from needing treatment. This re- 
source needs development to the extent 
that financial and other resources directed 
toward research should parallel resource 
directed toward utilization of present 
knowledge (treatment). 4 
One of the endeavors of the past yea 
has been to bring up to date certain in 
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formation related to physicians who are, 
at this time, residents in training in ap- 
proved psychiatric training centers. This is 
a duplication of the study made in August 
remarkable changes 


E 
3 
3 
d 
1 
8. 
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studies should be available shortly, but I 
Lean report here briefly. In 1956 there 
"were 2,074 residents ; in August 1958, 2,725, 
5 se of approximately 30% in two 
© years. There has been an increase in the 
E of residents in each training in- 
stitution in all states of the union except 
ч The number of approved 3-year 
| ES had increased in these two years 
- by 30, 22 of which are in state hospitals. 
are the num- 
training in the United States who 
uates of foreign medical schools. 
30.2% of all residents came in this 
. In 1958, this percentage had risen 
of all residents in training. The 
4 up 30% in 1956 showed that 
one half of these had already obtained 
zenship ; one quarter were intending to 
put in their naturalization papers. At that 
“time the remaining quarter were intending 
to return to their own country. If one figures 
T TO% of 2,074 as against 60% of 2,795, it 
нева 1056 who 
attended ican medical schools had 
_ expanded to 1,635 in 1958, a gain of 174 
_ American citizens. During these two years, 
_ there was also a change in the gross num- 
7 ber of students who attended medical 
Schools outside the United States. This 
p number had grown to 1,090 in 1958, an 
absolute increase of 468. No follow-up has 
_ yet been made of the probability of this 
Y group of 622 staying in this country or 
ош 
| е anpower Project is engaged, 
with the help of the Association of e: 
_ ican Medical Colleges, in a brief study of 
_ the applicants for residency training, which 
_ will develop information toward total and 
"multiple applications, those who drop out 
of psychiatric training entirely and will 
- provide an opportunity to study various 
- groups in a more specialized way. 
It is important to stress again the fact 
that the function of the psychiatrist in 
- meeting the needs of citizens in the overall 
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picture is obviously complementary to the 
efforts and activities of other groups with 
whom psychiatrists must work. It is also 
obvious to us all that faced with drastic 
shortages in the future, in case we are 
unsuccessful in increasing the number of 
those practising psychiatry and even though 
we alter their major function, may demand 
a serious reappraisal of ways and means of 
meeting the needs of the people in our 
general field, both of prevention and treat- 
ment as well as joining with others in the 
growth and development of health persons. 

4. Subjective Impressions of Psychiatric 
Authorities. Tentative feelers on each of the 
6 subjects considered in this exploratory 
year have been sent out to a selected list 
of 100 professors of psychiatry in the United 
States and Canada, committee chairmen of 
the APA and state medical societies, dis- 
trict branch offices. These staff memoranda 
are available in the office of the project for 
reference. 

Responses have been spotty but will be 
helpful for future studies. 

Comments concerning recruiting from 
persons in responsible positions in training 
of psychiatrists are of special interest. 

It was suggested that placing a student 
early (perhaps in the first summer) in an 
investigative role under supervision of an 
older man who could furnish a stimulating 
"model" would be most helpful. 

Some felt that full-time teachers Were 
essential, and one dean emphasized the 
ability of a teacher to transmit enthusiasm. 

Many felt that the job of the Department 
of Psychiatry was to give sound and in- 
teresting courses to all, some electives 
well; there should be presented an over 
view of psychological and behavioral factors 
as these permeate health and disease. Some 
expressed it this way: best recruiting is 
done by creating a “climate of letting, a 
dents fend for themselves” ; let them = 
and see sick people and decide wha 
interests them most.” 

One expressed his attitude toward suc 
cessful recruiting as follows : 


Recruitment will be best achieved by increa? 
ing the number of graduates exposed to m 
chiatrie concepts, and by integrated teachi¥® 
emphasizing the treatment potentials О ues 
chiatry as rendering more effective the docto 


t relationship in all of medicine by alter- 

е image of the successful psychiatrist 

the analyst removed from the mainstream 

f medicine to the psychiatrist-physician by 

ng the material taught show less evidence 
ordance, conflict and uncertainty. 


“Others emphasized that the type of 
dent selected might play a part in the 
mumber who choose psychiatry. It is of 
est here to recall Parker's findings that 
authoritative students like best psy- 
try, pediatrics and public health"(3) ; 
Pas "authoritarian" types preferred 
ürgery, radiology, internal medicine. 
Many felt psychiatric recruitment was 
terred by rigidity of requirements to 
er medical school, and furthered by ad- 
ion committees dominated by basic 
e because psychiatrists are too busy 
"serve. Public psychiatry is notorious for 
М salaries and petty restrictions. 
Where state hospitals present a “model” 
E psychiatric practices in some locales ; in 
hers, old school psychoanalysis represents 
Ш psychiatry, an extreme just as bad. Stu- 
hts and public feel “untreatable by psy- 
Oanalysis means untreatable by any form 
sychiatric therapy,” hence hopeless. 
Jt was generally felt that more infor- 
ation on the graduates of medical schools 
0 had gone into psychiatry would be 
Useful. Changing faculty members in all 
partments was an important variable; 
ges of attitudes in the 4 years and 
cific deterrents should be studied. 
A serious deterrent towards recruitment 
general was suggested in the “confused 
lal attitudes towards the mentally ill,” 
5 the fact that public hospitals were over- 
ed with social misfits, many belonging 
iewhere, 
number of discrete topics for special 
es were mentioned : studying a sample 
Sidency programs; variety of needs 
ferent localities, regions, states; the 
“Огу of the psychiatric resident in col- 
5° and before: his major interests, in- 
E persons; define the area and 
the need for which manpower is 


16 person felt that psychiatry was doing 
as other specialties and a number 
at in many schools those coming 
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into the top of 
mte to tg 


па: 

A, Systematic compilation and 

of objective data on Ч 

1. Psychiatrists in practice and train- 
ing 7 

2. Training resources "Ng 

3. Factors influencing individuals t: 

ter psychiatry T 

В. Tdentication of the current and pro- 

jected demand for psychiatrists х 

C. The study and evaluation of tech- 

niques to increase the supply of psy- 
chiatrists. ES 

This investigation will necessarily in А 
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a series of studies, each to supply informa- 
tion necessary for an understanding of the 
total psychiatric manpower picture. 


I. PROPOSED PROJECT OUTLINE (Tentá- 


tive) 
A. An analysis of the existing psy- 
chiatric manpower picture. 
1. Collection and compilation of data 
on the existing manpower 
a. In the United States 
b. More intensively on a local 
basis. (e.g. in one state, one local 


and rural area) 

2, Analysis and description of the 
rg pO a 

. sug- 
gested these data g 

For of this study, a 
distinction is g made 


E emer as previously defined, should 

4 the subject of another study. 

É Psychiatrist is defined as a physician 
whose major time is dori 0 psy- 
chiatric practice, teaching, research, or 
apes administration. 

A logical starting point to the broader 
study of psychiatric manpower is that 
of examining closely the existing man- 
power picture. 

Data are available from a variety of 
sources which when appropriately 
analyzed would yield a more complete 


Age and age changes of the man- 
power pool ; sources of supply and 
their variations; geographical dis- 
tribution ; mobility of psychiatry and 
directions of change ; changes in the 
picture of foci of concentration ; sub- 
specialty distribution ; and changes in 
the ratio between private practice 
and the variety of employed posi- 

tions. 
It appears desirable to approach this prob- 
lem on a national, state, urban and a rural 
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level. A clear understanding of national pi 
chiatric manpower is necessary in order 
ascertain characteristics of the total 
as well as shifts within this pool. Further 
more, mobility among psychiatrists is such 
that state or local boundaries have relat 

little significance. There is also an awa 
that a rather limited number of trai 
centers provides psychiatrists for the country 
as a whole and not solely for the areas 
which these centers exist. The universe of 


pow in this country is -— 
imited so as to permit a careful study 0 
the total group. For this purpose, it is pro- 
posed to extend the American 
cris agg Keysort punch card data to 
include a eater range of per ta 
on all psychiatrists EI utilize IBM equip 
ment so as to make the data more sui 
for analysis. i 
It is apparent, however, that data for 
the country as a whole do not answer t 
important questions for an individual ^ 
or for specific urban or rural areas. The 
variations between such loci are Д 
їп terms of psychiatric manpower and avail. 
ability of training centers. Certain states, tor? 
example, do not E either a medical L 
or a psychiatric training center. Within a 
given state, there may be areas of very d 
and very low concentrations of Ó 
hence for any particular state a more de- 
tailed presentation is mandatory to assure 
an understanding of its manpower 
Within any state variations may be 
between rural and urban areas, € 
which may have vastly different pro 
A single state, as well as rural an p 
area, might be chosen for syay in this 
vestigation, with the aim rnis 
models for the use of individual areas. _ 
B. Techniques of increasing the sup 
of psychiatrists Е 
1. Identification of poem tech 
niques of increasing the supply Ф 
psychiatrists ; 
a. Nationally 
b. Locally А. 
'2. Evaluation of such techniqu 
It may be anticipated that analysis 
the data relative to current psy¢™ 
manpower will suggest a number of 
niques for increasing the supply. In 
tion, a survey of the literature, а : 
of current practices in rc 
sychiatry, and a canvassing of auto 
b cca a in this area will also 
other possible avenues on techniq 
increasing the supply of psychiat 
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is proposed following such a rey 
of techniques to make a careful of 
their relative merit and effectiveness. 

C. Future projects and studies 

1. Studies indicated but not included 
in scope of original project. In consider- 
ing what the scope of the ptum 
study should be, many areas of interest 
were excluded in order to narrow the 
investigation. As an example, the ques- 
tion of whether the time and of 
psychiatrists are currently being used 
to best advantage is not included, nor 
is there included an attempt to measure 
the effectiveness of present training 
methods. 

2. Studies suggested by project find- 
ings. In the course of collecting and 
analyzing study data, it is expected that 
topics requiring separate investigation 
will be developed. 

3. Operational studies to test findings 
and conclusions. Both during the course 
of and following the study, changes 
might be tried out on an operating 
basis. Information can be made avail- 
able to individuals and organizations 
concerned so that they may follow up 
as they wish. For example, if it should 
appear that the hypothesis that summer 
placement of medical students in state 
hospitals results in a greater movement 
of psychiatrists into state hospitals, co- 
operative ventures between medical 
schools and state hospitals can be ar- 

ranged to further test out findings. 
Budget : 
Remainder of Calendar Year-1959 
Consultants (per diem and 
travel), secretarial assistance, 

Supplies. This includes 3 psychi- 

atrists in addition to Dr. Blain, 

а sociologist, and a personnel 

administrator (all in California) 

35 well as the existing Advisory 

Committee, This is cited as a con- 

Servative sum for the remainder 


of the calendar year $ 8,000 
Continuation of studies of resi- 

dents and other pilot investiga- 

tions in progress. 4,000 


TOTAL $12,000 
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consultants to produce such а = 
program as may receive financial support. 
over such a period of time as necessary for. 
this important subject. T 
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L THE DEVELOPMENT OF AN EFFECTIVE STATISTICAL SYSTEM 
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Mental illnesses constitute a public health 
of considerable magnitude, but 
s on the exact dimensions of the prob- 
— Jem, the prevalence by time and place, and 
- the relative risk of occurrence for various 
population groups, are greatly limited. Re- 
cently I had the opportunity to review the 
history of the national collection of mental 
illness statistics in this country. It is inter- 
‘esting to note the evolution of the public ap- 
proach to this problem. 
The 1880 census of the United States 
; to count "the number of mentally 
l and defectives not only in institutions 
for their care, but also in jails, almshouses, 
| Other institutions and at home." By 1904, 


eminded in institutions ; those outside 
f ns were excluded on the grounds 

Д their number could not be enumer- 
ated.” Beginning with 1923, the Bureau of 
Census, and later the Public Health 
Service, has conducted separate annual 
eys of patients in mental institutions 


eptics. As a postlude to the development 
outpatient psychiatric clinics since the 
n of the century, in 1954, a national re- 
g program on the outpatient psy- 
c clinic population was initiated by 
ational Institute of Mental Health in 
E with state mental health au- 
Today, our long-range objective in the 
collection of statistics Cain with that 
al goal in 1880. There is recognition 
t a complete descriptive count of the 


- to achieve this goal in a more scientific and 
Е phisticated way, using objective criteria 
and validated evidence of mental illness. 


© J Presented at the annual meeting of the M 

. Public Health Association, Easton, Ма, Oct. 9415» 
- 2Chief, Outpatient Studies Section, Biometrics 

p National Institute of Mental Health, Bethesda 
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We are still far from such an accomplish- 
ment, which must be approached system- 
atically through successive and progres- 
sively more difficult stages. 

It is likely that Maryland will be one of 
the first states to take certain major strides 
towards this goal, and that it may serve às 
a model statistical laboratory for studies 
elsewhere. In an intensive methodological 
study this past year on the outpatient psy- 
chiatric clinic population in Maryland, 
with the assistance of the Johns Hopkins 
University School of Hygiene and Public 
Health, some of the problems of definitions 
and data collection in this field were re- 
solved. Reports were obtained on every 
Maryland resident seen in an outpatient 
psychiatric clinic. 

This is no small achievement, considering 
that some 60 clinics participated in this 
reporting system, submitting data on about 
10,000 patients. This accomplishment re- 
flects the fine cooperation of the persom 
of the clinics and of the various program 
agencies for mental health : the State Health 
Department, the State Department 
Mental Hygiene, the Baltimore City Heal 
Department, the Veterans Administration, 
and the National Institute of Men 
Health. As a result it is possible for the 
first time to compute rates of admission 0 
and discharge from outpatient psychiatrie 
clinics by demographic and diagnostic 
characteristics, to enumerate the num 
under clinic саге at any specified tim’, 
to determine how much and what kinds 
of services outpatients receive, and the 
position made. These data will continue to 
be collected to provide information 0 
changing patterns of services for the men 
tally ill. We are now preparing à comp 
hensive analysis of the data collected 
the first year. a 

In addition to the reports on its О" 
institutional population, the State Depart 
ment of Mental Hygiene plans to 00 
ports from the Veterans Administration psr 
chiatric hospital, all private ment 
tals, and general hospitals which 
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psychiatric patients who are Maryland res- 
idents. 

These are the first stages in the collec- 
tion of research information on the distribu- 
tion of menta! disorders in a state or com- 
munity. What is the next step ? Those who 
are familiar with services to the mentally 
@ will recognize that although data on 


outpatient and inpatient psychiatric serv- 
T {ees are essential for mental health program 
planning, there are limitations to the useful- 


ness of separate statistics for each type of 
facility. Today, hospitalization or clinic 
visits may be only one of a long series of 
psychiatric experiences for an individual. 
À person may be referred to an outpatient 
psychiatric clinic for diagnosis, admitted to 
a hospital, discharged to outpatient follow- 
up care, perhaps readmitted to a hospital 
and so forth. Changes in treatment methods 
and hospital policies, and increases in the 
number and kind of psychiatric facilities 
open hospitals, day and night hospitals, 
half-way houses, psychiatric wards in gen- 
eral hospitals—have resulted in a more com- 
plex and fluid service pattern designed to 
meet more of the particular needs of the 
mentally ill. 
What is the research implication of these 
changes in mental health service programs ? 
€ rate of first admission to state mental 
hospitals is less and less useful as an index 
of the incidence of serious mental disorder. 
* can no longer look at only one psychi- 
attic experience of an individual for mean- 
ingful study of the epidemiology of mental 
ders or of the psychiatric care re- 
Ew Without collation of information 
“Ported on the same individual by differ- 
ent facilities, it is not possible to answer the 
Owing kinds of questions : What is the 
uplicated count of individuals by age, 
x, color and diagnosis who are admitted 
eee from or under the care of 
atric facility within the year ? What 
Td of individuals are admitted to a 
c ре facility for the first time this 
Fa et is the relative risk of admis- 
Portion 6 population group ? What pro- 
E. ү; individuals diagnosed for the 
Bently п à psychiatric clinic is subse- 


: M mitted to a psychiatrie hospital 


years after clinic discharge ? Is 
er and composition of the psychi- 


TANK _. 


MMN eM - 7990.3 
atric population seen in psychiatric facili- 


ments each year ? Are there any urban-rural 
differences in admission rates and subse- 
experience 


ноп pad dicheg, odes Tr 
the patient's name. The sole thè 
file would be the effective u! of the 
routine reports from facilities, 
for epidemiologic administrative re- 
search. Plans are underway for such co- 
ordinated reseach on all known ; 


patients in the state. The following types of 
statistical studies are contemplated : , 


of a psychiatric facility during a year. 
Di E based on undupli- 


of dia, cases, based on routine reports . 
received from psychiatric facilities. This will 
include, for example, study of changes in diag- _ 
nosis and psychiatric care for individuals who — 
come into the psychiatric population at dif- ` 
ferent ages, probability of readmission to a 
psychiatric facility within a specified period - 
after discharge, etc. Thus we may begin to — 
obtain more definitive data on the natural 
history of the various types of mental illness. 

Estimates of the psychiatrically ill popula- 
tion known but not under care during the year, 
based upon various assumptions with regard to — 
duration and activity of the illness, sample 
studies of records of the social service ex- - 
change, etc. У 

Special research such as genetic studies and 
studies of the relation between reported psy- 
chiatric illness and suicide and police cases. 

These statistics will be available not only 
on a statewide basis but also by county — 
so that health officers can know the mag- | 
nitude and characteristics of diagnosed | 
mental illness in their locality. 
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marriage counselors. Sample 

hold interviews represent à still finer scream 
device for case finding of mental dis 

in a total community study 

Some very difficult methodological реф 
are inherent in such studies : the del 
of mental illness, case finding meti 
the determination of the approxi \ 
of onset of the disorder and its dung 
or absence at any tissi 

ties, these problems 

in order to answer a basic q 
is the relationship between d 
tally ill seen in psychiatric В 
mental illness in the general p 


H 


in 


fi 


Several one-time community studies b 
already been carried out or are unde 
in Yorkville, New York and is 

Canada are recent example 
also been two well ki 
in Baltimore : the study in M 
illness in the Eastern He 
District by Lemkau, Tietze and З 
based оп medical and social agency reco 
and a study in 1952 of mental illness 
chronic disability by the C 
on Chronic Illness, based on household 
vey and clinic examination of a populau 
sample. 

I hope that within several years, а ШЕ 
can be made on a continuing study of Р 
chiatric illness in some Maryland commus 
ity or communities based on case find 
methods applied to the general pop 
Such a study could provide more comp 
epidemiologic information than ш 
based on the psychiatric patient popu 
alone. In addition, if continued for à 
ber of years, such a study could 
the first time prospectively collected € 
on the natural history of mental disoré 
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FURTHER DEVELOPMENTS IN THE DAY HOSPITAL * 
T. J. ВОАС, MB, Cu." 


The Day Hospital at the Allan Memorial 
featitute was the first in the field. After 12 
years of operation it exhibited difficulties 
which required an extensive reorganiza- 
tion. In the course of this we examined the 
basic premises on which it operated, and 
took advantage of an excellent opportunity 
to review the history of the day hospital 
as an institution, and the place it occupies 
in the field of psychiatric practice. 


The many arguments which have been 
advanced to support the notion of the day 


“hospital fall under 3 main headings, name- 


ly, economy, preservation of the family 
group and community contacts, and min- 
imizing the ill effects of hospitalization— 
Principally over-dependency. 

If one looks at how day hospitals actually 
came to be set up they have developed in 
3 different situations. 

1. As a new part of an existing hospital, 
Where something less than full inpatient ad- 
mission is desired. This approach is mainly 
identified with Cameron(1). 

2. As a development from social clubs 
ànd similar organizations when it is found 
desirable to provide more treatment facil- 
ities. This is seen in its clearest form in 
Great Britain and is identified with Bierer 
(2), who apparently adopted the name day 

tal from Cameron. 

З. As a manifestation in the terminal 

of hospital treatment of inpatients, 

bed, for example, by Gilmore(3) 

by Barnard et al.(4). Developments 
Of this type have tended to remain informal 
and have not stimulated interest and 
to the same extent as the first two. 

first psychiatric day hospital as such, 

hag opened by Cameron(1) in 1946. There 
been informal forerunners of this ex- 
4 t, for instance in 1935, Woodall(5) 
ted neurotic patients at Adams House 


"Read at the 115th annual meeting of The 
Apr Psychiatric Association, Philadelphia, Pa. 
Y 27-May 1, 1959. 
Nase to the Director, Allan Memorial Inst. of 
try, Montreal, Quebec. 
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set u y Hospit 
in 1955 and in the Royal Victori 
a 20-place day hospital for 
in the Department of Internal Med 
icine is a part of the current building роз 
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THE DAY HOSPITAL AT THE ALLAN MEMORIAL — 


i 


The day hospital at the Allan Memo 
Institute had remained relatively 


801 


Changed in its structure and functioning, 
Other than an increase in patient load and 
ome improvement of quarters, until 1958 
When it was extensively re-organized, as 
shall describe. Some aspects of these 


w 


here(14, 15). 
the day hospital was set up as a consciously 
‘planned experiment in the provision of a 
treatment setting. It was an integral 
of the Institute and accounted for a 


third of our hospitalized patients. In 1954, 
wh Fue Institute expaniied. the day lior 


а grew to 40 places maintaining the 
в ratio. 


The Institute is entirely open. 
about one-quarter of our day 


phere of usefulness. Patients are trans- 
ed actively in and out of it according 
their current requirements. All forms of 
cal treatment are available on the 
hospital except deep insulin coma. 
ents are not selected in terms of diag- 
tic category. The principal criteria are 
ability to travel, and the feasibility 
‘their continuing to live at home during 
treatment At times when there is a large 
Waiting-list for inpatient beds, it is neces- 
ry to treat seriously disturbed patients 
would normally be admitted day and 
- As well as drawing on the general 
ces of the Institute, clinical respon- 
ty for patients is divided among 4 
ablic ward services, each of which has 
ents on all wards, including the day 


bility for the group as a whole, means 
the nurses on the day hospital oc- 
ns des position in its social struc- 


RGANIZATION 


The reorganization in Jan 1958 
brought about by difficulties of which we 


FURTHER DEVELOPMENTS IN THE DAY HOSPITAL 


=ч 


had become increasingly aware d 
the previous two years. In spite of th 
demonstrable usefulness of the day hospit 
over the years and the devising of ted 
niques to manage a wider range of patienti 
we had begun to experience growing dif 
ficulty in maintaining an adequate Тем 
of occupancy. We were well aware of 
number of contributing factors which we 
beyond our control There had been @ 
steady growth of other psychiatric facili; 
ties in the city. The major hospital insur 
ance schemes refused to recognize the daj 
hospital for insurance payments so that 
treatment there cost an insured patient 
more out of pocket than if he was admitted. 
We had developed a range of ambulam 
treatment facilities in the Institute аш 
these were to some extent competing wit 
the day hospital. A further reason, of whieh 
we were not aware when the reorganiza: 
tion started, but which became obvious 
it proceeded, was the need to formulati 
a program on the day hospital which was 
specific to it, and therefore, capable @ 
attracting its own category of patients. 
some slackening of the pressure for ad 
sion due to the first 3 causes, this last be 
came decisive. 

The reorganization primarily took the 
form of integrating within the day hospi 
the other ambulant treatment facili 
which had developed separately. We hat 
developed a program of outpatient follow 
up psychotherapy to deal with problems 
that had been investigated, defined and in 
tially worked on during the patient's brie 


‘stay in hospital. The new organization enc 


abled us to co-ordinate this therapy WIEN 
other elements of a more extensive there 
peutic program. We had, many years 9* 
fore, established a therapy unit, which pro 
vided physical treatments for outpatients 
We had found it useful in the therapy uni 
to institute an evening clinic where the 
patients could come after work, usually 
ECT ог somnolent insulin, thus avoid 
time off work. The special schizophre 
follow-up program aimed at maint 
therapeutic contact with our 505 
phrenic patients throughout a long perio 
of rehabilitation—a minimum О E 
and much longer in some cases. Ano? 
special group of patients chosen for long 
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term contact were those who had ex- ona continuum from full-time day hospital 

perienced recurrent depressions, usually саге (9 a.m. to 5 p.m. 6 days weekly) to 
of the manic-depressive group with re- occasional widely-spaced visits. A suitable 

peated admissions and disruptions of fam- grouping of treatment could be prescribed 

ily life and work. These patients are carried to fit the needs of each patient. In formus 

on prophylactic ECT as originally de- lating the range of services it was necessary 

seribed by Stevenson and Geoghegan(16). to define the limits of the continuum. 

We eventually extended this to recurrent one end it faded off into complete loss 


and relapsing depressions in the involu- contact with the but at 

tional period. More recently we have set we had to make some statement the 
up a similar group of geriatric patients services that should be provided for full- 
who are followed over a prolonged period. time day hospital care. In doing we 
Another activity which was integrated was were led to a reformulation of the basic 
the use of the occupational therapy depart. premises underlying management of the 
ment. This had become increasingly used full-time day setting and, ; 
for patients to follow up a new interest quently, to radical changes in the 4 
developed in hospital, оп a part-time basis These changes set 


up 
following discharge from the phase of in- change which had not 
‘tensive inpatient treatment. Here an in- the start. 
creasing number of old people attended At the time, our prediction was that 
regularly as groups. In addition to normal might shrink still further or n 
case work, there had developed within the cease to exist, being replaced by more 
social service department a special volun- more part-time treatment. However 
teer program which provided well-mo- had to consider what the character 
tivated and suitable volunteers who ex- of such a full-time setting should be and - 
tended the help of a friendly relationship whether it was possible to devise a program 
to patients who specifically needed this that would be specific to it, and different 
during the post-hospital phase of resettle- from an outpatient clinic, on the one hand, | j 
ment. and full-time — ез vus чойот the 
Other activities within the hospital, while other hand. It was clear t»: t we pro- 
not actively integrated in de program, vide for orthodox "medical" treatment, - 
were closely coordinated with it when re- including physical treatments, sedation, 
quired. These included referral to small, adequate physical examination and investi- 
closed, long-term psychotherapeutic groups gation, care of confused patients, etc. These 
in the extension department and member- were necessary parts of L^ comprehensive ) 
ship in our ex-patients’ social club, Co-op- treatment program, and, in addition, we 
‘tative ventures with various outside agen- had to care for a certain number of dis- 
cies provided us with help, e.g. the rehabil. turbed and confused patients awaiting de 
itation centre for vocational problems, and patient beds. However, in these traditional. 
à program established with the help of the activities there lay the risk of provoking | 
ictorian Order of Nurses to provide a excessive dependency needs. The absence | 
isiting servi i bed disrupted the traditional roles - 
Ome visiting service for patients on am- of a pte | 
nt treatment. of the hospital patient and of the nursing | 
ese activities had grown to the point staff. Activities oriented around bedside 
Where they needed space and staff which nursing were not appropriate to the situa: - 
Simply were not available. An initial ad- Чоп of a patient on the day hospital, and. 
Vantage of integration was the creation of it was necessary to put something in their 
4 larger unit within which space and staff place if healthy interactions were to be 
be used more flexibly and efficiently. possible. We started with the working as- | 
св ultimately more important advantage sumption that for the majority of patients. 
а5 making these services readily avail- referred to the day hospital the develop- | 
able in combination with one another or ment of multiple relationships within a 
га Some part of the full-time day hospital group was not only possible, but was also 
Sram. We aimed at providing services therapeuticall desirable. Tt was tere 
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hecessary to foster development of a strong 
| democratic group structure on the ward, 
T the activities of which led away from de- 
pendence on the hospital, and towards 
establishment of progressive defences, and 
_ independent and responsible functioning. 
| Such development was conceptualized as 
occurring in 4 steps. 
4 1. Undertaking activities together зо 
> that a structured group with strong rela- 
_ tionships between its members could, in 
T fact, develop. 
— . 2. Discussion of these activities and ver- 
a balization of the emerging interactions. 
3. Interventions by the staff lending sup- 
| port and prestige to the idea of progression 
| towards independence and encouraging a 
ical" attitude, i.e. perception of 
; events and interactions on the day 
— hospital as an acting out of the patients’ 
internalized conflicts. 
-.4. Working toward reality solutions, in 
the spheres of work, family life, develop- 
‘ment of new sublimations, etc, 
In practice, these changes were imple- 
— tented by the introduction of a program 
_ of group activities which later developed 
and changed as the day hospital developed 
а social structure of its own and methods 
of expressing demands and formulating 
new institutions to satisfy them. 
First, and most important of these ac- 
__ tivities was the discussion hour. This took 
_ place daily from 1 p.m. to 2 p.m. and was 
— attended by all patients who could be 
- persuaded to come and all nursing staff 
— Who were free. It was conducted by the 
head nurse, the/central figure in the social 
. system of the day hospital. In so far as the 
n on hour served as the principal 
| arena within which the issues of life on the 


ward could be thrashed out it was impor- 
tant that her role within the group con- 
form to the reality of her day-by-day posi- 
tion in the day hospital. We did not ex- 
pect the nurses to offer deep interpretations 
of unconscious behaviour. Their general 
aim was to orient patients towards under- 
standing, towards rehabilitation and inde- 
pendence, and to the use of other sources 
_ Of help available in the hospital. 
|... Other groups met less frequently, usually 
- weekly, and by and large served the pur- 
poses of Step 4, i.e. working towards real- 
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IN THE DAY HOSPITAL 


ity solutions. A socio-drama session ¥ 
devoted to acting out current sit f 
the day hospital or from life outside. 
patients who were not ready to deal 
current reality situations, the showing 
psychiatric movies offered more 
visual stimuli and opportunities for 
tification. On the basis of individual 
patients were referred to a number of 
special groups under the leadership of 
social workers, each dealing with a par — 
ticular problem area. For example, the 
"work group" dealt with problems of eme 
ployment, not only realistic difficulties im 
obtaining work and the offering of direct .— 
help and guidance in this, but, also, su 
questions as the meaning of work in 
society, and the specific blocks and 
ties of individual patients. Another 
group dealt with family problems and an- 
other with problems of social isolation, — — 
Other activities were started with the 
help of the occupational therapy depart — 
ment and volunteers utilizing social and — 
diversional content to structure the group 
and its daily routine. * 
These examples must suffice to give some 
idea of the content of the program. 


RESULTS 


During the early stages, we were con 
cerned about the effect on the group 
structure of the day hospital of dilution 
with large numbers of part-time patients’ 
and the disruption of activities by the in- 
crease in traffic. We feared that the group 
might disintegrate under these ns 
so that we would be left with a hetero- | 
geneous collection of patients, 
one another irregularly, and d E 
only. tenuous relationships. However, 
were also signs that the group, faced 
this threat to its existence, began to 2 
its boundaries, became more exclusive, @! 
emphasized the differences between TU 
time day hospital patients and part-time. 
patients. Before the precarious bà 
between these two effects was resolve 
ceased to be a relevant issue, as a new 4 
unexpected phenomenon appear : 
initiation of the activity program among 
full-time patients produced a remark 
revitalisation of this group, and a pe 
rapid growth commenced. The me 


tivities served as a framework within which 
spontaneous developments occurred and 


these were accompanied by a rise in oc- 
cupancy and an upsurge of new referrals. 
Within 3 months, we had, for the first time 
in years, a waiting list for full-time admis- 
sion. The improvement in morale showed 
itself, not only in patients, but also in the 
staff. Staff members who had initially been 
skeptical and resistant were won over and 


became active participants. Its relevance 
to the needs of patients was attested not 
only by the more numerous referrals but 
also in the increased readiness of patients 
to accept treatment on the day hospital 
and to maintain their attendance. 

"These changes, of course, had their im- 
pact on other parts of the hospital. The 
day hospital acquired a new prestige and 
patients were increasingly willing to be 
transferred to it. Patients on other wards 
pressed to join in activities set up on the 
day hospital and to adopt them on their 
9wn wards. The program stimulated inter- 
cst among nursing staff in the possibilities 
of milieu therapy on other wards. 

These rather dramatic developments 
have overshadowed to some extent the 
other changes and the consolidation of a 
smooth and more flexible integration. 
Other unpredicted factors which have in- 
fluenced the situation are the use of tran- 
quilizers and the recent introduction of safe 
and effective anti-depressant drugs which 
have diminished the number of physical 
treatments given. These developments have 
served to emphasize the need to maintain 
flexibility and an open mind to new devel- 
ортеу. They emphasize the importance 
Эа up new services іп such а way 

t they are not rigidly tailored to the ap- 
Parent e of the moment, but can Lap 

respond to the changi atterns 0 
therapeutic needs and ted iid The day 

"SPital now offers us the possibility of 
аны a wide range of different types 
s E ost into complex patterns which 
5 Огей to the needs of the individual 

ents and can be readily varied as these 
| бы change. With this resource we сап 
жа É patients who otherwise could 

Carried in a short stay hospital. 


Such changes as I have described must 
be seen against a wider canvas, Historical 


settings whi 
protection than office psychotherapy 
out going to the other 
vation of civil rights and commitment to | 
closed hospital. Although others had used 
such part-time treatment earlier, 
Cameron’s setting up of the day hospital іп | 
1946 initiated a new series of developments 
because it set up an empirically defined 
unit on a regular and continuing basis, be- 
cause an attempt was made to delineate 
for it a particular area of usefulness, be- 
cause it represented a practicable and self- 
supporting service which satisfied a com- 
munity need, and because he devised an 
elegant and evocative title for it. The con- 
siderations adduced emphasize the im- 
portance of defining the characteristics of | 
such experimental settings as clearly as pos- 
sible so that their performance may be 
evaluated, of formulating a rationale for 
their mode of functioning, and of setting 
them up from the beginning so as to en- _ 
courage the emergence of new permuta- | 
tions and combinations in response to - 
changing needs from within or without, — | 


| 
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SuMMARY ic 

The day hospital is one of a series of | 
experiments in devising new psychiatric 
treatment settings. It has been a useful | 
and productive development. The models 
created in different centres differ widely - 
in their general applicability, their clinical _ 


usefulness, and their theoretical interest. - 
Å " : 
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The mental hospital is no longer thought 
of as the center of treatment where people 
can be “factory rebuilt.” More and more at- 
tention is being given to before-care and 
after-care management of mental illness. 
Taking account of the therapeutic value 
of social factors we can speak of “social 
treatment.” The wider implications of such 
management, together with the work on 
the cultural and family aspects of mental 
illness, have helped develop the practice 
of social psychiatry. In social psychiatry 
there is an attempt to integrate the process 
of case finding, referral, diagnosis, treat- 
thent and after-care, whether in the clinic, 
the hospital, the home or the community. 
Notable examples of programs aiming in 
this direction exist in Amsterdam, Holland 
(1), and also Worthing, England(2). In 
both these instances the cornerstone of the 
system has been a home visiting service 
wherein psychiatrists and social workers go 
directly to the home of patients for emer- 
gency care or they may return regularly for 
treatment and supervision, where indicated. 
In September of 1957 a Psychiatric Home 
Treatment Service, a pilot project, spon- 
sored by the NIMH under the initiation of 
Dr. Walter E. Barton and Dr. James Mann, 
Was established at Boston State Hospital 
for that section of the City adjacent to the 
Ospital, This area consists of a lower mid- 
Ai residential section, containing 
S. people. Potential case-finding agents 
R e area, such as family doctors, si 
Чез and clergymen, were notified that 
mah SY chiatrist and social worker would 
так home visits to families that had а 
ember with serious mental illness where 
Spitalization was being considered. 
ы E: 3 Criteria for acceptance of a case 
(ыле residence in the designated area; 
9 to 60; and serious mental illness. 
© aim of the Service was to provide bet- 
Management of mental illness at a time 
ess and to see if appropriate alter- 


1 
Bard at the 115th annual meeting of The American 
аут, i55 g\ssociation, Philadelphia, Pa., A 27- 


ston State Hospital, Boston, Mass. 


HOME TREATMENT OF PSYCHIATRIC PATIENTS ' 


T. T. FRIEDMAN, M.D., PHYLLIS ROLFE, M.S.S., ano STEWART E. PERRY, A.B.* 


natives to hospitalization might be possible, 

Clinical personnel originally consisted of 
a psychiatrist and social worker, but there 
have since been added another social work- 
er and two psychiatric nurses. 

Sixty cases were accepted during the 
first 15 months of operation. In each in- 
stance, the doctor and social worker went - 
to the home of the patient. In the first part 
of the visit they conducted a family inter- 
view with everyone present. Then the social - 
worker went into another room with the 


agency that had been therapeutic for them. 
in the past. Attention was also given to the — 
T E 
legal problems, t com- _ 
plicated the management of the mental - 
illness. Both the doctor and the social work- 
er have an opportunity to see the patient 
in his everyday environment with the - 
people most important to him, and can - 
jointly have a better grasp of the whole - 
problem. N 
Of the 60 patients referred, 22 came from . 
community agencies and clinics, 19 from 
family doctors, 12 from the family, 5 from 
the clergy, one was self-referred, and one 
from a housing project manager. Of this | 
oup, 40% were hospitalized and 60% were 
able to remain in the community. The 
majority of those hospitalized were persons 
with acute schizophrenic reactions, mostly - 
of the paranoid type. Most of the others - 
were psychotic depressives. In one half 
the hospitalized cases alternatives to hos- : 
pitalization were vigorously pursued with | 
the use of drugs, frequent home visits, and 
attempts at outpatient care. When definitive | 
care was not possible at home, the task for _ 
the team was to smooth the way to the - 
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hospital, overcome the patient's and family's 
resistance to such a plan, arrange for trans- 
portation, and sustain the family and pa- 
tient if hospitalization had to be delayed. 
Much confusion and stress can be generated 
around hospitalization. For abad. x family 
doctors report that this is a difficult problem 
and appreciate a psychiatric consultant who 
comes to the home much as they would ap- 
preciate having a surgeon come down for 
a question of an acute abdomen. The 
social worker is also on the home scene 


problems, the question of child placement 
and homemaker services. 

Sixty percent of the cases referred were 
able to remain at home. In about half this 
number, the psychiatrist judged in retro- 


spect that hospitalization was imminent ; 


_ in fact most of them had been in the hos- 


in the past. In some instances the 
ly had called the hospital to request 
admission, and in one case the patient had 
appeared in the Admitting Room of the 
hospital. When patients had been hos- 
pitalized before, the family and their doctor 


- often think of rehospitalization as the quick- 
est solution to a new crisis. These in- 


dividuals could be loosely designated as 


- borderline in reference to the severity of 


their illness and efforts had to be directed 
to preserving their defenses and sense of 


= reality. In some instances there was the 


opportunity to deal with those aspects of 
the family relationship which eeu. 
vating the illness. If psychotherapy was in- 
dicated it was necessary to find the clinic 
or therapist that was available, to convince 
the patient and the family of the necessity 
for psychotherapy, and then to keep the 
patient and the family on an even keel, 
sometimes for many weeks, until therapy 
could begin. In other instances the Home 
Service itself could provide psychotherapy 
at home to at least restore equilibrium. A 


. great deal of time was spent on the tele- 


phone to coordinate the activities of the 
many agencies needed to solve the complex 
problems faced by the family and the 
patient. 

About half the people who remained 
outside of the hospital were judged by the 
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trist in retrospect not to have bees 
imminently hospitalizable. The presenting 
included alcoholism, exacerbs. 

tions of chronic family conflicts, and the 
appearance of increased symptoms in those 
with long-standing emotional problems. 
Several children in these families wete 
found to be very disturbed. Obtaining treat- 
ment for them had been rendered quite 
difficult in the past by the parents in 
ability to cooperate in such treatment. In 
these families the availability of a Home 
Service is important because of episodic 
crises and the need to prevent hospitaliza- 
tion which, in the long run, would not alter 
the basic social pathology. Such people 
have to be sustained from time to time with 
visits by the doctor, the nurse, or the social 
worker. - 


Case: А 19-year-old college gil те 
fused to leave her home for several mon 
because of severe anxiety, somatic delusions, 
and fear of losing control of her impulses. She 
had been in outpatient psychiatric treatment 
for 5 months but had broken off treatment а 
was unable to return. Her family doctor tri 
drugs, without success, and was considering 
hospitalization when he referred the family 
to the Home Treatment Service. Joint 
separate interviews at home revealed the par 
ents' fear that psychiatric interviews had been 
making the patient worse. It was decided to 
remotivate the girl for outpatient therapy 
to involve the parents in such a treatme? 
plan. Home Treatment visits were made once 
a week for-3 months, with the psychiatrist 
seeing the girl and the social worker 
the parents, with frequent family conference? 
The girls symptoms improved and she wes 
able to return to the outpatient clinic W 
had been kept informed of her progress. я 
mother was convinced of ће need to $ee " 
social worker and to participate in the 
ment. 


Some of the differences between s 
people at home and seeing people at F 
clinic are worth noting. For example, 
patient's initial resistance and € 
to participate in outpatient therapy» pos 
sarily of great importance in the Ha 
setting, is not a crucial issue for a t 
Service. Therefore, persons who ae | 
cessible to outpatient therapy, OF who miog 
broken off treatment and are vice 
more ill, can be seen by a Home $6 


d 


Environmental and social 

are often hit-and-miss procedures in an 
outpatient setting; however, in the home, 
where everyone concerned can be con- 
sulted and a personal relationship made to 
the family, such manipulations are on surer 
ground and perhaps deserve the name of 
social prescriptions. 


SUMMARY 


The present report refers to 60 cases seen 
in the first 15 months of a small Home 
Treatment Service. The doctor, accom- 
panied by a social worker, functions as a 
general practitioner-psychiatrist, working 
primarily in the home and collaborating 
directly with community agencies. Inacces- 


_ At the last annual meeting of the Ameri- 
can Psychiatric Association held in San 
— Francisco, the presidential address contained 
statements and allegations which have pro- 
duced tremendous reaction from the mem- 
bers of this organization associated with 
- mental hospitals. Before discussing these 
statements and their effect upon the care 
the mentally ill, I should like to go on 
cord along with most of my colleagues 
the mental hospitals as being heartily in 
vor of the development of diagnostic and 
tment facilities at the community level. 
one examines the record he will find that 
he public mental hospitals in the past 
e been almost the only agencies pro- 
ng psychiatric services to local com- 
nities. Although not required by law, 
t of our public mental hospitals have in 
past recognized the great need for 
nmunity level facilities and have at- 
ipted in spite of meager staffs and other 
caps to provide some form of mental 
th clinic for the communities served. 
of us will claim that these services 
е been adequate. However, until quite 
tly they were almost the only public 
ies available for early diagnosis or 
tment in the community. We well recog- 
e that early diagnosis and treatment of 


at need in psychiatry today. 
Our mental hospitals were originally 
nded with the belief that they could 
‘ovide short term definitive treatment for 
ental illnesses. The annual reports of early 
mental hospitals, reveal this hope expressed 
as a reality. Mental hospitals vied with 
each other in publishing high rates of 
ecovery from mental disease. It soon be- 
| e evident that these recovery rates were 
real but rather the result of releasing 
nrecovered patients who often were re- 
dmitted within a few days of discharge. It 
required almost a hundred years of largely 
1 Read at the 115th annual meeti i 
s$ oe Association, Philadelphia. dm 21-May 
1, 1959. 
> Y 2 Central Islip State Hospital, Central Islip, N. Y. 
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custodial care before a genuine improve- 
ment in the release rates of our mental 
hospitals occurred. Those of us who are 
in close touch with developments in the 
public mental hospital are enthusiastic 
about the profound changes that are now 
taking place—changes which I personally 
believe indicate that the mental hospital 
will continue to play the dominant role in 
providing care and treatment for the men- 
tally ill of America in the future. As a 
result of what is developing in our hos 
pitals, I believe that a general change from 
custody responsibility to an active treatment 
program is in the offing. 

In this country it has been the philosophy 
that mentally ill persons who fail to adjust 
in the community should be cared for in 
mental hospitals until such time as their 
symptoms would permit readjustment in 
the community. The public has not been 
tolerant of the disturbed mentally ill person 
in the community. Huge sums of money 
have been spent for institutional care. But 
in many instances the amount provided has 
not been sufficient to permit the public 
mental hospital to provide more than à 
token of custodial care. жт: 

The lack of definitive treatment facilities 
within the framework of our mental x 
pital systems is a result of the backwar 
position of psychiatry in the field of therapy: 
While other branches of medicine have 
made tremendous strides in developing | 
therapeutic tools, we in psychiatry an 
been largely preoccupied with prov! ing 
custodial care for huge numbers of ment sj 
ill persons. Within the past 10 years, ho ( | 
ever, there has been a stimulating ар Я | 
New therapeutic tools are being develop ўн 
which make it possible to treat fairly 8 Ё | 
quately substantial numbers of patien 1 
who formerly were untreatable. — "T 

The slow progress in developing © 
peutic tools has been due to the paucity 
research facilities. In this area pya 
is far behind other branches of medi? 
Other medical problems have been 5° x 
as a result of intensive research. The $ 
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will be true in psychiatry. It is significant 
that we are now beginning to see the 
development of research units in the mental 
hospitals in this country. In the past few 
years, many such units have been estab- 
lished and the benefits from their activity 
are already being realized. Mental hospital 
research has been a vital factor in the recent 
advances achieved in psychiatry. The use 
of the public mental hospital as a research 
center is a logical step and should have 
been developed a long time ago. These 
institutions carry the load of care of the 
mentally ill of America. Their resources in 
research material cannot be matched in 
any other setting. If effective treatment 
methods are to be developed they must be 
developed within the mental hospital. 

. With the introduction of the concept of 
liberalization in mental hospital care during 
the past few years there has been a decided 
change in the hospital atmosphere. Time 
does not permit me to go into details 
concerning the progress that has been made 
às a result of the concept of the open hos- 
pital alone. The enthusiasm with which this 
progressive step has been accepted by 
Psychiatry and other disciplines is most 
assuring.. However, liberalization of care 
with its attendant benefits is not something 
Which is accomplished in a vacuum. Its 
Success depends upon the hospitals re- 
lations with the community and the inte- 
gration of hospital and community is an 
essential element in this new philosophy. 
As a natural outgrowth of such integration 
the mental hospital must assume a respon- 
sible role in providing community level 
Psychiatric care. Some of our psychiatric 
Philosophers may feel that our mental hos- 
are not equipped to play this role. If 
^ €y are thinking of the hospital of 10 years 
ra they are probably correct. The newer 
н neept of the hospital’s responsibility to 

© community is, I believe, well-illustrated 
E what has been going on in many areas 

Great Britain and to a lesser extent in 

Routed States in the past 10 years. 

xi E psychiatry 10 years ago was faced 

ed е same problems as psychiatry in 

сод Their institutions were largely 

Cni and isolated from the community 

а. As а result of social changes and 
Mer the leadership of some inspired psy- 
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chiatrists many of the British public mental 
hospitals have developed community men 
tal health services which provide a total 
mental health program with the mental 
hospital as a center. Those of us who have - 
been fortunate enough to see these Britis 
programs first hand are assured that the - 
public mental hospital has an important - 
role to play in community psychiatry. " 
Crities may point out that there isa 
difference between the mental hospital sys- | 
tem of Britain and that of the United Sta. 
In general our hospitals are larger and 
some extent more isolated from their catch- 
ment areas. This is a distinct disadvantage 
but not an insurmountable one. Communi- 
cation and transportation are changing so 
rapidly that distance is not the formida 
barrier of the past. If one examines і 
location of our public mental hospitals 
is found that many of them are in h 
populated areas and well-situated to 
directly with their local communities 
greatest difficulty is that confronting 
large metropolitan hospitals, which . 
frequently located some distance from 
areas served. Integration of these hos 
into a community program requires , 
sive planning and perhaps reorganizatio ni 
This same problem confronted British psy- 
chiatrists in London. They have found a - 
partial solution in the development of ex- 
tensions of the mental hospitals in the hea 
ily populated metropolitan districts. Per 
we will be able to follow their examp. 
although admittedly this is not an 
problem to solve. n 
In general community mental healt 
services in Great Britain have been deve 
ing around their public mental hospi 
The staff of the mental hospital servi 
the community clinics, day-care center and | 
welfare homes and provides psychiatrii 
consultation to the psychiatric divisions 
the general hospitals. The fact that medicine 
is socialized in Britain has undoubtedly | 
facilitated the development of this well- 
integrated total community psychiatric serv- - 
ice. р 
There are several outstanding exampl 
of total community mental health servi 
centered around mental hospitals in Gr 
Britain. Most of them have many elemen 
in common but all of them have the ob- 
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jectives of providing easy access to рѕу- 
chiatric care. These programs tend to 
encourage a continuity in patient care 
whether it is rendered in the home, in a 
community facility or in the mental 
The development of these hospital centered 
community programs has profoundly 
changed the structure of the hospitals asso- 
ciated with them. Admission rates to hos- 
tals have greatly increased, duration of 
pital residence has been shortened and 
__ early diagnosis and treatment appears to be 
a reality. 
| As an example of what has happened to 
| a mental hospital with a good community 
- program, may I take the liberty of pointing 
ў to one British institution, Mapperley Hos- 
pital in Nottingham. The community pro- 
gram associated with this hospital has been 
built up during the past 10 years. Map- 
perley is a relatively large hospital for 
Britain, having about 1,100 beds. It is 
completely open with almost 100% voluntary 
patients. The average stay of a newly ad- 
mitted patient is about 4 weeks. The mem- 
bers of the staff of the mental hospitals 
‘tarry responsibility for a community pro- 
- gram including a variety of clinics, domi- 
L consultations and psychiatric services 
4 E Be. euo hospital. Prior to the institu- 
7 community pro , Mapperle 
admitted less than 300 Senis "pend 
- during 1956 the admission rates had in- 
| creased to over 1,500 patiénts a year. In 
Spite of this, the actual number of patients 
E in the hospital had decreased from 1,100 
-— in 1945 to 1,050 in 1956. From this it can 
"be seen that where the mental hospital is 
| а center for community psychiatry there 
(o may actually be a decrease in the population 
of the hospital in spite of a tremendous 
increase in yearly admission rates. 
; In the United States several of the states 
y have begun to develop community mental 
E. health Services. For the most part, however, 
| the existing mental hospitals are not part 
` 
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of this new development. To me this is ап 
unfortunate trend. If we are to provide 
community psychiatric services geared to 
future development of treatment methods 
_ there should be a close integration of all 
public health services. Our established 
mental hospitals with their professional 
staffs, training facilities and diagnostic 
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equipment should be a logical ¢ 
these new services and would undoul 
be able to bridge some of the serious; 
which now impede their development: 
an arrangement would not necessarily in 
fere with the private practice of psychig 
which is developing so rapidly in this co 
try. Safeguards should be built into th 
programs so that those who are able to 
for private psychiatric care would mot 
diverted from private facilities. = 
The present trend toward developme 
of community level psychiatric care is di 
encouraging one. Any attempt to 
such programs from existing mental hospi 
programs would set up artificial barrie 
between the community and the hi 
nullifying many of the hard-won aehi 
ments of recent years in hospital-communi 
relations. Public education is mak 
ceptance of psychiatric treatment a 
It would certainly be a step backy 
undermine this growing public con 
through the establishment of a contus! 
and completely illogical dichotomy in ps 
chiatric services. Я 
In the light of our present knowled 
must recognize that there are a subs 
number of mentally ill persons who d 
chronic diseases even when early di 
and treatment is available. Dr. Solom 0 
his address indicated that he was OF ®t 
opinion that new facilities should be esta» 
lished devoted to care and custody ОЁ! 
chronic psychiatric patient, largely div 
from psychiatric care and supervisio 
suggestion is probably the most Сш 
the mental hospital psychiatrist to 
We have been dealing with 
patient for a long time. Those s 
have been in institutional psychiatry 
before World War II recognize that 
is now a distinct change in prognosis 
chronic patient. Cases formerly com: 
hopeless are now being successtully ' 
although not totally recovered, as # 
of one or another of the treatments і 
able. Many patients with prolonged | 
residences are being returned to | 
munity in an improved conditi 
tranquilizing drugs are playing an 
role in this development. Men 
general has a tendency toward chr 
If we are to follow Dr. Solomon's 5 
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and abandon the chronic, (eee M nomically attractive to the 
other discipline we wou a in — a n schools. Perhaps 
ical responsibilities. This is not governing — 
mA r from the suggestion that cancer is pS ie A a 
incurable. Our hope for successful treatment — attract ра — 
of mental illness lies as much in the de- of prain would 
velopment of effective treatment for the salary- ch JOE cm 
chronic patient as the development of com- time as Tm 
munity facilities for early diagnosis and Pr socer mede ipt naa 
treatment. The chronic mental patient is a hospi! = The _ 
medical responsibility and I am sure that services epis iom graduates. f. 
American psychiatry will not abandon him — omit jab 
to the care of educators, publie health per- эмы МАН tal | 
sons, sociologists or city planners as recom- ire rari professional 
mended by Dr. Solomon. I hope that we caps a I say diet mental 
have passed the stage of therapeutic nihil- In closing, ive MAE : 
ism in psychiatry. To give up our y hospital et d iet Aer Xa | 
bility for any segment of the mentally — sen. believe 
population would be to return to the dark ah ¥ =й poe 
ages. i 
OS our mental hospitals are suf- criticism bay Аср 
fering from the lack of professional person- узы рор how Е к 
nel at all levels. This I Me ie — hospi momias i ү 
the fault of the hospitals but га теп. 
indication of economic circumstances ае several fet ars реу ep 1 
perhaps a changing attitude on the pon tioned "M accept fis 
physicians in general. I do not want to criticism as bert dra аа) 
put in the position of criticizing my OWN hospital m jeder) 
profession but there are indications that velop publ m э 
Physicians in general are becoming more highest spe M I e. | 
interested in the economic return in practice community nee hae kgabi 
than they were a few generations ago. Local theit achievement И, A 
communities are having to establish emer- лз. It is time d d. oe Е 
gency medical services because be must not wipe out ma ps 
do not appear to be assuming their Es accomplished. There goon io Be pes 
Brun for esie the call of for difference of opini y should a 
sick person regardless o economic circum- ^. it 4 
stances, Public opinion polls indicate that р аана confidence ог to impede the - 
€conomic interests of the ye мы att 
materially lowered his status in the. ill person, b 
of the public. In general, medicine is no Lene acute, or chronic. There mayi be 
longer looked upon as a calling of service schisms in psychiatric philosophy, " j| 
ut one of economic security, and service must be no schisms in service. 
the public mental hospital is not eco- 
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On any given day there are, in the pub- 
licly supported hospitals for mental diseases 


^ *cl ic" ti t 

If one believes, as I do, that this “chro- 
— micity" in mental illness is a reflection, not 
of the nature of the disease, but of the at- 


| methods by which we care for such pa- 
4 one is confronted with a problem 
many of us as psychiatrists have 
- refused to face realistically. І am aware 
of the progress that has been made in many 
places in creating movement among this 
poup of so-called chronic patients. From 
Я time of Dr. Abraham Myerson’s “total 
> push” 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. 

? Commissioner, Connecticut State Dept. of Mental 
Health, Hartford, Conn. 
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to our hospitals. We cannot, of cour 
ignore our responsibility for the care 
the treatment, so far as we know how toad: — 
minister it, of the patients we already have _ 
I suggest that we have an even great 
sponsibility to the patients who will be 
coming to us in the next few years to use — 
all the knowledge that we already have to .— 
prevent them from becoming a nd 
group of "chronic" patients numbering 6002 
000 to 700,000. : 
Even as psychiatrists we have suffe 
from the limitation of tradition. We 0 
so convinced that schizophrenia is a 
term chronic illness that when we b 
to see, during the war, large numb 
acute schizophrenics evacuated from thea 
ters of operations and apparently recove 
by the time they reached the zone of 
interior, we decided they were not m 
"schizophrenia." Instead of realizing 
this, too, might be schizophrenia, s 
an acute phase because patients were un 
observation early, were exposed to € 
gerated stresses, and could not be сап 
along for many months by indulgent f 
ilies, we decided that this must be a di 
ent kind of disease because it wasn't 
ic. We refused to draw conclusions 
schizophrenia as a disease from the th 
that we were seeing. 
It has been shown over and over 
in many different and disparate pla 
that with proper staffing and proper 
ties, 85 and even 90% of first admissio 
mental illness can be returned to 
homes and their communities in 4 
months. As a matter of fact, when we 
at the situation clearly in the light of 
overall medical knowledge, we she 
proud, as psychiatrists, to be able to 
out that of all the so-called long term 
ic illnesses, the mental diseases seem 
the most reversible. Our internist co 
have not yet discovered how to rep 
damaged kidney cells in a chronic 
or the damaged liver cells in а cirr 
the liver. They are quite content Wi 


1960 | 


accomplishments if they can, by drugs, keep 
a hypertension down within certain clinical 
limits and have not yet told us how to re- 
verse whatever process that it is that causes 
hypertension. Physicians have even been 
content, in recent years, to produce symp- 


tomatic relief of hypertension by carrying 
out enormously extensive operations on the 
sympathetic nervous system. No surgeon I 


know believes that he can cure all patients 
with cancer. 

Yet, for many of our psychotic patients, 
within a comparatively short time, an ade- 
quate and at least apparent complete re- 
versal to normality can be obtained. I think 
we must concentrate more of our efforts, 
therefore, on these problems of the acute 
psychosis at a time when it has still all the 
‘likelihood of reversibility and before any 
of our iatrogenic operations force it into the 
mode of “chronicity.” 

Our typical public mental hospitals are 
over large, their social standards ate arti- 
ficial and total, they are isolated, they per- 
petuate ostracism of patients and personnel. 
I submit that we need to get our hospitals 
back to the communities from which the 
patients derive. A hospital built in the com- 
munity would be more like a general hos- 
Pital in the attitude of the community to- 
ward it. It seems to me we must begin to 
recognize that hospitalization for mental 
illness is only part of the total range of 
services which we can offer to our patients. 
In the average physical illness a patient 
sees his family physician in his office or if 
he is too ill to get out of bed, the family 
Physician comes to his home. Treatment is 
Started ordinarily either at home or in office 
Visits. Early diagnostic and laboratory tests 
are carried out on this basis. It is only when 
“ie tests become too complex or when the 
Es of the patient becomes too severe 

at hospitalization is made use of. And 
Carly, in this instance, hospitalization is 

as brief a period as is necessary to ac- 
complish the elimination of the specific 
Ee Which required it ; and not for defin- 
ey nent of the disease. As soon as the 
for bed care and specialized nursing 

la niques or the need to carry out special 
Кору procedures which сап only be 
ii їп a hospital is over, the patient is 
in returned to his home and the treat- 


do 


& 

E 
1 
ü 
iH 
ЕЕЕ FE 


4 

$ 

t 
i 
4 


| 
i 


i 
it 
ili 


| 
| 
i 
Н 
F 


5 
3 
3 
f 
1! 
ar 
Ч 


Du 


[ 


M of these things can take place much -— 
more effectively if isolation of the patient 
can be avoided and he can be treated in 
the community in which he lives. Day care 
becomes easier if the patient does not need _ 
to be transported 14 to 40 miles from his - 
home to the hospital every morning and н 
then brought back every night. Families 3 
can visit patients when they are hospitalized ' 

in a community-based hospital, clergymen . 

can keep track of their flocks, local family 

doctors can follow their psychiatrically il 
patients just as they follow their medically. 


or surgically ill patients who are admitted 
to a hospital. One of the not inconsiderable 
gains, I think, of this technique might well 
be that a family would find it harder to 
change the family constellation and close up 
the space left by the hospitalization of one 
member of it if that hospitalization occurred 
in the community and the family was visit- 
ing frequently. We are all aware of how 
often the remaining family closes ranks 
fter a patient is hospitalized at a distant 
се in a state hospital ; and even when he 
is ready for discharge there is no longer 
гапу place for him in the family constella- 
tion. I need not remind this audience that 
in a recent survey it appears that 40%, at 

of patients who have been hospital- 
d in state hospitals two years or longer 
er have a visit from a member of the 
family. 

A community-based hospital of the I 
t of would have вен other кы 
es. Most American communities have 
now developed a whole series of resources 
in the way of social agencies that could be 
brought to bear upon the problems of pa- 
ents in a community-based mental hospi- 
al. Family agencies, recreational agencies, 
ncies to deal with the elderly, agencies 
deal with the problems of old age as- 

ce and of dependent children, all of 
m are available in our communities and 
uld and could be made use of. Further- 
e, such a community-based hospital 


munity. As psychiatrists, we have wasted al- 
together too much of our highly-specialized 


should operate in our hospitals laboratories 
nd X-ray departments and operating rooms 
we can build our hospitals across the 
street from the general hospitals which do 
this part of the medical job much better 
than we do. 
___ I am convinced that a community-based 
— hospital of the type I have described could, 
- in 75-100 beds, take care of the same case 
load as a 300-bed building on the grounds of 
a distant state hospital. I believe that with 
this kind of a plan we would begin to 
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meet our obligation and our responsibility 
to prevent the development of chronicity 
in acutely ill psychiatric patients and we 
would offer the full range of psychiatrie 
knowledge to the community at a place 
where it could be most useful to the mem- 
bers of the community. 

Yet I spoke above of the 600,000 patients 
now in our hospitals. While we must begin 
to think of the next 600,000 we should by 
no means ignore our responsibility to the 
600,000 we already have. The level of care 
of these patients must not be permitted to 
deteriorate. If we separate the community- 
based hospital from the large existing state 
hospital, we will merely be accentuating the 
isolation in which the large hospital already 
lives, will cut down the interest of staff who 
work in such a hospital and, in fact, even 
their willingness to accept employment in 
such a place and will, in the long run, be 
neglecting one part of our job in order to 
concentrate on the other. It is proposed, 
therefore, that the community-based hos- 
pital I have been describing should be es- 
tablished, not as a separate and autonomous | 
institution, but as a "branch" of the parent 
state hospital. I would imagine that most 
states have a situation similar to ours In | 
Connecticut. Perhaps not, but at least analo- _ 
gous. Connecticut has a population of two 
and one-half million people. We have 9,000 
patients in residence in our State hospitals 
at any given day and over 4,600 admissions 
per year, with a comparable number of re- 
leases. It is true that Connecticut is an ш" 
banized and industrialized state, but in any 
case, for Connecticut the statistics are 8$ 
follows : 75% of all admissions to our 3 large 
state hospitals come from ten urban E 
of population 25,000 and over and the 
surrounding feeder communities to these 
groups. Forty-five percent of all admission 
to our hospitals come from the four larges 
of these groups. 

I believe that by establishing a branch 
hospital, at least in each of the four larg 
urban communities of the state, we be = 
able to deal with about 45% of the а a 
sions to our hospitals at the community 
el. At the same time, for the more rur 
communities, there would continue to ИШ 
direct admission to the parent ree 
which would thereby be encourag 
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required, to continue to operate acute in- 
tensive treatment and receiving services for 
these patients who did not go to the branch 
hospital. The fact that the branch hospital 
was under the administrative control of the 
superintendent of the parent hospital would 
mean, it appears to me, that the level of 
treatment at the acute phase would con- 
tinue to be high in the parent hospital as 
well as in the branch and that there might 
be, for training and other purposes as well 
as for research, a free interchange of per- 
sonnel between the two institutions. It 
would further mean that the transfer of 

tients from one institution to the other or 
Pack again would be facilitated. It would 
seem to me that this is the only way in 
which we can avoid destroying our large 
hospitals at the same time as we develop 
newer techniques for the acute psychotic 
and his treatment in his own community. 
lt seems tó me that the inherent logic of 
this situation and modern psychiatric treat- 
ment theory lead inevitably and naturally 
to this kind of development. 

The existence in the Connecticut state 
hospital system of a building over 70 years 
old, obsolete and dilapidated, and needing 
to be replaced, has given us the opportunity 
to try to put this concept into practice. 

considerable discussion, the Board of 
Mental Health and I have recommended 


time to be able to report to you wh he 
our concept and movement in this directio 
is sound or not. 


- One-hundred and twenty-two years ago 

"Dr. William M. Awl, one of the founders 
- of the American Psychiatric Association, in- 
~ cluded in the first annual report of the Ohio 
Hospital for the Insane the following : 


. The importance of remedial means in the 
- first stages of insanity, can not be too strongly 
| impressed upon the public mind. That morbid 
excitement in the brain which accompanies 
- the disease by long continuance, too often in- 
duces a change of structure incompatible with 
the future soundness of intellect, and renders 
_ the resources of medical science of little avail, 
except as palliatives. 

These facts are entitled to consideration, as 
indicating the proper course for arresting in- 
_ dividual suffering. They are important also, 
_ in a pecuniary point of view. The sooner pa- 
its can be cured and discharged, the less 
ense to both friends and the public. 


The search for “remedial means in the first 
ages of insanity” is still not over, and 
though we have knowledge that was not 
vailable to Dr. Awl, there is still much to 
n. State mental hospitals are today, as 
hey were then, concerned about their de- 
velopment. Transition is uncontrovertably 
king place, but for some the direction is 
clear and the destination is in question. 
ere are those who may think that the 
oper future for the state hospital lies in 
its summary extinction. There are others 
. who believe that the destination of transi- 
. tion should be a hospital that satisfies the 
medical and psychiatric needs of all its pa- 
tients. It would appear that the proponents 

f the latter point of view have been active 
in guiding and helping the state hospitals 
_ toward their chosen goal. Adherents of the 
former theory have not provided convinc- 
ing blueprints for action in the immediate 
present that appear any surer of success 
than those now being followed. Strong 
- leadership has come from our own Society 
from the National Institute of Mental 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., April 27- 
May 1, 1959. 

? Professor of Psychiatry, School of Medicine, Uni- 
versity of California, Los Angeles 24, Calif. 
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Health and from various public and private 
organizations concerned with the problem 
presented by the mentally ill. Certainly no 
organization has made it evident that they 
thought the plan of choice was to liquidate 
the hospitals or turn them over to some non- 
medical group. The position that this paper 
takes is in agreement with those who be- 
lieve that the state hospital is becoming and 
will increasingly become a place where 
hospital psychiatry of a professionally high 
standard will be practiced and that their 
disappearance will be through their own 
evolution not dissolution. 
The following material cites some of the 
evidence in support of this hypothesis and 
is, in the main, a topical account of progress 
during the last decade. The figures and 
facts show great improvement ; that there 
is still a long way to go is uncontrovertible, 
but one must not forget that nothing suc 
ceeds like success, and one improvement - 
inevitably leads to a further advance. 
Growth in program is a healthy infection 
that spreads at an irregular pace—but it | 
spreads. 1 
Certainly in these 10 years, state hospi — 
tals have demonstrated their growth an 
vitality through significant gains in 2 i 
ber of categories, but perhaps their greates 
demonstration of growth is in the remark- 
able change of attitude that these years 
have seen. The hospitals now have renew d 
hope and enthusiasm. Those who have p 
tended the mental hospital institutes M 
be aware that there is a very different e 
titude expressed by the membership = 
than at the first one, and there is no 00 
to believe that this progressive and ie 
rageous feeling will not strengthen 
TOW. 
З Increase in hospital personnel has ie | 
considerable. When the figures in Tab qe | 
and 2 are translated into staff per pes 2 
ratio they add another dimension to | 
erspective. Я Ü 
: The figures are indeed encouraging 9 | 
though they are obviously far short 0 
minimum standards. NT us 
Annual expenditure per patient in | 
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TABLE 1 
PERSONNEL EMPLOYED FuLL-TrwE IN STATE MENTAL Hosprrats 
1948 7 
Physician © 2,135 3159 i "6 А 
Psychologist 213 "805 277 
Social worker 676 1,442 113 
Graduate nurse 3,961 7,562 90 
Other nurse and attendant 48,941 87.984 71 
All full-time employees 88,890 160,693 80 
All other professions 886 2,313 106 
ТАВІЕ 2 
STAFF-PATIENT Ratio IN STATE MENTAL HOSPITALS 
1948 1957 96 improvement APA Minim 

e Standards — 
Physician i Ду 258.8 1: 161.4 37.6 ДУ 30 
Psychologist 1: 2,157.0 1: 6733 68.8 1: 100 | 
Social worker 1: 679.6 1: 375.9 44.6 1 80 
Graduate nurse 1: 116.0 ener tk 38.1 1: pee 
Other nurse and attendant — 1: 94 1: 6.2 34.0 y: en 
All full-time employees 1: 5.2 qiu eaa 34.6 +e 
All other professions 1: 518.5 1: 2343 54.8 1: 40 


was 1.81 and in 1957 was 3.65 which is an 
increase of 101.7. Total expenditure for the 
operation and maintenance of publie hos- 
tals for the mentally ill in 1948 cost $316,- 
18,370 and in 1957, $732,180,096, which is 
an increase of 131.6%. 
Some of this increase in expenditure is 
ай for by inflation and Ње 13% that 
nd average resident hospital population in- 
i ased during the same time, but public 
nds has.risen in significant excess 
iun fa amounts necessary to cover these 
on actors. These statistics are introduced 
кте an operational trend and do not 
E. to be inclusive. Legislatures in the 
^n iud assuming more adequately their 
bn. рану in this matter somewhat 
Cra an their psychoanalytic and psychi- 
ah puunterparts. Very commonly hospi- 
Bie do ot spend the money provided them 
expect e and it is therefore difficult to 
Bfectivel € laity to continue to be more 
da sd concerned about the solution 
icit ical problem than the specialty 


At t 
of м beginning of this decade the use 


of the less expensive electroshock therapy. - 
Then psychosurgery became a frequen yo 
used treatment method, but the irreversi- - 
bility of the treatment hastened the na al 
process of evaluation and discrimination. 
Recently chemical tranquilizers have come 
into general use, and the early utopiar 
optimism of their exponents is already giv. 
ing way to a more cautious attitude. Until 
we have more facts about the causes of 
mental illness we can expect palliativ 
measures to be overemphasized, overus 
and overvalued, but with each new meth 
tried, knowledge has increased. It is n 
worthy that few of the methods cited have | 
been completely abandoned. However, it 
is only human to think magically and b 
pulsively in terms of a panacea that will 
solve all our patients’ problems and our 
own. The immense volume of resear 
literature attests to the investigatory stimu- | 
lation provided by each new treatment — 
method that appears іп our armamentarium. 
Optimism is an essential ingredient of prog- | 
ress and so is excited enthusiasm. а 
Examples of the multiplicity of the newer | 
treatment methods in use include group 
therapy, milieu therapy and the therapeu tic 
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community, techniques that are now part 
of the therapeutic fabric of many state 
hospitals. 

Another encouraging evidence of clinical 
growth is the rapidly expanding use of 
open wards and open hospitals. Movement 
towards the latter is not as rapid as modern 
try would dictate, but the trend is 


hospitals, a logical outgrowth from the 
expanding 


programs 
" evidence that those who are responsible for 
the treatment of the mentally ill have be- 
come more secure and thus more coura- 


in psychiatric practice than they were 


make it possible to bring the 
into urban centers at a mini- 
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and thus avail itself of pro- 
could not take the time and 
to travel to the rural com- 
of the great advantages of day 
hospitals lies in the fact that 
being treated in these facilities do 
their defenses completely shat- 
by total removal from their families 
from their ordinary social and com- 
tionships. Total dependency is 

the reasons why institutionalized 
quickly develop a serious and 
disease in addition to their 


cepted name for this illness, but with some 
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significant fact is that the infant is lusty 
and growing. The following table of grants 
awarded by the National Institute of Men- 
tal Health to state mental hospitals illus- 
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trates this fact which, by the way, is 
ticularly evident in the year 1958 and 
the last figure which represents 

months of 1959 : 


TABLE 3 
RESEARCH GRANT SUPPORT IN 
STATE MENTAL HOSPITALS 

Number 


Fiscal Y ear 


1958 
1959 to date 
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When a legislature, burdened with 
need to provide very large amounts 
state hospital maintenance and operati 
provides money for research, one can sake 
assume that the hospitals in that state W 
increasingly become centers for science am 
treatment, thereby attracting and keep 
personnel. 4 

The mutually indispensable cooperat 
between universities and state hospital 8 
tems is increasing. The fact that the ШЕ 
versity is beginning to see the state hospita 
as a great human laboratory and that tg 
state hospital is viewing the university 89€ 
source from which it can expect praes 
help in its efforts to become professions 
adequate is perhaps the most import 
single sign that the tempo of progress 
quickening. 

The National Institute of Mental | 
reports the following figures covering H 
ing grants provided state mental hospi 
for the years 1948 through three monte 
1959. The monies alloted are increas 
particularly in 1958. If awards continut 
the rate reported for the three mont 
1959 it will be an obvious leap forware 
this all-important activity. y 

In the area of training there are ^ 
related activities that are particularly 
couraging. Inservice training is гер 
the old learning on the job method We 
operated on the supposition that a. 


TABLE 4 
Trarunc GRANT SUPPORT IN 
Srate MENTAL HOSPITALS 


Fiscal Y esr Number Amount 
1945 1 10,160 
1949 2 14,792 
1950 6 43,281 
1951 6 53,841 
1952 9 69,600 
1953 5 49,832 
1954 7 46,930 
1955 5 56,956 
1956 6 60,481 
1957 8 90,382 
1958 7 116,771 
1959 to date 13 207,610 

75 820,636 


ployee would be proficient if he learned 
_what his preceptor knew by the time this 
worthy functionary was ready to retire. Or- 
ganized inservice training for psychiatric 
technicians is a case in point. Curriculum 
content is now a far cry from old “Here is 
your rule book and keys—the charge will 
tell you anything you need to know.” Physi- 
cians, too, are getting more instruction 
within the institution, at university centers 
and in increasing number through attend- 
ance at conferences and institutes. The 
Mental Hospital Institutes have attracted 
. ап increasingly large attendance and offer 
à varied and comprehensive program. The 
first one in 1949 was attended by 190 par- 
licipants; the last one in 1958 by 475, 
which is probably as many from an educa- 
tional point of view as can be profitably 
dled at a single institute. 

Acceptable residency training programs 
Were, until recent years, a rarity within our 
state hospital systems. This is not now the 
case because each year finds more hospitals 
whose organization, staffing and program 
Warrant approval as residency training cen- 
ters. Grateful recognition is due the Central 
g Pection Board and the Committee on 
шок and Policies of Hospitals and 
pe for their increasing efforts in this 
xd Good teaching is admittedly expensive 
lable qustitution, but it produces incalcu- 
Bo e dividends for the patient because no 
titution can be a teaching center without 
canting from the benign influence of 
Sad minds in search of answers and older 
too trying to find them. It is true that far 
ew psychiatric residents stay in hospi- 
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later Belnap have provided us with exoel- 
future and action. 


It is important to cite certain activities 
that have grown out of administration's. 
need to find better ways of dealing with 
large patient populations. Some hospi! 
are now being reorganized in an effort 
cope with the isolation of patients ca 
by a combination of size and administrati 
centralization. The technique used is to 


material which we taught. 
preach the need of a good pro- 


The old, horrible colors and worse pictures 
that until recent years were the accepted 
environment for patients are giving way to 
emotionally satisfying architectural design 
. and to a decor that provides a lively and 
_ pleasing environment that looks alive and 
vigorous. Ten years ago most wards were 
furnished by the old, hard, uncomfortable, 
wooden benches and chairs. These were 
the trademark of the old mental hospital, 
but happily they are being replaced with 
modern furnishings. The layman sometimes 
asks if this matter of architecture and color 
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and furnishing is important to the health 
of the mentally ill patient, and indeed one 
has heard the fear expressed that comfort 
will only serve to complicate the depend- 
ency problem presented by the sick person. 
This is the kind of thinking that if followed 
logically, would claim that the way to make 
a mentally ill person well was to chastise 
him by prescription. 

Since hospitals and communities are be 
coming less and less frightened of each 
other, volunteer services have increased to 
the mutual benefit of both. A volunteer 
program is a valuable adjunct if it is well 
managed and if there is reasonable selec 
tion of volunteers who participate in à 
satisfactory training experience. Not only 
do such programs help patients directly, 
but they help the institutional culture in 
its attempt to approach as nearly as possible 
that found in the world of reality. 

Much of the growth that has been com- 
mented upon could not have occurred with- 
out the intervention of state and federal 
legislative bodies. Almost everywhere legis- 
latures know that patients do not enter 
mental hospitals to be kept there for the 
rest of their lives but come for treatment 
and discharge. Consequently, the taxpayer, 
as represented by his legislature, is 
ing increasingly willing to provide funds for 
à treatment program planned in the light 
of present-day psychiatric knowledge. Once 
in a while this eagerness and concern 
the public may demonstrate itself in ways 
that some may feel are premature. In 0 
words, public expectation can become 
greater than present knowledge or person 
nel can satisfy. Sometimes too a legislature 
will provide money for specific res 
purposes that the institution or the orga- 
ization is not prepared to profitably шше 
This embarrassment is really one of ri 
to which the response must be an increase 
of intelligent pre-planning and an imp 
foresight. It is disconcerting when hy 
suggest by such action that we are a 
doing what our public education impli 
that we would do if we got money. 

State legislation which establishes a 97 
basis for the establishment of mental ЛУ 
giene facilities as a joint enterprise betwee 
state and local authorities is a particular 
noteworthy movement that is sure to grow 


difficulty in getting medical schools in- 
terested in program advancement in state 
mental hospitals. This was one of the rea- 
sons why several state systems developed 
eir Own neuropsychiatric institutes in con- 
junction with universities. It was expected 
that the institutes would provide stimula- 
tion for research and training to both the 
ital system and the university. Coopera- 

E ventures in these areas are a most 
"opeful sign of our psychiatric times. Noth- 
ing but good can come from this symbiosis, 
t here again every possible effort must 
made to actively involve the hospitals 
50 that we avoid creating within the state 
Er small islands of creative progress 
t are isolated from all the rest. Only a 
eW years ago the idea that there should be 
"mie Ors of research and directors of pro- 
he training on the staffs of hospitals 
also at the highest administrative level 
n the department itself was merely a 
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This new basis for expansion of service dream. There are several states where, 

embraces both economic participation and опе form or another, this pattern is 

program content and operation. There is, exciting reality. 

however, a danger inherent in this advance. State hospitals 

It would indeed be a serious matter if there much more satisfactory level of 

were too great a time lag between the pas- operation. It is 

sage of such legislation and our ability to hospitals the best 

properly staff the resultant facilities, A long being practiced, but 

time lag obviously reduces the community's a great advance 

enthusiastic readiness for mental health decade. The old 

progress, but psychiatric staff positions toa large extent born of ignorance 

filled either by the partially trained or by ing cause and cure of 

substituting personnel from the ancillary but 

disciplines would in the end be a serious bringing about 

mistake. Perhaps the remedy lies in making and a new hope. 

more use of the doctors in the private prac- · for some, more acceptable 

tice of psychiatry and psychoanalysis who ing down the facilities presently available 

are more and more showing evidence of and — ier 

their willingness to leave their own con- continue 

sulting room for part-time service in clinics, difficult course 

hospitals and medical schools. Adminis- kind of program 

trators probably do not realize the number possible within 

of man hours they could acquire if they structure. It is 

gave the private practitioner an opportunity institutions will be 

for part-time service. It would be sad in- be expected that 

deed if those responsible for public mental OPD clinics and 

health programs fail to take advantage of general hospitals 

the private practitioners’ growing eagerness фе state hospital as we know it 

to satisfy the demands of his superego and However, the basic impetus 

the pressure to free himself from the claus- in this direction stems from 

trophobic isolation of his office walls. pitals themselves. It would 
Historically there has been considerable i) the goose that lays such fertile 


those just presented 
what m ain hatched in these ten years! 


about their dissolution. 1 
This discussion would not be necessary 
if the APA staffing patterns for psychiatrists 
had been achieved. This is indeed a critical - 
we can look for significant 
improvement because the process and con- - 
tent of transition is rapidly preparing the _ 
necessary to attract an increasing .- 


Turning again to Dr. Awl and to 125 Р 
years ago, it is noteworthy that his Board .— 
of Trustees made a memorable statement ] 
when they voted to build his hospital : 


Psychiatric wisdom has not yet been able 
_ to fulfill the Board's vision, but we have 
~ come a long way and the pace is quicken- 


DISCUSSION 
ames J. Tvnumsr, M.D. (Vancouver, 


- major shift in orientation of psychiatric care 
in mental hospitals. What form should the 
- inpatient services of the future take ? Brief- 
ly, these trends would suggest first, that the 


| be in centers of population and integrated 
_ with other medical services ; third, that the 

services provide treatment close to the pa- 
— tient's place of residence on a regional ba- 
Us sis ; fourth, that the hospitals be of a small 


community and for adequate therapeutic 
— administrative activities. 
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Generally speaking, it would seen 
this description applies most 
psychiatric unit of the general hos 
which fulfills most of the requi ч 
the regionally located psychiatrie 
services. 

As far as the mental hospital is con 
where it fulfills the above criteria of 
size, appropriate regional place 
relation to medical facilities, it cou 
serve as the basis or as an essential 
ent in a community program. O 
their use might be in several di 
first, they might provide the domiciliar 
care units of the future ; second, they mà 
themselves be converted into genera 
pital units or for units for long-term 


m^ 


care. р 

The disadvantage of most of our 
hospitals on this continent should be: 
recognized— 3 

l. Size, structure and organiz 
unsuitable. 2. They are geographi 
socially isolated. 3. They are not i 
with other medical services. 4. They ar 
able to provide continuity of care. 5. À 
of the problems over which the S] 
a great deal of time are pseudo 
based upon the inadequate physica 
ture and plant, upon the geogra 
other isolation, and by the necessity 
masses of patients with small num 
personnel. А 
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THE STRUCTURE AND FUNCTION OF THE PREDOMINATING 
SYMPTOM IN SOME BORDERLINE CASES ' 


LEO Н. BARTEMEIER, M.D.2 


'The patients to be discussed have been 
in treatment with several psychiatrists and 
psychoanalysts for several years without 
any appreciable improvement. 'The mental 
illnesses from which they suffer are char- 
acterized by a persistent physical symptom 
which is accompanied by anxiety. It is also 
characteristic of these patients that they 
feel desperate, are fearful of losing con- 
trol over themselves and complain that 
they are hopelessly ill. Although they are 
also: subject to insomnia, headaches, and 

_ other symptoms their attention is constantly 
focused on a central symptom and all else 
in their lives is of far less importance. It 


» is as though they regard it as highly dan- 


gerous and that they have to keep watching 
it so that it might not overwhelm them. It 
is this steady resistance that showed the 
hecessity of joining with them for the pur- 


| pose of learning what one could about the 


structure and function of their predominat- 
ing symptom. Their failure to be benefited 
by psychotherapy suggests the likelihood 
that any severe threat to the continuation 
of their predominant symptom might 
necessitate their becoming more 0) 

Psychotic. The following case reports may 
* useful in clarifying the title of this 

per. 


Case 1.—A 25-year-old married woman who 
Was referred for treatment because of an im- 


| Pairment in her vision which had its onset 


Several days after she had given birth to ber 
Second son. Everything in her environment 
Pk eared shadowy and as though she were 
: E through a screen. Her eyes felt strained 
= her inabi ity to see objects clearly caused 
=” feel hopeless, depressed and 
cried frequently, spoke of suici and 
айча of having lost interest in her hus- 
EN. her children and her home. She was a 
ег pretty woman with a child-like facial ex- 
Түшө and rather large eyes for which she 
often been complimented. She was rest- 
and afraid to be alone. Her husband, who 


1 
ean the 115th annual meeting of the American 
ds med нок, Philadelphia, Pa., Apr. 27- 
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dodi it would seem that this patient 
withdrawn from her environment through her 
eyes. Simultaneously her symptom discharged 
her instinctual impulses by diminishing the 
light of all objects in her environment. The 
structure of her symptom appeared to corre- 
spond with the typical neurotic symptom, but 
because of an unequal compromise between 
the instinctual impulse and the defense against 
it the symptom was accompanied by anxiety. 
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Case 2—A 58-year-old married woman who 
was hospitalized for the treatment of gener- 
alized muscular spasms which were persistent 
and severe. This symptom had been present 
for many months and been insidious in its 
development. She had been unable to do her 
housework and had obtained no relief eme. 


_ gaged to be married beca 
Some x iil to em cont of her 

spasms and tension her husband had 
taken his leave of her by establishing an apart- 
ment for himself in the large home which the 
occupied. It was finally learned that he 


е to ап 
> acute mental illness for which she had been 
; hospitalized many years previously. 

V 


It is well known that when cortisone was 
3 administered to patients suffering from 
| rheumatoid arthritis, some of them were ге- 


If it had been possible to relieve this pa- 
tient of her muscular spasms and her painful 
muscular tension she would have probably 

1 a recurrence of her previous 
psychosis. The structure of her symptom 
appears to have been similar to the symp- 
toms of rheumatoid arthritis and at the 
point in time that she was seen a diagnosis 
of a psychosomatic affection would not 
have been in error. This patient had no 
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[ Mardi 
difficulty discharging her hostile feelings 
toward other women. With men, however, 


she portrayed an attitude of suffering and 
her hostile feelings were intensified during 
every interview with the hospital physicians, 
all of whom were men. 


Case 3—A 28-year-old single man who wom 
dered whether hypnosis would relieve him of 
his intestinal spasms and re-establish his con- 
trol over his flatulence. He had been in treat- 
ment with 5 different psychiatrists for almost 3 
years. He said that his case had been bungled 
and that his whole life had been wrecked. He 
was tall and asthenic in appearance and was 
restless and apprehensive during the inter. 
views. 

Because he had lost control of his flatus 
he had been unable to work for 3 years and 
had remained at home with his parents 
his younger sister. She had developed a schizd- 
phrenic illness one year prior to the onset 
of his intestinal symptom. He had taken her 
to a psychiatrist for several appointments. 
During hospitalization she recovered sufficient- 
ly to return home. He worried about her con- 


tinuing disability. His father had retired from | 


his restaurant business and had died after 
injuries received during a fall several months 
previously. 3 
After graduating from high school this pa- 
tient held several short time jobs and 
held a longer position as a draftsman un 
he enlisted in the Army. His 3 years of military 
service included 6 months duty overseas 
following his discharge he 
former position as a draftsman. One week after 
he began studying engineering after workin 
hours he became incapacitated because 
losing control of his flatus. 
The psychological evaluation 


almost constantly preoccupied with h 
destructive impulses. He appeared able to 
maintain some semblance of control throws 
emotional and social Merge The d 
chologist also expressed the opinion k 
symptom enabled him to vA ev 
adjustment. Both the psychiatris Е 
m regarded this patient a$ suffering 
rom a latent or incipient schizophrenia. 

This patient's predominant sym ap 
pears to have served a function yor 
different order than the principal essit 
tom of the 2 previous patients. His por x 
flatulence afforded a frequent дес 5 ald 
his hostile destructive impulses: 


seem that through this symptom a 


returned to his. 


showed him (0 
be an extremely autistic individual who Wis 
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weial withdrawal it necessitated his schizo- ri in her dre 

с psychosis was maintained at a distorted in waking life. Hi 

of low intensity. The predominating witnessed her daughter drowning was 4 
symptom in this patient was, therefore, re- visual which also became di 

as a defensive device which pro- диіѕей she awakened. What she h 

tected him from a more severe psychotic seen in her dream was hidden from 
development. This was the probable reason by the fog she saw upon awakening. 
why intensive psychotherapy with this pa- this 
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tient had been so unsuccessful. tained 

The symptom of the first patient, which enced in her dream was 
was characterized by seeing all objects in feeling of being 
a shadowy light, was also observed in 
another young mother who awakened in 
terror from a dream in which she was 
helpless to prevent the drowning of her 
daughter. On awakening, her surroundings 
were in a dense fog. When she discovered 
that this alteration of the atmosphere was 
due to something within herself she felt 
Strange and remained in a state of de- 
tachment for several days. She said “every- 
thing seems unreal and I feel removed and 
at а distance.” This acute disturbance was 
identical with the way she had felt during 
the onset of her previous schizophrenic 
Psychosis. She was most fearful she would 
‘gain become psychotic because of the 
anxiety aroused by her symptom but this 
repetition in minature of her psychosis 
Was only transitory. The gratification of her 
Murderous impulse in her dream without 
distortion by the dream work was char- 
acteristic of the predominating symptom 
in these patients. The feeling of helplessness 
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In recent years, increasing attention has 
been focused on the social matrix or ground- 
- work of psychiatric practice, especially as 
concerns the hospitalized patient. In this 
connection it is important to examine the 
relationship of the hospital psychiatrist and 
e agencies or organizations requesting in- 
tion and/or recommendations con- 
hing patients or former patients. 

_ Although there is a paucity of literature 
on this subject, it would seem that the re- 
ests for information usually are con- 
ed in terms of what data should be 
ed and what should not. The follow- 
ig question then arises: Whose agent is 

hospital psychiatrist ? Is he the agent of 
patient, the hospital, the community, 
overnment ? This issue has been dis- 
in detail elsewhere(1). It should be 
noted, however, that only in private office 
Practice can the psychiatrist be exclusively 
gent of the patient. In hospital prac- 
and especially when the patient has 
deprived of his freedom (as in com- 
ent), some of his rights are taken over 
y others(2). In these circumstances the 
hiatrist must represent the state, the 

al, or the relatives, as well as the pa- 
The effort to protect the patient and 
represent him as much as possible has led 

ne institutions to stamp all released data : 
Not to be used against the patient's inter- 

Other institutions attempt to be im- 
al, while a few assume the role of the 
ent of the organization requesting in- 
orm ation. 

p Debates as to what information should be 
parted or whose agent the psychiatrist 
| should ould be, serve to obscure an issue of more 
-reaching consequence. Instead of asking 
- what should be said, it is reasonable to ask 
first if anything should be said. The follow- 
i ing question might also be posed : Is the 
hospital psychiatrist oriented to therapy or 
MM 
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THE PSYCHIATRIST AND THE RELEASE OF 
PATIENT INFORMATION 


MARC Н. HOLLENDER, M.D. 


to public service or does he believe that 
he can encompass both objectives ? 

To discuss this issue, we must consider 
the effect of imparting information on the 
practice of psychiatry. What happens if the 
psychiatrist provides a public service as à 
fact-gathering and information-dispensing 
agency? This, and a number of related 
questions, will be considered. 


TYPES OF REQUESTS 

The day after a major fire occurred in the 
community, the police called requesting in- 
formation concerning a man employed by 
the company which had sustained the damage. 
Because it had been learned that he had been 
a patient at the hospital, the police wonde 
if he was a “pyromaniac.” 2 

A dean requested information concerning 
a former patient who had applied for ad- 
mission to college. Would we provide a diag- 
nosis and recommendations ? A similar 
was received from a school of nursing. 

The following note was received from à 
member of the Reporting Department of à 
nationally known credit-rating organization: 
“Please send proper forms to Mr. K., regarding 
his giving clearance to (name of company/ 
only and no other parties, to investigate treat 
ment and final disposition of his case. — Ч 

А letter concerning another former patien 
stated: "Mr. P (date of birth), has made 
application with this hospital as а senses 
(custodial) . . . We would like to have : 
summary of his medical and psychiatric о 
dition, You are assured that any informati à 
furnished will be held in the strictest 002 
fidence." Ép- 

The Federal Bureau of Investigation 
quested information concerning a man, xl 
putedly formerly a patient, who had арр 
for a position in a government agency . 
mation was also sought in connection V? 
application for a permit to possess @ fn 
and in connection with the processing 0 
application to adopt a child. by e 

Of the numerous requests made p 
surance companies, two have been D at 
as examples, A member of the Claim M has 
ment wrote : “We understand that er a 
been confined to your hospital . - · ay пой 
please have a statement verifying the pe 


‘confinement, and including his condition, 
and any pertinent comments that 
like to give us that might help us 
evaluate the degree of Mr. M's 
„ We would also appreciate a copy 
ta and case history . . . Also, because 
of Mr. M's illness, we wonder if 
consider him competent to endorse 
and direct the use of the proceeds 
with a clear understanding of the 
nature of his acts." 

The Medical Director of an insurance com- 
pany wrote: "Your patient has signed the 
enclosed authorization. Will you please advise 
"ws of the details of consultations during the 
five years so that we may determine his 
for insurance." 


— It is apparently assumed that many of 
he requests placed for reasons of insura- 
ity, police or legal action, or acceptability 
tor a position or school are reasonable and 
ould be answered. As previously stated, 
nay be argued then that the information 
rted should be selective and in the 
interest of the patient. While this may be 
Ше expedient course of action, it would 
Seem important to question it in light of 
pem and far-reaching consequences. 
m information is sent out, will the patient 
‘Ste the psychiatrist as his helper or as a 
informer? To spy—and this may 
not be an unreasonable term—on a patient, 
Tuns counter to our usual psychotherapeutic 
endeavors which aim at understanding and 
| m. In fact, if the patient терд, 
А apist as а potential spy or informer, 
the relationship and cur process 
Would be markedly altered. This would be 
que even if the patient believed that in- 
lation would be furnished only if he 
S Als Written consent. 
argument might be advanced that 


BE rani possesses informa- 
able to others. In certain in- 


noted, however, that personal 
and private feelings will be dis- 
if confidentiality is assured. 
: information were to be released 
1 the patient's interest, he would be 
aged to make “as good a case as 
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— instead of frankly expressing him- 


Persons in fields other than psy 
are aware of the damage that might [ 
if the psychiatrist attempts to be both 
therapist and or of information, Two 
instances will be cited. In a precedent- 
establishing case in the State of Illinois, à 
Circuit Court judge(3) declared : 


It is conceivable that the courts in a situation 
exh м da, рені ee pon ЧОН ЫНА 
true, you are in p ion 

healing the mentally disturbed, the mal- 
adjusted members of our society . . . We know 
that you cannot do it without obtaining the 


to correctly dispose of a case. Therefore, we — 
are going to compel you to 
matters which came to you as a result 
confidential relationship and thereby the 
risk of such a disservice to society as may rob 
Ер 
і of our e 
P^ My understanding of the law is otherwise. - 
ed that the courts will guard 
psychia 


i utis — | 


protected. And the social 
is probably even greater than that Е 
comes from the protection of the communi- 
cations between lawyer and client. 


n an article entitled, “A Criminologist 
Lick at Privilege," MacCormick(4) stat- 
ed : 

ivi le boards access to what is dug 
M Ddividual and group therapy would 
be ing a veritable gold-mine to them. But 
the shaft of that mine is sealed to them and to 
institution administrators, and must stay sealed. 
Prisoners have their eyes always on the day 
of release and their minds always on what may 
advance or delay that day. Unless they can 
be sure that whatever they reveal in therapy 
will not be reported to the institution ad- 
ministration or the parole board, the effective- 
ness of psychotherapy wil be disastrously 
impaired and will eventually cease to exist. 

The question might now be raised : “Who 
will provide the information required by 
schools, employers, insurance companies, 
credit-rating organizations, etc.? The an- 
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swer would be that they might hire their 
own psychiatrist for this purpose. The role 
of such a psychiatrist then would be clearly 
defined. He would not obtain data, to be 
used for decision making purposes, 

the guise of helping or treating the patient. 
As in the case of the parole boards, valuable 
information, possessed by a hospital psy- 
chiatrist, might be withheld to protect the 
effectiveness of psychotherapy. 


WHAT HAPPENS WHEN PSYCHIATRIC 
INFORMATION IS FURNISHED ? 


If the principle that information should 
be imparted were to be accepted, many 
questions would still have to be answered. 
The first would be: Is the information 
furnished really useful ? If it is merely to 
substantiate the facts of hospitalization for 
insurance purposes, obviously it is, It might 
also be of value in exceptional circum- 
_ stances, such as the one cited involving the 
deliberations of a parole board. It is an- 
Bier matter, pisc if it is to be used in 

etermining employability, acceptabili 
for admission to a school or Ба hi 
the armed forces. To predict, in such cir- 
cumstances, requires knowledge of ( a) the 
persons problem or disorder, (b) the 
nature of the task to be performed and (e) 
pe: cpa ee if any, between the two. 

the contradictory testimony of so-call 
experts in legal disputes d recalled з 
should be clear that “facts” can be arran zed 
and viewed in different ways and that na 
clusions based on them vary widely, 

In assessing the patient's Problem or dis- 
order, it must be bome in mind that th 
is a profound difference between p ЫЙЫ: 
and (other) medical data, While the latt н 
depends in a measure on information os 
parted by the patient, it can be obtained 
largely by physical and laborato; = 
inations. The former, h at RU 
entirely dependent on 
willing to reveal. (Certain 
chotic disorders would be except; 
Since speaking of problems gana 
implications (in contrast to s жу 


the body), the patient may be a of 
reveal certain pertinent data apis 


For the most part, th i 
school are understood P. Es; ue b or 
only in a general sense, Because пахнаки 

ation 
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imparted to the employer or dean of admis- 
sions is to determine the capacity of а 
person to adjust, it would seem essential for 
the psychiatrist to possess a detailed picture 
concerning to what the adjustment must be 
made. 

The assumption often is made that psy- 
chological problems lower the tolerance 
to stress. This is based on the concept that 
a human being can be likened to a machine 


capable of handling a specified load, Un- | 


fortunately, this concept has only a very 
limited usefulness. Stress must be con- 
sidered in specific terms because it is well 
known that what is stress for one person 
may be lightly regarded by another, Thus, 
a specific job or a certain college environ- 
ment may or may not be stressful to a 


given person. The variables may be sa — 


numerous that no one could be certain in 
advance as to which combination woul 


come to the fore and impinge. Moreover, — 


there are situations in which so-called 
emotional problems (or patterns) are assets 
and not liabilities. This led to a seeming 
contradiction in terms during the war years, 
when there was the “successful neurotic 
soldier”(5). In this instance men who 
become accustomed to anxiety sometimes 
seemed to tolerate battle conditions better 
n some of their fellow soldiers who 
never previously experienced much anxiety. 
Prediction, in this or similar instances; 
involves many variables, some known 
others unknown, which can be arranged in 
an exceedingly great number of com! 
nations. Obviously, from the standpoint 
prediction there is little similarity betwee? 
this situation and that of the physicist in 
a laboratory manipulating a single varian 


I(6) have previously compared i PH 


chiatrist’s prediction of the emotio ya 

actions of a patient to a surgical operation, 

to the tout’s selection of the winner of @ 

horse race. The most that can reaso 

be expected is an “educated” guess. Is this 

the type of recommendation that we would 
€ to offer in a situation which may u^ 

foundly affect a person's future ? 

We make a statement, is it clearly là 

as an "educated" guess or is it implicitly 

explicitly labelled as a scientific stat e 
It could be argued that it is sufficie 

Supply information which the rect 


b 
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might use to draw his own conclusions. First 
of all, the selection of material, like the 
slanting of a newspaper article, might 
influence or even determine the conclusion 
reached. Secondly—and when there is rel- 
atively little slanting—how will the recipient 
do better at decision making than the 
psychiatrist would ? In a sense, instead of 
being like a tout, he is like a “hunch-player.” 
Could he not do as well, or even better, if 
he applied his usual method for selection, 
uncontaminated by data which he under- 
stands poorly ? 

The practice of supplying a label may be 
the most misleading of all(7, 8, 9). It is 
assumed that the label, psychoneurosis, de- 
fines a disorder much as diabetes mellitus 
does. But does it? The argument can be 
adduced that psychoneurosis is merely a 
pseudomedical term used to describe prob- 
lems in living, and that, in fact, it could in 
this sense be applied to every human being 
(10). Then where are we ? 

Even the label schizophrenia, which may 
or may not refer to a medical disorder 
(ies disease of the brain), does not contain 
within it reasonable grounds for predicting 
how capable a person will be to go through 
college or to perform satisfactorily at a job. 
To use the term in a letter, however, is to 
stigmatize the person so labelled. Modifying 
statements usually are of little ayail. 

In this connection, the question should 
be asked : “Do the words I write convey the 
meaning I intend ? Or, “Are my words 
employed as calls for action, rather than 
às partial forms of information ?" Does a 
Word imply one thing to the psychiatrist 
and another to an employer or dean of 
admissions ? 
ag situation recently reported will serve 
a example of the difficulty which might 

tise when information is imparted and 


recommendations are made, Boverman( 11) 
stated : 


siut three months after her discharge, and 
A time when I was observing that she had 
ы considerably and was operating 
M vely, she applied for reinstatement at 
ast job. As a matter of form, her previous 
hospiti requested information from the 
сараен about her illness and her working 
ra ays Although knowing she was in 
letter.” the hospital replied, in a several-page 
» to the effect that it was certain she 
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could not be entrusted in ће future with a 
job because of her severe illness and impair- 
ment of judgment. She, naturally, was unal 
to be reinstated, but within a few we 
obtained a new job of greater complexity and 
responsibility and has been doing well in it 
since. | 
In this instance, incidentally, the hospital 
acted as an agent for an employer. Bover- 
man did not question whether any in- 
formation at all should have been rele 
to her previous employer either by hin 
or the hospital. His point was that 
woman was not rehired because the hospi! 
supplied out of date information instead 
consulting with him. This example 
illustrates the problem which may arise 
information derived during a period 
hospitalization is used for predicting fu 
performance. f 
COMMENT 2 
It can be inferred from the volum: 
type of questions asked that it is co 
practice for the psychiatrist to i 
formation to various agencies. Notes in | 
literature, similar to Boverman’s(11), wou 
also seem to bear this out. No doubt t 
way in which these requests are 
varies. In some instances, the practice 
be to respond only to physicians. As p 
viously mentioned, some hospital ps 
atrists will provide information if it 
*for the good of the patient," and then on 
if a release form has been signed. So-ca 
unreasonable requests (for example, a 
demanding data which might favor ` 
divorce action) are apt to go unanswere 
or are answered with a note that no 
formation can be released. | 
The expectation that requests will 
answered and the practice of compl 
in part, stems from the general practic 
medicine. Too little attention has b 
paid to the difference in the social sig 
cance of data applying to how a per 
feels, thinks and lives, on the one hand, a 
to how his body functions, on the other 
hand. è E 
It may also be that psychiatrists have 
had too great a need to prove their useful- 
ness as members of society. As posse: 
of special and secret data (much like t 
possessor of choice bits of gossip), they c: 
gain recognition, and perhaps even powe 


they are willing to share their possessions 
with others who can use them. In my opin- 
jon, they have even been seduced to claim 
that they have the ability to foretell the 
future in a way that no one else can. Thus, 
"educated" guesses have been dispensed as 
though they were “sure things.” 

It is often argued that information is 
supplied only because the therapist is 
ME e Se palat EN 

p. This clearly reduces the patient to the 
role of the helpless child. 


< cational committee concerning their analy- 


| Whether information should be released, 
Land if so, what kind, must be considered 
in terms of the context of psychiatric 

It is only in private office practice 

; a strictly confidential relationship can 
maintained with the psychiatrist (or 
р Psychoanalyst) serving as exclusively the 
‘Agent of the patient. In the hospital setting, 
{ с в 
discussed another paper(1), ; 
chiatrist is often the agent of the patients 
hospital as well as of the 
as 


Е 
E 
8 
5 
3 
E 


ES 
i 
Th 
Me 
Е 
É 
i 
Ё 
Ё 


oF 
: 
8 
Е 


provided with information, It 
! noted that decision-making is for 
t and is concerned with the 
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discharged from the hospital. In the latter 
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Е" of concern for the patient's 

It would seem that the hospital psy- 
chiatrist will have to decide whether his 
function is oriented to treatment or to pub- 
lic service. Moreover, the decision reached 
should be made explicit. To encompass both 
roles would be possible only if psychosocial 
problems and psychiatric disorders were re- 
garded as physical illnesses and treated ex- 
clusively with medications and physical 
therapies (electroshock, lobotomy etc.). 
Psychotherapy, dealing as it does with 
man’s psychological and social life, would 
be seriously incapacitated if private (or 
semi-private) information were made avail- 
able for public service purposes. Eventually, 
it would become generally known that what 
a person related concerning himself might 
be used against him. Or, even if it would 
only be used “in his best interest,” he might 
be so that as good a case as 
possible could be presented in his defense. 

Those persons, referred by the courts, for 
examination for the purpose of determining 
their “sanity” obviously should not be 
housed in a hospital. In this instance the 
institution provides a public service and 
not a treatment function. It might be 
likened to a jail in which persons are de- 
tained while psychiatrists examine them for 
the purpose of society. 


SUMMARY 


In this article the relationship of the 
hospital psychiatrist and the agencies re- 
questing information and/or recommenda- 
tions concerning patients has been examined, 
Two questions immediately arose : 1. Whose 
agent is the psychiatrist? and 2. Is he 
oriented to therapy or to public service or 
does he believe that he can encompass both 
objectives ? 

The types of requests for information and 
recommendations were enumerated. It has 
apparently been assumed that many re- 
quests are reasonable and should be an- 
swered. The problem then was to determine 
which ones were reasonable and to decide 
how they should be answered. It was 
suggested that the first issue should be 
that of questioning whether the psychiatrist 
should supply any information. This was 
then considered in terms of its effect on 
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hotherapy. Obviously, therapy will be 
altered if the patient sees the psychiatrist 
as a possible informer as well as a helper. 

If information is supplied, is it really 
useful ? This brings us face to face with the 
issue of how well predictions can be made 
in instances involving many variables, some 
known but many unknown, which can be 
arranged in an exceedingly large number of 
combinations. Some comments were, also, 
made on the misleading effect of labelling. 

The expectation that requests would be 
answered and the practice of complying, 
in part, stems from the general practice of 
medicine. Too little attention has been 
paid to significant social factors. It was 
suggested that psychiatrists might be se- 
'duced to claim that they possessed special 
ability to foretell the future. As a result 
per guesses might be dispensed as 

cts. 

During a period of hospitalization, the 
patients family might have to be provided 
with information to participate in immediate 
decision-making. This stands in sharp con- 
trast, however, to making decisions about 
the patient's ability to work or attend school 
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after he has left the hospital and is assun 
responsibility for his own welfare. 
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THE FOLLOW-UP OF DISCHARGED MENTAL PATIENTS 
BY THE PUBLIC HEALTH NURSE * 


E FLORENCE A. BEASLEY, R.N.,2 CLAIRE S. CALLAWAY, M.S.W. 


Public health agencies have for years 
batted diseases that threaten the physi- 
al well-being of man. Only recently have 
e seen the beginning of programs to meet 
ic health responsibilities in the mental 
health field. 

raditionally, the focus in health depart- 
nt activities has been on prevention. We 
continue to exert every effort toward 
prevention of mental illness even though 
must await more specific knowledge in 
areas. At the same time, we must lend 
our efforts also to helping the person who 
is E oen ill, and to his family. 
The enge is two-fold : 1. How can 
ve make optimum use of resources to meet 
increasing demands for services for the 
tally ill beyond the walls of the hos- 
? and 2. What can a state-wide public 
lth program provide in spite of the short- 
of psychiatrically trained personnel? 
should like to describe an approach to 
problem that has been made in Georgia 
a program of public health nursing 
ces to the mentally ill. 

e Georgia Department of Public 
h, in cooperation with the Milledge- 
State Hospital (the only state mental 


0 nd year, 1955, an evaluation was done 

this service made a part of the general- 
d public health nursing program in the 
e 


Е Prior to the initiation of this project 
i t had long been felt that a broad bu ol 


.— 3 Read at the 115th annual meeting of The Ameri 
Ps yychiatric Association, Philadelphia, Ра., Аы 27. Мо 
- 1, 1959. : 
lia Georgia Dept. of Public Health, Atlan Ga. 
—— 3 Milledgeville State Hospital, Milledgeville, Ga, 
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health supervision was being neglected in 
our pubic health programs by the exclusion 
of the mentally ill. We felt very strongly 
that the psychiatric patient and his family 
faced many of the same kinds of problems 
that accompany any long-term chronic ill- 
ness and that public health nurses could be 
helpful in much the same way as with 
tuberculosis, cancer, or cardiac conditions. 
We knew, from personal contacts with pub- 
lic health nurses, that many of them were 
being called upon by community agencies, 
by patients and families for varying kinds* 
of services, but they were not working on 
any planned program basis in relation to 
the mentally ill. 

It was never intended that the public 
health nurse do psychotherapy, but that 
her activities would be more in the area of 
supportive services. A number of activities 
in which the public health nurse could 
function in relation to the patient, the fam- 
ily, and the community were listed, not in 
the sense of setting limits, but rather as a 
guide by which she could feel more secure. 
These were : 

1. Help the family to accept the patient's 
illness, his need for treatment, and perhaps 
hospitalization. 

2. Interpret the hospital's rules and regu- 
lations, diagnostic and treatment proce- 
dures. 

3. Encourage families to allow the patient 
to remain in the hospital until the medical 
staff felt that he was ready for furlough 
or discharge. 

4. Encourage communication between 
the family and patient ; between the family 
and the hospital. 

5. Help the family to accept the patient 
back into the home and explain furlough or 
discharge procedures. 

6. Help the family to return the patient 
to the hospital if further treatment is in- 
dicated. 

T. Direct the family and/or patient to 
community agencies if additional services 
are needed. 
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8. Promote mental health education in 
the community. 
9. Help the community to understand 
and accept the furloughed or discharged 
patient. 
When we were ready to begin the pilot 
project, the state hospital designated the 
social service department as the health 
department's point of contact with the hos- 
pital. Inter-agency referral forms were 
developed for use by the 2 agencies in 
exchanging information regarding patients 
or families. 
One of the foremost questions confronting 
us was how to find the people who were 
in need of service and establish a case-load 
for each nurse. All commitments are made 
through the county Court of Ordinary, and 
«this seemed the logical place to start. Rec- 
ords in the Ordinary’s office listed names 
of patient’s committed, but at that time, 
there was no record of patients who had 
been released from the hospital. We took 
the problem back to the hospital and the 
following arrangement was made : 

l The hospital agreed to send to the 
county health department an abstract of 
the record of every patient in the hospital 
or out on current furlough at the time the 
county started the service. 

2. The hospital would notify the health 
department when a patient was released on 
furlough or discharged, including voluntary 
admissions. 

E Information on newly committed pa- 
tients would be furnished to local health 
epartments only on request. 

4 County health departments would 
arrange with the Ordinary for notification of 

new commitments. 
| Is arrangement provided the basic case- 
oad ; additional referrals have come 
ocal physicians and from community agen- 
“es as the service became known in the 
Community. 

1 Soon after the health departments began 

*ceiving referrals, a system of priority for 

ае Visiting was established as a further 

tne the nurses. The priorities were 
ablished in the following order : 

tient To families of newly committed pa- 

2 ај patients awaiting commitment. 

. * 10 furloughed or discharged patients. 
To families of patients who could be 
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furloughed if home conditions were fa 
able and the family willing. 

4. To families of patients considered to 
be institutional cases. 
The frequency of nursing visits has 
left to the judgment of the nurse, dep ў 
ing upon the needs of ће patient and/or 
family, or other problems encountered in 
the home. E 

Reports of initial visits to patients an 
families are sent to the state hospi 
reports of subsequent visits are made 
if there is additional pertinent informa 
The nurse visits patients released from 
hospital as “restored” just as she does th 
patient on furlough, but makes a 
on these patients only in the case 
commitment. 

As part of the preparation of the ic 
health nurses for beginning this servic 
3-day orientation is held at the state | 
pital. The nurses observe the various tr 
ment procedures, recreational and occi 
tional therapies, attend diagnostic clir 
and are given lectures on selected topi 
members of the hospital staff. 

In-service education programs are « 
ducted in local and regional health depa 
ments as requested, and consultation froi 
the mental health consultant nurses 
other members of the staff of the Divisi 
of Mental Health is always available. ' 

As the program develops, the need 
more adequate medical and psychiat 
supervision for the patients is a pro 
that is a challenge to the 50 psychia 
and the 3200 other physicians in the 
as well as to our health departments. — - 

Georgia is a state comprising 159 coun- 
ties, all but 10 of which have organ 
health departments. The counties 
grouped together into 38 health dist 
and at the present time there are 26 · 
time medical directors and арргохіта! 
500 public health nurses employed. 
expansion of this service into the 159 coun 
ties is proceeding. Public health nurses ir 
49 counties are now offering supporti 
services to families of newly comm tted 
patients, to families of patients already ho 
pitalized, and to patients on current fur. 
lough or recent discharge from the stat 
hospital. 


1 
> Recently, a staff physician at the state 
© hospital remarked, 


___ The nurses’ services have been valuable re- 


important to the hospital in the case of 
furlough, or death, ve 
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Let us now look briefly at another pro- 
being developed in Georgia in whi 

publi health ee are actively involved 
in follow-up services to mental patients 
their families. 
uly 1, 1957, funds were made avail- 
the Georgia Department of Public 
by the Governor for the develop- 
of a program of intensive treatment 
ill patients in psychiatric units 
hospitals(4, 5). Patients are 
to the local health departments by 
own physician or other appropriate 
medical sources. If certain financial and 
medical eligibility requirements are met, 
the application is accepted and the patient 
sent to the participating hospital nearest 
his home. Tax monies appropriated for 
this intensive treatment program are ад-: 
ministered by the division of mental health ; 
treatment is the responsibility of the three 
DM: hospitals and their psychiatric 


In this program, the public health nurse 
offers the same kinds of supportive services 
to patient and family as she does in the 
program just described. The major differ- 
ences are : 

l. Frequently, the nurse has more con- 
tact with the patient and family prior to 
hospitalization, during the waiting periods 
of non-emergency admissions. 

2. Application for treatment must be 
made voluntarily. 

3. Expansion of nursing services in the 
state hospital program is on a county by 
county basis. Applications for treatment of 
patients in this program are accepted from 
all counties, therefore many nurses are in- 
volved in follow-up services earlier. During 
the first year, applications were арргоу‹ 
for 290 patients in 79 counties for the in- 
tensive treatment program. 

4, Since all admissions are on a voluntary 
basis, there is less chance of the nurse being 
viewed as someone “spying” for the hospital. 

5. In addition to other reports, a specific 
report is made to the division of mental 
health at a specified interval following the 
patient’s hospitalization. 

: The mental illness-mental health problem 
is a tremendous one regardless of how it is 
approached. The shortage of resources is 
emphasized in the third annual report of 


[i^*l FOR 
AH its 


18 


the Joint Commission on Mental Illness 
and Health (p. 6)(6): 

We have not found a community that has all 
the services needed in the mental health field, 
and one inevitable conclusion from any survey 
will be the need for the creation of new serv- 
ies, or expansion of existing ones, both in 
quality and quantity of service. This finding 
leads us to the major inconsistency in our 
whole programming in this area ; namely that 
manpower is not and will not be available for 
these new and expanded services. 


We do not feel that we have the answer, 
but the programs just described are filling 
a need in this state. Furthermore, such 
programs point up a way of applying cur- 
rent concepts that emotional illness involves 
not just individuals, but cultural and en- 
vironmental influences in the family and 
the community. 

We are poignantly aware of the fact that 
if such programs continue to be developed 
over the country, some changes will prob- 
ably be needed in nursing and medical 
educational programs in order to prepare 
more adequately the practitioners for the 
roles expected of them. At the same time, 
Ш-ѕегуісе educational programs must con- 
tinue to supplement the educational needs 
of all levels of departmental staff. 


SUMMARY 


The Georgia Department of Public 
Health, in cooperation with the Milledge- 
Ville State Hospitali initiated a program 
of supportive services by public health 
m to mental hospital patients and 
eir families in January, 1953. This pro- 
gram was not limited to the discharged 
Pet but included the patient and family 
7 the time of commitment, during the pa- 
ents hospitalization, and after discharge to 
il Community. At the end of 2 years as а 
piot project, the program was evaluated 
S this activity included as a part of the 
public health nursing program 
у Exc, Milledgeville State Hospital was transferred 
elfare M Order, from the Department of ues 
%4, 1959, S Department of Public Health on Apri 
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state-wide. It is now operating in 49 of the 
state’s 159 counties. 
A second program is presently being 
developed as a part of a state-aid program. 
for intensive treatment of mentally ill pa- 
tients in general hospitals. Essentially the 
same kinds of supportive services are of- 
fered to patients and families by the public 
health nurses. E 
These programs are ways of applying the 
current theoretical emphasis that emotional 
illness involves not just individuals, but 
situations and relationships in families and 
communities. k; 
As modern public health programs seek 
to deal seriously with the problem of n 
tal illness, a balance must be mainta 
between services to the sick and preven! 
and health promoting activities eo 
ulations. The present program OF 
[abu Department of Public Health, o 
lapping both areas, offers opportunit: 
continuing development of public he 
p on a sound basis of expe 
which bridges gaps between hospital 
community. - 


reparation 
a well as the continuing education of those 


be an important 
sources for offering follow-up services to 
mentally ill. Ў 
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| Recommended Reading—"Trials and Tribulations” by A. A. Baker, M.D. and J. С. Thorpe, 
Ph.D. in the October issue of the Journal of Mental Science, p. 1082. 


EFFICACY OF TRIFLUOPERAZINE IN CHRONIC MENTAL ILLNESS 


YNorristown State Hospital, Norristown. 
2 Supplied as Stelazine by Smith, Kline ЕТ French 


by William P. Boger, 
Therapeutics, Nor- 


before. Some patients reached as high as 
45 mg. daily, but most were leveled off 
at lower amounts in an effort to control 
serious side effects. 

At the end of 8 months, 3 patients had 
“improved,” 3 had “slightly improved,” and 
23 patients showed no noticeable or con- 
sistent change in ward behavior or mental 
status. Of the 6 improved, none had lost 
their grossly psychotic reactions. These. 
6 included the 2 patients with manic- 
depressive psychosis, and 4 with schizo- 


The only side effects definitely attribu- 
table to the Stelazine in this study involved 
muscular dysfunction. Eight patients were 
seen to develop a typical Parkinsonian syn- 
drome with onset of incapacitating symp- 
toms at dosage ranges of 10 to 17 mg. daily. 
This group included 2 of the 3 “improved” 
patients and 2 of the 3 "slightly improved." 

Seven patients developed a severe, pro- 
gressive, generalized muscular weakness of 
central nervous system origin with onset at 
dosage ranges of 6 to 17 mg. daily. No 
localizing sign or pathological reflex was 
noted on examination, but 2 of the 7 women 
had an early associated relaxation of the 
pelvic floor. An eighth patient developed a 
prolapsed uterus without generalized mus- 
cular weakness, the pelvic floor manifesta- 
tions occurring at 6 to 14 mg. per day. None 
of the patients with muscular weakness was 
psychiatrically improved. 


CONCLUSION 

Trifluoperazine is considered to be of 
limited usefulness and considerable toxicity 
in an elderly female population. 

The 8 patients with increased muscular 
rigidity having 4 of their number improved 
by Stelazine should be contrasted with the 
absence of psychiatric improvement among 
the 8 women with muscular weakness. In- 
vestigation of this phenomenon may reveal 
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dues to the operation of trifluoperazine. 
On the positive side, no agranulocytic, 

hepatotoxic, or biliary statie effects were 

noted. A therapeutic agent which can im- 


EFFICACY OF DIVIDED AND SINGLE DOSE SCHEDULES 
IN INSULIN COMA THERAPY 


ARNOLD G. BLUMBERG, M.D., PETER LADERMAN, M.D., 
AND MAX FINK, M.D." 


While many technics for the adminis- 
tration of insulin in insulin coma therapy 
have been advocated(3), recent reports(4) 
have assessed multiple divided doses as 
more effective and safer than other meth- 
ods. Previous studies indicated that the 
production of coma was directly related to 
the level of hypoglycemia and its duration 
(1) and that deep coma for sustained peri- 
ods was essential to the treatment result 
in insulin therapy(2, 3). It seemed reason- 
able to test the suggestion of increased 
efficacy for a modified insulin administra- 
tion by comparing the length and depth of 
coma and the blood sugar levels in patients 
treated both by single and divided insulin 
dose methods. If the divided dose schedule 
were more effective, it would be expected 
that the induced coma would be equal or 
greater in depth and duration; that the 
time for onset would be equal or shorter ; 
and the blood sugar levels lower for divided 

Osage than single administration. 


METHOD 


Consecutive patients referred for insulin 
oma therapy were given daily increasing 
‘mounts of insulin in 3 divided doses until 
а coma level was achieved. The same total 

Osage was then given in one injection. 
E ponents were studied in this manner. 

3 patient was started on the following 
ъд n dose schedule : first day—10 units ; 

nd day—10 units and 2 doses of 5 units 

at intervals of one half hour; third 

: r3 doses of 10 units at half hour inter- 
2 we fourth day—20 units followed by 
___*6 of 10 units. On each successive day 
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prove the ward management of one-fifth. 
of the severely and chronically ill patients 
should be considered as part of the p 
chotherapeutic armamentarium. ў 


the dose was increased in 10 unit incre- 
ments, At the time when coma was pro 
duced, a single dose equivalent to the 3 
doses was given on the succeeding day. _ 
For each treatment, coma depth and the: 
time of onset was determined. Coma was 
defined as the loss of consciousness (fail 
to respond meaningfully to verbal signal: 
associated with the appearance of the 
binski reflex, and the loss of the lid r 
An adequate coma treatment was defir 
as the persistence of this depth of coma, or 
deeper (loss of pupillary or corneal re 
flexes) for at least one hour. UV 
At half-hour intervals true blood sug 
levels were serially determined by t 
Somogyi method. The resulting blood sugat 
curves and their level at the time of 
of coma, were compared for each sub 
with the blood sugar curve and coma d 
obtained on a single administration of 
equivalent dose. T 


OBSERVATIONS 

The blood sugar levels at various in 
vals after the administration of di 
doses of insulin compared with a sin; 
dose of insulin in one дрн га presente 
in Fi 1. This pattern has been repro- 
duced te euch of is patients studied. For 
each, the blood sugar curve drops rapid] 
in the first hour without respect to the 
itial dose, and flattens at progressi 
lower levels as the total dosage of ins 
increases. Сота characteristically is 
ported in subjects in whom the blood sug 
curve is below 21 mg.% for an extend 
period of time(1). Їй 

The time of onset of coma and the blood и 
sugar level at coma in each of the patients 
is presented in Table 1. In five of the 6 
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Biber, there was no difference in the time 
required to induce coma by either the 
- single or the divided dose methods. In one 
“subject (Sc) coma was observed in 1% 
hours with a single dose as compared with 
8 hours with divided doses. 


Onset or Coma AND BLOOD SUGAR WITH 
| Divrpep ann Sixcre Dosace SCHEDULES 


{ Time for Coma Blood Sugar Value 


(minutes) (mg. Jo) 
Insulin Divided Single Divided Single 
Units Dose Dose Dose Dose 
330 210 190 4 0 
360 210 210 14 4 
270 210 210 15 15 
390 180 90 12 T 
360 210 210 12 8 
210 135 150 8 20 


a a 
The average blood sugar at the time of 
- coma was lower with the single doses than 


Rapid, simple, semi-quantitative urine 
: color tests as an objective means of 
- evaluating actual drug levels were found of 
value in the management of hospitalized as 
well as ambulatory mental patients, and a 
number of such tests were previously re- 
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a A RAPID URINE COLOR TEST FOR IMIPRAMINE 
(TOFRANIL, GEIGY) 


IRENE S. FORREST, Pu.D.,1 anp FRED M. FORREST, М.р? 


with divided doses in 4 of the 6 c 
was identical in one and lower with the 
divided dose in one. 

As there was no evidence in these 1 
that the divided dose method was more 
effective in the production of insulin e 
than the síngle dose method, the d 
dose technic was discontinued. 


CONCLUSIONS 


The coma produced with the divided im- 
sulin doses did not occur e:rlier and was” 
not deeper than that produce:! by the single — 
dose. The increased effort in divided dose 
schedules is justified neither by increas 
safety nor by increased depth or durat 
of the induced hypoglycemia. 1 

There was no evidence that the in 
dose of insulin sensitized the subject 50 
that subsequent doses produced a greater 
hypoglycemic effect. The total hypoglycem- 
ic effect of divided doses appears to be less, 
if anything, than the effect of a single dose. — 
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ported by us for various phenothiazine de- 
rived drugs(1-4). А Е > 1 
A new psychopharmacological ag a Ж 
ipramine (Tofranil), 5-(3-dimethylamino- — 
propyl)-10, ll-dihydro-5H-dibenz [b, f] — 
azepine hydrochloride, has recently been - 
introduced and is widely used in depressive — 
states, particularly in endogenous © 3 
sions. In view of the fact that depressive pa- — 
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1960 a 
tients are frequently reluctant to ingest 


medication, it was especially desirable to 
have a simple urine test to determine in- 
stantly whether a patient is actually taking 
the presc ribed drug dosage. Imipramine is 
not a phenothiazine drug, but its ring sys- 
tem containing two CHa groups in the place 
of the sulfur atom in phenothiazine com- 
pounds, is sufficiently similar in structure to 
expect certain similiarities of physiological 
drug metabolism, e.g. formation of metabo- 
lites of an intermediary oxidation level, (All 
of our rapid color tests, for phenothiazine 
compounds as well as for imipramine, are 
based on the reactions of these intermediary 
urinary drug metabolites with metal salts 
in acid vehicles of pH 1 or less.) 

A satisfactory reagent for the demonstra- 
. tion of urinary Tofranil consists of a mix- 
ture of : 


25 parts 0.2% 

25 parts 30 % ( 
25 parts 50 % ( 
25 parts 20 % ( 


The above Tofranil reagent reacts also 
with phenothiazine compounds, but in con- 
trast to the phenothiazine reactions, in 
which the colors are pink, purple or violet, 
Tofranil yields only green shades. 

The test is performed by placing 1 ce. of 
urine in a test tube, beer m 
reagent, mixing gently o 
resulting color preme Dally Tobdnil 
doses of 25 to 250 mg, (the latter being the 
highest dose seen) yield a scale of colors 
ranging from pale olive to deep emerald 
green. The lower doses of 50 mg. per day 
Or less produce color reactions of lesser 
Stability, persisting for 15 to 95 seconds, 
While the medium and higher doses yield 
increasingly stable color complexes per- 
sisting for more than 60 seconds in the high- 
est doses. However, even the short lived 
reactions of the lower dosage levels may be 
properly interpreted with the help of a color 
chart which is currently in preparation and 


1. Forrest, F. M., and Forrest, I. S. : Am. J 
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A study was made over a 3-year period 
of 180 chronic hospitalized psychotic pa- 
‘tients, 95 men and 85 women, for whom 
promazine hydrochloride therapy (Spar- 
"jne9-Wyeth) was prescribed. The patients 
ranged in age from 16 to 88 years and the 
- duration of their mental illness varied from 
1 to 62 years with an average of 15 years. 
- The patients were selected at random, the 
y requisites being an increase in psycho- 
etic activity, manifested by restless- 
; or agitation, complications from chlor- 
azine therapy, or lack of improvement 
om the use of other methods of chemo- 
apy. 
he patients came from two groups; 
se in whom complications developed as 
t of chlorpromazine therapy (58 
ients), and those who received pro- 
zine therapy during the initial evaluation 
lies (122 patients). ' 
dose of promazine administered 
from 50 mg. given at bedtime to 400 
q.id. The initial dose of promazine 
chloride was administered according 
е psychokinetic activity of the in- 
ual. If the symptoms of restlessness, 
tion, or proneness to get into difficulties 
other patients were mild, 100 mg. of 
mazine, two or three times daily, usually 
prescribed. When the behavior of the 
tient was severe, 400 mg. of promazine, 
d., were prescribed. One patient in the 
roup received 1600 mg. of promazine 
айу for a period of approximately 15 
nths. When patients accepted the tab- 
nly to collect them or to eject them 
т; liquid promazine concentrate in equal 
oses in aromatic (glucose) solution was 
ibstituted for the tablets. When the liquid 
1 of medication was refused, one-half 
prescribed dose was given intramus- 


on 


ui 
rm. 


ly. 

tatistically, 47 (26%) of the 180 patients 
ed marked improvement in behavior, 
d 82 (46%) showed moderate improve- 
t. There was not any improvement in 
(28%) of the patients; however their 
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CLINICAL NOTES 
THREE YEARS OF TREATMENT OF CHRONIC HOSPITALIZED 
PSYCHOTIC INDIVIDUALS WITH PROMAZINE (SPARINE) 

. ANTHONY J. GRAFFEO, M.D. 
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behavior did not become worse. 

Improvement in their psychosis was 
also noted ; marked improvement occurred 
in 23 patients (13%) and moderate improve- 
ment occurred in 54 patients (30%). In 98 
(54%) patients there was not any psychotic 
improvement and, in 5 (3%), there was 
some indication of mild regressive trends. 

Promazine adequately modified the for- 
merly disturbed behavior pattern of the 
chronic schizophrenic patients so that 
psychotherapy was facilitated and, as a 
result, made it possible for 26 patients to be 
released from the hospital. Two patients 
returned from convalescent care because 
they did not take the promazine as directed. 

The results of this study confirm the 
conclusions of other authors of the need for 
adequate medication, but within the pre- 
scribed limits of the medication and in 
the range up to 1200 mg. divided equally 
into three doses given daily. 

Promazine has a very satisfactory range 
of safety, the effectiveness has been proved, 
and the complications or side effects are 
negligible. 

Although chlorpromazine is a useful ad- 
junct in psychotherapy, complications fre- 
quently develop from its use. The 58 
patients in whom these complications de- 
veloped on chlorpromazine therapy were 
safely treated and their disturbed behavior 
patterns sufficiently modified by the use of 
promazine therapy to enable them to return 
to their prepsychotic social environment. 
Of the 58 patients who were placed on 
promazine therapy because of the develop- 
ment of complications on chlorpromazine 
therapy, 49 (85%) showed resolution of 
their complications and have been con- 
tinued on promazine medication. Fifteen 
of the 49 patients who improved are on 
convalescent care. 

The hypothesis that increased potency of 
a phenothiazine associated with a high 
incidence of extrapyramidal symptoms 15 
associated with a greater therapeutic effec- 
tiveness is not substantiated by this study 
comparing the effectiveness of chlorprom- 
azine and promazine over a 3-year репо. 
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This report describes the sensory blocking 
action of two anaesthetic drugs CI 395 and 
CI 400. CI 395 is Sernyl :—1— ( 1-phenylcy- 
clohexyl) piperidine monohydrochloride, 
and CI 400 which is N-ethyl—1 phenyley- 
clohexylamine monohydrochloride. The 
phenylcyclohexyl nucleus is common to 
both drugs. 


PROCEDURE 
Four schizophrenic and 14 patients with 
mixed psychoneurosis were given both 
“drugs in dosage of 0.05 to 0.2 mg. per kg. 
of body weight. Intravenous injections pro- 
duced the most striking effects within 
minutes ; intramuscular injections were less 
marked but more prolonged ; oral adminis- 
tration was least effective. 

Sernyl produced tachycardia, sweating, 
excessive salivation, disturbances of con- 
sciousness, cerebellar signs, motor effects, 
loss of deep pain sensation and anaesthesia. 
These changes were mild or absent with CI 
400, which caused disorder of thought with 
apathy but no body-image disturbance. 
Both drugs produced mild hypertension. 

With Sernyl psychoneurotic patients 
showed apathy, then anxiety, followed by 
disturbance of body-image, feelings of un- 
reality and  depersonalization, together 
with thought disorder, disorganization of 
intellectual processes and difficulty of com- 
prehension. 

Two patients became hostile and para- 
noid and one experienced auditory hal- 
lucinations. Euphoria occurred in 6 patients 
after intravenous injection. 

The body-image disturbance which oc- 
curred in all patients was well recalled after 
effects of Sernyl had disappeared. Feelings 
of “floating in outer space” were frequently 


ER oni 
‘The authors express their appreciation to Parke, 
Davis & Company, Ltd., Detroit, Mich, for their 
Supply of drugs used in this study. В 
2 Егот the Allan Memorial Institute of Psychiatry 
of McGill University and the Royal Victoria Hospital, 
Montreal, Que 


OBSERVATION ON TWO PSYCHOTOMIMETIC DRUGS OF 
PIPERIDINE DERIVATION-CI 395 (SERNYL) AND CI 400: 


LEONARD LEVY, M.D., D. EWEN CAMERON, M.D., 
AND R. CAIRNS B. AITKEN, M.B., Cu.B.* 


described. A tendency for patients to ma 
tain catatonic limb postures was. present 
with Sernyl and absent with CI 400. — 
Chlorpromazine, 50 mg. intramuscularly 
seemed to antagonize the psychotomimetic 
effects of Sernyl and produced a return to 
normal body-image. & 
In the 4 schizophrenic patients, Sernyl 
produced an increase in the schizophrenic 
symptoms with exaggeration of thoug 
block, body-image disturbance and de; 
sonalization. Two of these patients w 
received LSD 25 previously, described th 
reaction to Sernyl as different to LSD. 
CI 400 on the other hand, produced. 
alleviation of symptoms and mild 
improvement, 
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COMMENTS AND SUMMARY | 


Based on the work of Elkes and 5] 
Sernyl appears to exert its action by 
release of adrenaline and noradrena 
association with the depression of the 
availability of serotonin in the brain. 
is consistent with Brodies hypothesi 
that serotonin and noradrenaline are anti 
onistic chemical mediators regulating | 
central autonomic system. J 

The importance of kinaesthetic in 
preserving the intactness of the body-i 
is well recognized in studies of the e 
of sensory deprivation(2). Nocturnal 
lusions of the senium due to loss of fa 
iarity with surroundings is also a v 
recognized phenomenon(3). Hence, 
turbance of kinaesthetic input, whet 
taking place primarily within the - 
due to externally administered agents : 
as CI 395, or outside the brain as in s 
deprivation, leads to psychotic beha 
with features similar to schizophrenia 
formation input underload" and the 
turbance of coding or integration of s 
stimuli at a higher level may be the p 
cause of psychotic behaviour. 

The reversibility of the psychotomim 
effects produced by Sernyl with chlor 
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_ mazine, suggests a common mechanism with 
that seen in temporary psychotic states, 
7 such as acute paranoid or schizophrenic 
_ reactions. This would support the tentative 
hypothesis of Luby and associates(4) "that 
| certain primary symptoms of schizophrenia 
may have their basis in a dys-synchrony or 

- defect in proprioceptive feedback." 


REPORT OF HYPOMANIC EXCITEMENT WITH IMIPRAMINE 
TREATMENT OF DEPRESSION 


— With the recent flood of anti-depressive 
“drugs, many reports have appeared con- 
“cerning their physical side-effects and 
toxicity. But the psychic side-effects need 
to be kept in mind because they can create 
Serious problems requiring hospitalization 
other immediate treatment, Psychomotor 
Psychological changes of a patho- 
sort, in fact, have been mentioned 
y in earlier articles on imipramine. 
ehmann reports visual hallucinations or 
manic excitement appearing in 7 of 
patients treated with that drug(1). 
е commercial description of imipramine 
its agitation as the commonest side-effect 
uiring discontinuance of therapy—25 
es more common than any other psychic 
Physical reaction(2). Azima describes 
on or hypomania in 10 patients out of 
io given the drug(3). 
This € чу specifically with the 
rrence 


г ks after stoppin: 
ipramine. A patient report follows : i 
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June, 1958. She lost 30 pounds and became 
more depressed in spite of treatment with a 
combination of amphetamine and amobarbital.’ 
No previous episodes of depression or hypo- 
mania were admitted. When first seen in the 
outpatient department, in June, 1959, she 
was given imipramine 25 mgm. q.i.d., and in 
two or three days rapidly changed. She visited 
and irritated others by her excessive enthusiasm 
and constant calls, and was admitted to hos- 
pital on July 2, 1959. Imipramine was dis- 
continued and the ward physician gave her 
large doses of trifluoperazine for her over- 
activity. By July 7, she showed extrapyramidal 
signs, but was still over-talkative, distractible, 
and verbosely enthusiastic for the hospital and 
the staff. An EEG and routine laboratory 
tests were normal. Psychological test per- 
formance was impaired by her inability to 
sit still and finish ; the tests showed euphoria, 
defects of attention, flight of ideas, and pres- 
sure of speech. On July 17, psychological 
tests still showed minimal organic changes 
and the defects of attention noted ten days 
earlier, Proclorperazine was substituted as 
the patient became calmer, but even when 
discharged on September 4, she still showed 
signs of hypomania, although no longer taking 
imipramine for two months. 


This case illustrates several important 
problems in imipramine treatment. Is the 
hypomania a drug-induced reaction, or is 
it merely a variant, an equivalent of the 
depression? Is this altered behavior truly 
a side-effect of the drug, or, since it con- — — 
tinued long after imipramine was stopped, - 
merely another pathological expression 
the same basic excess of anxiety, pe 
or provoked by the effect of imipramine? _ 
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If the latter possibility is accepted, what is 
the neurophysiological or psychodynamic 
mechanism for the change(4, 5, 6, 7) ? 
Another question raised by this survey 
of our depressed patients is whether or not 
the change from depression to hypomania 
is unique for imipramine-treated patients, 
It also occurs in manic-depressive patients 
without medication, in psychotherapy, and 
with ECT, although the exact incidence is 
not known. It has occurred in 3 of our 
patients receiving new monoamine oxidase 
inhibitors. Besides, hypomanic excitement 
appeared in a depressed boy of 16 with 
schizophrenia (schizo-affective type) on 
imipramine administration, and was treated 
in a similar way to the above described 
patient. Imipramine-induced hypomania, 
therefore, appears not merely in the manic- 
depressive patient, but seems a possible 
reaction whenever a severe affective dis- 
order occurs, Adequate treatment consists 


THROMBOCYTOPENIA IN PROLONGED CHLORPROMAZINE 
THERAPY 


JOHN R. SHAWVER, M.D., anv STANLEY M. TARNOWSKI, М.5,1 


À patient in our hospital developed 
thrombocytopenia in February, 1958, after 
receiving 200 mg. of chlorpromazine twice 
daily continuously since March 19, 1956. 
The psychiatric diagnosis was schizophrenic 
reaction, chronic undifferentiated type. The 
thrombocytopenia produced bleeding from 
the gastro-intestinal tract. This in tum 
Produced anemia with a red blood count of 
1,840,000 ; hemaglobin 7 gms. ; white blood 
count 4300; neurophils 61; lymphocytes 
35; monocytes 4; hematocrit 22; platelet 
count 66,500. The next day the platelet 
Count was 38,640, As soon as this condition 
Was discovered the chlorpromazine was 

Iscontinued, A splenectomy was performed 
У Our surgical consultant. Following the 
Splenectomy the platelet count rose to 
116000 but in a few days dropped to 
4 000 where it remained. The patient 
eloped a lung abscess. Treatment for 
'5 condition was ineffective and the pa- 
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p 
tient died. During treatment he received. 
total of 69 pints of whole blood. 
Our experience in this case caused 1 
to wonder if any relationship between the 
administration of chlorpromazine and the 
development of thrombocytopenia can be 
demonstrated. We have studied 245 patie 
who have been on chlorpromazine admin 
tration for 2 or more years, with a drug 
range from 100 mg. to 800 mg. per day, 
In addition to routine hematological proce 
dures, platelet estimations were perfoi 
employing Breechers(1) method wh 
utilizes a phase microscope. In our gro 
only one individual reflected a low pla 
count of 77,000 per cmm. coincid 
with a leukopenia of 2,150 per cmm. 
abnormalities were noted in this case 
regard to interference of bleeding am 
clotting mechanisms as demonstrated 
normal bleeding and coagulation tim 
clotting retractions, prothrombin and p 
thrombin consumption times and fibrinogen. 
Upon drug removal and 6 months later, th 
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E: group 
ealed low ата l plate et counts 
less) and were re- 


“Ayd(2) reported no dramatic hemato- 


у А hu 
or more years were evaluated hemato- 
including platelet estimations. 

case was found with a relatively 
coincidental with leuko- 


pe the 245 patients in this study at 
intervals, 
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AGRANULOCYTOSIS FOLLOWING USE OF IMIPRAMINE 
HYDROCHLORIDE (TOFRANIL) 


P. А. ROTHENBERG, M.D., ano CHARLES HALL, M.D! 


There have been no cases of agranulocy- 
tosis occurring as a complication of the 
use of imipramine hydrochloride (Tofra- 
nil) reported in the literature. Since this 
drug is now widely used in the therapy of 
depression in both office and hospital 
practice, it is considered important to pub- 
lish the occurrence of agranulocytosis fol- 


lowing its use. 


W. M., a 64-year-old white, married male 
was admitted to the Albany VA Hospital on 
7/22/59 with the history of depressed feel- 
ings of a few months’ duration. Pertinent med- 
ical history included probable minor cerebral 
vascular accidents in the past with во te 
residuals. There was no history of any $ 
tion or exposure to toxic substances which 
would be considered likely to produce bone 
marrow depression. Psychiatric diagnosis was 
involutional psychotic reaction and electro- 
convulsive therapy was planned, The admission 
CBC was : WBC-—6,450 ; 77% neutrophils, 20% 
lymphocytes, 1% monocytes, 2% eosinophils ; 
hemoglobin—14.8 grams ; hematocrit—48. The 
admission unrinalysis showed а 1- album- 
muria, 30-40 RBC’s per hpf. and 2-4 granular 
casts. The patient’s physical status was evalu- 
ated by a medical consultant who found evi- 
dence ‘of arteriosclerotic heart disease with 

compensation, mild h ion, and 
Osteo-arthritis. He was redigitalized, having 
^ „оп digitoxin previously. 

rio! k 
frr to shock therapy, he was placed on 


- 1 Respectively, Staff Psychiatrist and Hematologist, 
A Hospital, Albany, N. Y. 
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aspirate taken after recovery was normal, _ 


During the course of hospitalization othe: 
drugs taken included two doses of sod 
phenobarbital intramuscularly, grains. , 
digitoxin 0.1-0.2 mgms. daily, mineral 
emulsion, Dulcolax and Fleet’s pho 
soda. It is our opinion that agranulo 
in this case was probably due to imipra 
hydrochloride (Tofranil). 


_ The present report is an evaluation of 
Marplan in the treatment of depressive ill- 
ses. 
Marplan? is an amine oxidase inhibitor 
the chemical formula : 1-benzyl-2-(5- 
yl-3-isoxazolylearbonyl) hydrazine. 
tment was initiated with one tablet 
(10 mg.) ti.d.; the dose was increased as 
essary, usually within 7 to 10 days, to 
6 tablets daily. Although favorable 
onse was apparent in some instances 
thin the first week, optimal results usually 
not appear until the 3rd or 4th week of 
tment, Following maximal response, 
tenance therapy was continued, usual- 
t a level of 2 to 3 tablets daily. 
"The case material consisted of 100 pa- 
ts admitted to the Fairfield State Hos- 
al during the past 8 months. There were 
women and 17 men. They ranged in 
from 28 to 82; 55% were in the 5th 
id 6th decades. The diagnostic grouping 
cluded : psychoneurotic reactive depres- 
, psychotic depressive reaction—14, 
epressive reaction—35 (depressed— 
circular—6, confused—2), involutional 
chotic reaction—10, and arteriosclerotic 
or senile reaction with depression—8. In 
general, the illnesses were acute or sub- 
cute, and the degree of depression was 
ively severe. 
sults of treatment were regarded as 
ently satisfactory. Of the entire group, 
were considered to have achieved a 
remission (47%) or much improved status 
3%). The factors which may have con- 
buted to therapeutic success or failure 
re not clearly crystallized. Males and 
ividuals over 70 seemed to react some- 
less favorably, Concomitant organic 
ors did not mitigate against satisfactory 
ults. Multiplicity of attacks did not 


= *Clinical Director and Assistant Superintendent, 

ively, Fairfield State Hospital, Newtown, Conn. 
Generous supplies of Marplan (trademark) were 
rnished by Hoffmann-LaRoche, Inc. 


PRELIMINARY REPORTS 


TREATMENT OF DEPRESSIVE STATES WITH MARPLAN 


JANE E. OLTMAN, M.D., anp SAMUEL FRIEDMAN, M.D.! 


appear to be a significant factor. Results in 
the circular manic-depressive group were 
comparatively poorer than in the series as 
a whole ; however, the number in this group 
was small. 

Indications for the use of Marplan run 
parallel to those for ECT with respect to 
depressive illnesses. However, the two 
modes of treatment should not be regarded 
in antagonistic terms. In some instances, 
ECT is preferable ; in others, drug therapy 
may be the treatment of choice. For exam- 
ple, of the 70 patients in the successful drug 
group, 16 had been recently treated with 
ECT, without effect or with prompt re- 
lapse. These patients, previously refractory 
to ECT, responded well to Marplan. Ten of 
the 30 patients refractory to Marplan were 
then treated with ECT; 50% responded 
well. 

Situations which especially favor the use 
of Marplan are: the presence of physical 
factors which make the administration of 
ECT either hazardous or untenable ; the 
intervention of complications or physical 
illness after the initiation of ECT ; refrac- 
toriness to, or relapse following ECT, or 
when maintenance ECT is required to 
preserve a satisfactory level; refusal of 
permission for ECT. Since optimal effect 
of drug therapy may not appear until the 
3rd of 4th week of treatment, ECT is pref- 
erable whenever there is significant suicidal 
risk or when immediacy of response 1s 
otherwise desirable, as in the presence © 
severely depleted nutritional status. — 

With respect to the ultimate level of im- 
provement and total duration of treatment, 
Marplan was found to compare favorably 
with ECT in many instances. It appears 
probable that the number of ECT treat- 
ments cannot be reduced by the con- 
comitant administration of Marplan. How. 
ever, there was frequently stabilization 0 
the effect of ECT by the simultaneous à 
subsequent use of the drug. It is difficu 


` 
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at present to estimate how long the drug 
must be administered. Our observations 
thus far would indicate that antidepressant 
drugs must be continued for some time 
after apparent remission of the attack, 

As with ECT, the tendency to swing from 
the depressive phase to a mild hypomanic 
state was also noted with Marplan. Brief 
omission of the drug followed by reduction 
of the previous dosage usually alleviated 
the condition. 

Complications or side effects were few 
and minor. They consisted chiefly of mild 
dizziness, headache or sensation of fulness 


The clinical evaluation of a new psychi- 
atric drug is always a stimulating experi- 
ence. The present study seemed particularly 
interesting since initial testing by a number 
of European investigators(1) had shown 
the drug to have antidepressive as well as 
tranquilizing properties. Ro 4-0403/4? is a 
thioxanthene derivative (2-сҺого-9-(3- 
dimethyl-aminopropylidene )-thioxanthene). 
Comparison of its structural formula with 

at of chlorpromazine reveals a rather 
minor difference between the two: the 
nitrogen in the second ring of the phenothi- 
azine is substituted by carbon and the side 
chain is attached to it by double bond. 

_ So far we have treated 30 female hospital- 
ized psychiatric patients with this new drug 
i à period of 2 months or more. Twenty- 
: €e of these patients had been sick more 

an a year, 7 were more acutely ill. All 
Patients were depressed. Ten belonged to 
х s Le depressive group, 8 were involu- 
with depressions, 6 were schizophrenics 
^ marked and persistent depressive fea- 

res, and 6 were reactive depressions of 
ber, 257 choneurotic category. Ages were 
ун ееп 26 and 64, average age was 49 
"85, Average duration of illness was 2.8 


yea ч 

EE the chronic cases had had pre- 
Ro qt State Hosp., Hathorne, Mass. 

lat 9403/4 was provided for this study by Roche 

atories, Nutley, N J. m 


PRELIMINARY REPORT ON A NEW PSYCHOTROPIC COMPOUND 
(RO 4-0403/4) 


WALTER KRUSE, M.D.* 
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in the head, and feelings of weakness or 


озар i 
ical evidence of hepatic damage, and liver 
function profiles were unchanged. ш 


SUMMARY 


Marplan is a safe, effective drug in the 
treatment of depressive states. Good to 
excellent results were obtained in 70% of 


у А. 


vious treatment (ECT, phenothiazines, imi: 
pramine, and MAO inhibitors) and. 
failed to respond. None of the acute 
had previous treatment. Ro 4-043/4 
given in tablet form. Starting dosage 
95 mg. t.i.d., highest dosage was 400 
daily. A few patients responded satis! 
torily to a dosage of 100 mg. daily, m 
of them needed 150 mg. Further increa 
helped only in 2 cases and did not h 
6 cases. Already on the first or second 
a certain sedative effect was noticed a 
very definite improvement of sleeping \ 
its. A lifting of the depression occurred as 
early as 3 days after beginning of t 
ment, in most cases after the first 

and before the fourth week. Ro 4-040 
was well tolerated. There was some in 
drowsiness in 5 of the 30 patients. В 
pressure dropped an average of 15 m 
But in the case of a 5l-yéar-old pati 
the BP dropped to 56/40 on the second 
and treatment had to be discontinued. 
patient had shown similar reactions 
phenothiazines, imipramine, and MAO i 
hibitors. Eight patients complained of dry 
ness of the mouth. No other unpl 
reactions occurred in this series of pa 


RESULTS 


Eleven of the 30 patients showed exce 
lent response and were able to leave th 


А, 
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hospital on extended visits. Ten patients 
showed some improvement, and 9 were 
essentially unimproved. As expected, the 

-acute cases (6 psychoneurotics and 1 
 manic-depressive) responded better than 
the chronic ones. While 6 of them showed 
excellent response the seventh, a psycho- 
eurotic depression, improved only moder- 
ately. Only 5 (2 manic-depressives and 3 
involutional depressions) of the 23 chronic 
cases could be classified as “excellent re- 
sults,” but it should be mentioned that none 
_of these patients had responded to previous 
tments, including MAO inhibitors and 
pramine. Of the remaining 18 chronic 
ents, 9 showed some improvement : 
slept better, had a better appetite, and 
less agitated. They were also less de- 
ed as evidenced by their behavior and 


le or no change of mood. 

One case of a circular type of manic- 
lepressive illness was of particular interest. 
atment had been started when patient 
s in a depressive phase. Within 10 days 
he depression lifted and the patient was 


X 


al expression, but subjectively there was 


„й [ March 
on home visit. After a week she became 
hypomanic. Treatment with Ro 4-0403/4, 
however, was continued and in a few days 
its tranquilizing effect became very clear, 
The patient was thus able to remain home. 
A few weeks later the patient’s mood had 
finally returned to a normal level. 

Delusions and hallucinations in schizo- 
phrenic patients were little affected by this 
drug, but the hypochondriacal ideas found 
in depressive patients responded surprising- 
ly well. Sleep was promptly improved, and 
this seems particularly important since 
neither imipramine nor the MAO inhibitors 
seem to be of much help in the insomnious 
cases. 

In spite of the small number of patients 
in this study the results especially in the 
chronic cases indicate that Ro 4-0403/4 is 
a potent antidepressive agent. If further 
experience supports our preliminary find- 
ings it will certainly find its place in the 
treatment of depressed patients. 
BIBLIOGRAPHY 
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Elsewhere in this issue will be found 
a discussion of the new Mental Health 
Act in England and Wales which Dr. Wal- 
ter S. Maclay, Medical Senior Commis- 
sioner of the Board of Control, has been 
kind enough to prepare specially for the 
Journal at our request. 

The new Act replaces in one piece of 
legislation many Acts of the past 70 years. 
It is the result of a vast amount of study 


Tens of millions of words have been 
written, and are yet to be composed on the 
subject of our national mental health situa- 
tion, as we continue to struggle for manage- 
ment of a problem which sometimes seems 
to enlarge more rapidly than the solutions 
come to light. Yet at long last the time is 
tight, and the message is in the wind ; here- 
tofore scattered and haphazard efforts to 
gain information, promote planning, and 
erect an organizational structure which will 
facilitate adequate prevention and treat- 
ment are merging into one deep, unidirec- 
tional channel. As individual citizens and 
às medical planning groups we have an in- 
шу clear idea where we are going. 

а slogan has not been drawn from the 
Ene of detail, this is because we have 
ag need for it, Yet as a descriptive sum- 
ml present trends, the simple words, 
E to the Community" have meaning 
т efulhess: The development of com- 
КУ orientation is more prepossessing 
a it may first seem, for it gains its im- 
rhe from consistency with the cur- 
right of Our national life. A concept is 
tha m timely, adjustive and suecessful to 
a A extent that it is consistent with the 
m oe milieu into which it is in- 
кч At the community level, the pa- 
vines nd the various financial and mechan- 
A = of mental health prevention and 
fece ent are personalized ; when this hap- 

» action results. 


COMMENTS 


NEW MENTAL HEALTH ACT. ENGLAND AND WALES 


MENTAL HEALTH—BACK TO THE COMMUNITY ! 


and administrative skill. : 
It gives expression to the entirely п 
way in which mental disabilities are 
considered and dealt with by those 
qualified to judge. 
Dr. Maclay's presentation of the impor- 
tant features of the new Act should be of 
great interest to all interested in the 
and treatment of mental patients and 
cially those bearing responsibility the 


Whatever multiple causes may be 
signed by the sociologists, the fact stam 
clear that today the process of decentrali 
tion in American living has become a flo 
tide. The bright call of the mechanized mob 
has lost its urgency, and almost no 
wants to be *Mr. Average" any more. T] 
is clear not only in the stylized, ne 
individualism of today's young writers, a 
in the peculiarities of society's "f 
groups," but also in mundane daily a 
Surburban homes and the shopping centers 
which organize them into small comm 
ties, small cars which increase the driv 
freedom of operation in the mobile envir 
ment, decentralization of industry and ba 
ing, increasing competition in the s 
ard trade markets such as tobacco, and | 
emphasis on individualism which keyno 
modern advertising are but a few examp 
People seek out new and fantastic hobbie 
and sports, perhaps only to devote 
corner of the week to “being themsel 
in a unique way. i 

If the need for individuality is so Ба! 
ly expressed by the emotionally h 
and if satisfaction is often so pitifully 
complete, how much more intense ar 
needs and frustrations of the mentall: 
These are the personalities who have 
come casualties of our over-mecha 
culture—a culture with too many den 
to meet, too many choices to make, 
many rules to remember. 1 


‚ 852 
| The gadgets of our existence may have 
~ improved in efficiency, but is it too trite to 
- point out that man evolves a bit more slow- 
- ly, that he struggles along with the same 
- old physical machine, and what is more, 

the same old psychological machine ? The 
{00/5 of happiness today are expressly what 
they were hundreds and perhaps thousands 
‘of years ago. They include a firm sense of 
- one's identity as separate from the environ- 
_ ment, and yet an established and productive 
role in that environment. They include 
- secure, lasting relationships with family, 
| friends, employer, and the corner grocer— 
elationships which are not vulnerable to 
e tide of fortune, or someone’s “bad 


_ It is in this context, then, that reorgan- 
‘ization of the national mental health pro- 
gram should be undertaken. 
. Provide the patient with a treatment 
etting in which he can retain his indi- 
duality (or regain it), where he can be- 
long as part of the group (or learn how to), 
‘and we will have provided him with the 
tools of recovery. Small hospitals well- 
ced geographically, should replace the 
ive, mechanized structures of yester- 
› which still house the lost lines of 
neless faces. 
The aim of good psychiatric treat- 
nt is, and always has been, the realign- 
üt of the dynamics of the personality, 
in such a way as to capitalize on the pa- 
Чеп strengths, and reduce the influence 
ol his frailties, Then let us capitalize on 
his strengths! Let us use his relationships 
with family and friends, his job, his social 


‘general practitioners. Let us build vo- 
cational rehabilitation programs around 
- "day-and-night" hospital plans, and em- 
- ployers who can offer "stress-graded" work. 
Let us return the patient from his illness by 
means of a steady ladder of increased 
community participation, with "halfway 
houses," family counselling, follow-up psy- 
chotherapeutic guidance. 

3. The mechanism of substituting. re. 


versibility for the irreversibility which for- 
merly led so many patients into deeper 
mental illness and eventual custodial care 
is a simple one. Open the lines of communi- 
cation and facilitate a free flow of patients 
between the community and the hospital. 
Remove legal restrictions and change com- 
mitment procedures, so that the trail to a 
public mental hospital does not become a 
slippery, one-way street. The choice of 
treatment level type and setting should be 
flexible and available to all patients for a 
precisely optimal period. Then, and only 
then, will we fulfill our responsibility for 
guarding the mental as well as the physical 
health of everyone in the community. 

The responsibility for this type of com- 
munity-centered mental health program 
falls squarely on those shoulders most 
competent to carry it—those of the busy 
family and general physician. He knows, or 
should know, his community, its resources, 
its people, and its problems. The conduct 
of both prevention and treatment of mental 
illness falls within the proper realm of his 
judgment and control. A doctor dedicated 
to the promotion of “whole-person-health 
will note the beginning of emotional dif- 
ficulties, and through work with his patient 
and knowledge of the environmental milieu, 
can frequently take the necessary "stitch in 
time." When the problems require special- 
ized help, he can make the necessary re- 
ferrals, if through his own efforts in com- 
munity organization and leadership, he has 
provided himself with the necessary con- 
tacts and resources. Psychiatric and other 
medical specialists, various kinds and levels 
of psychiatric facilities, social and civie 
agencies all stand ready to play appropriate 
roles on the periphery of the mental health 
circle; the family physician is the core of 
the circle, and his the executive role. 

Such a burden of responsibility may seem 
cruel at first glance, whereas properly 
managed it can lighten the general phy- - 
sician’s work, particularly those aspects 
which are immeasurably frustrating 


discouraging. For the recurrent neurotic, p 


hypochondriacal, psychosomatic, or other- 
wise emotionally ill patient there can 
help which is remedial, rather than 


temporary or palliative. In an age of | 


specialization when too many doctors are — 


1960] _ COMMENT 
forced into the role of technicians, the 
broader, community approach to medicine 
much more nearly approaches the original 
motivations of a physician. Devotion to 
productivity, interest in growth and de- 
velopment, almost childlike curiosity about approach lies not in deepenin 
the rhythms and meeds of life, ease in 
identifying with other human beings are but in realigning 
some of the priceless qualities that make a 
doctor—and also a community leader. Fifty 
years ago, the “town doctor” was auto- 
matically healer and civic leader; the 
needs and trends of American life today 
seem to demand that he return (although 
in a more complex sense) to this time- “horse sense"—will not 
honored role. means of interim control, М 
The thesis of “Back to the Community” Ње total quantity of hospitals, mon 
is merely that, failing adequate manpower psychiatric specialists we must ul 
.and facilities to deal with our national acquire. 
mental health crisis through habitual meth- 


ETHICS BORN OF EXPERIENCE 


As man advanced in intellectual power, and was enabled to trace the more remo! 
consequences of his actions, as he acquired sufficient knowledge to reject Бао o! 
toms and superstitions ; as he regarded more and more, not only the ye ак) и МЫН 

! happiness of his fellowmen ; as from habit, following beneficial experience, hi em 
thies become more tender and widely diffused, extending to men of ad hi ano x 
to the lower animals, so would the standard of his morality rise higher e ed will 

Looking to future generations, there is no cause to fear that the social е bs 
grow weaker, and we may expect that virtuous habits will grow ad he M hand | 
between our higher and lower impulses will be less severe, and virtue triumphan ? 


- Editor, THE AMERICAN JOURNAL or Рѕүсні- 
ATRY : 
—— Sm: All of us who are members and fel- 
lows of the American Psychiatric Associa- 
ion are properly concerned with the Scien- 
fic quality of the American Journal of 
chiatry. Accordingly, I thought it might 
of value to call your attention to an un- 
ate implication of the comment by 
Werner Tuteur in the September, 1959, 
1e, entitled "Statistics and Statisticians : 
Timely Warning.” Dr. Tuteur makes a 
t that undue inferences should not be 
wn from statistical data. One might 
of stronger illustrations than the three 
uses to make this point, but I'm sure 
would find agreement with his main 
on the part of both statisticians and 
non-statisticians. 
t seems to me that it is at this latter 
point mainly, that statisticians would agree 
with him, that Dr. Tuteur makes his most 
tunate inference. It is one thing to 
ke a point that statistics may be misused, 
ut another to attribute these, for the most 
ari to statisticians. ( For example, Dr. Tu- 
r says that it is well to remember “some 
mples of basic fallacies inherent in sta- 
ics and statisticians.” (Nothing which 
says further in his article indicates that 
he misuse of statistics was done by statis- 
ans.) 
Au has been my experience that Dr. 
uteur errs in two respects. First of all, I 
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Editor, Tue American JOURNAL or Psvcur- 
Sir: In choosing the title “Statistics and 
Statisticians,” I was merely guided by the 
nguistic concept that the two words rep- 
ent two halves of a unit similar to “Alco- 
1 and Alcoholics,” or “Farms and Farm- 
ers,” etc. The alliterative effect of the two 
ords also played a part. At no time did I 
intend to write a polemic treatise against 
the profession of statisticians. The over-all 
motivation for writing the paper was its 
854 
L d 


CORRESPONDENCE 


CORRESPONDENCE 


have found statisticians to be among the 
most cautious people in the interpretation 
of statistical inferences. I am sure they also 
draw some unwarranted inferences, but 
they are less apt to do this than the person 
who is not a statistician. 

Secondly, I believe that Dr. Tuteur is too 
narrow in his approach to what comprises 
the field of the statistician. He writes as if 
the statistician were one who dealt merely 
with the manipulation of figures, and then 
principally in ex-post facto approach. 
Actually, the statistician is very much con- 
cerned with research, design, problems of 
sampling, uncontrolled variables, accuracy 
of the data corrected, etc. We physicians 
often make a considerable error in not con- 
sulting a statistician until the experiment 
has been concluded. This overlooks the 
value, and sometimes the main value, of the 
Statistician in setting up research design. 

For these reasons, I think it is important 
to call your attention to the fact that in im- 
plicating the unwarranted conclusions 
which may be drawn from a misuse of 
statistics, Dr. Tuteur has unfortunately, 
and inaccurately, “warned” us about statis- 
ticians, as well. 


Myron С. Sandifer, Jr, M.D. 
Director of Research, 
North Carolina Hospitals Board 
of Control, 
Raleigh, N. C. 


REPLY TO THE FOREGOING 


closing quotation, which says that “it is 
doubt that gets you an education.” A better 
title might have been : “Some Pitfalls and 
Fallacies inherent in Statistics.” As Dr. San- 
ifer points out, apart from the unfortunate 
phrase “inherent in statistics and statisti- 
cians,” nothing I have said indicates the 
misuse of statistics by (professional) statis- 
ticians. My concept was that a person using 
statistics, linguistically, is a statistician. 
Werner Tuteur, M.D., 
Elgin, Ill. 


ron RESEARCH IN PSYCHIATRY 


Funps 
AvAILABLE.—The Foundations’ Fund for 


Research in Psychiatry announces the 
availability of funds for the establishment 
of 4 or 5 permanent, full-time research 
positions (associate or full professor level) 
for research psychiatrists in departments of 
psychiatry in medical schools. The closing 
date for applications is July 1, 1960. For 
further information, write to the Founda- 
tions’ Fund for Research in Psychiatry, 251 
Edwards St., New Haven 11, Conn. 


MENTAL HEALTH RESEARCH INSTITUTE, 
*Universiry or МїсшсАҗх.—Тһе dedication 
ceremonies of the Mental Health Research 
Institute Building of the University of 
Michigan, Ann Arbor, were held on Janu- 
ary 29, 1960. 

The all-day program included an open 
house in the new building, luncheon ad- 
dresses by Dr. William N. Hubbard, Jr., 
Dean of the Medical School and Dr. Ralph 
W. Gerard, Director of Laboratories, Men- 
tal Health Research Institute. At the after- 
noon session of scientific papers, Dr. Jacob 
Marschak, Yale University, Dr. Anatol 
Rapoport and Dr. James G. Miller of the 
University of Michigan spoke. 


Lyncupurc (Va.) TRAINING SCHOOL AND 
Hosrrrat, Lecrure Sertes.—Between Feb- 
ruary and October 1960 a series of lectures, 

€monstrations, conferences in the fields of 
Psychiatry, neurology, mental deficiency, 
pursing, psychology and social work will 

held at the Lynchburg institution, in 
which eminent speakers from various cen- 
ters will participate. 

_Dates of the meetings and other par- 
ticulars may be obtained from Mrs. Con- 
tance P. Rudd, Director Public Relations, 
Сша Training School and Hospital, 
Olony, Va. 


Em Woro Мерс, Association 14тн 
та, AssEMBLY.—The German Medical 
a iation, host of the 14th General As- 

mbly of The W. M. A., scheduled to con- 


NEWS AND NOTES 


vene in West Berlin, September 15-22, 1960 
extends a cordial invitation to all the do 
tors of the world to attend this outstanding 
meeting. ia 
The Bundesürztekammer (German Medi 
cal Association) will convene its 1960 an- 
nual meeting concurrently with the com 
vening of the General Assembly. The two 
associations will meet jointly in their o 
ing and closing plenary sessions. 4 
Additional information including p 
and schedules will be availab| 
or about March 1 at The World Me 
Association, 10 Columbus Circle, New Yor! 
19, N. Y. E 
INTERNATIONAL UNION or FAMILY On cA? 
xzATIONS.—The Union will hold an int 
tional conference on the family in con 
tion with the annual meeting of the Natio 
al Council on Family Relations at Teac 
College, Columbia University, New Y 
City, August 23-26, 1960. Eleven memb 
of the IUFO in the U 


Security. There will be plenary sessions a 
section meetings, including speakers fr 
various parts of the world, and invol 
translations into the major languages 
sectional meetings, followed by disci 
groups, will be on Early Child Devel 
ment; Family Life Education in 
Schools, in the Colleges, in the Communit 
Parent Education; Religion ; Counsel 
Research ; and Economic Aspects of Fa 
Security. 

For information concerning registrati 
write : Mrs. V. W. Jewson, 1219 Univ 
Ave., S. E., Minneapolis 14, Minn. - 


PHILADELPHIA Druc EXCHANGE 
Dinner Meetinc.—Dr. Robert Felix, 
tor of the National Institute of M 
Health and president-elect of the Am 
Psychiatric Association, was the pri 
speaker at the annual dinner of the 
delphia Drug Exchange on January 
Felix’s topic : “The dynamic role play 
drugs in combating mental illness.” p 


T The dinner was held at the Bellevue 
T Stratford Hotel, and honored Francis Boyer, 
F board chairman of Smith, Kline & French 
E Laboratories. Mr. Boyer received the Ex- 
"ehange's highest award, the Proctor Medal, 
for his "leadership in the fields of mental 
health, medical education and pharmaceu- 
tical research.” 


*- 


C Dn. Epwano Werss.—The death of Dr. 
"Weiss, Professor of Clinical Medicine in 
Temple University Medical School, Phila- 
;delphia occurred January 13, 1960. He had 
1 E ae к= His age was 64. 

— Dr. Weiss g specialized in psycho- 
Somatic medicine and had been president of 
‘the American Psychosomatic Society of 
which he was one of the founders. His book 
chomatic Medicine, co-authored with 


а on the staffs of both the Philadelphia 

Hospital and Jefferson Hospital, 
id came to Temple University as clinical 
or in 1932. He was also director of 
somatic research in the National As- 
tion for Mental Health. 


__ Wortp Menta HrAr.TH Year.—Lewis В. 
Zullman, National Chairman of the World 


Put off your ima; 
_ experiment and between whiles 


"Tro" 
NEWS AND NOTES 


SCIENTIFIC OBSERVATION 


b В gination as you take off your overcoat when you enter the laboratory; 
ut put it on again, as you do em overcoat, when you leave the laboratory. Before the . 

5 let your imagination wrap you around ; put it right away 
from yourself during the experiment itself, lest it hinder your observing power. 


Federation for Mental Health, United Sta 
Committee, Inc., reports that Dr. Frank _ 
Fremont-Smith, Co-chairman for the In 
ternational Committee of World ма 
Health Year left for Moscow January 98 at — 
the invitation of Professor P. K. С 
Director of the Institute of Physiology im — 
Moscow, and will endeavor to further the — 
participation of the U.S.S.R. in World 
tal Health Year by becoming a member in 
this world effort for better mental health — 
and human relations. "nd 
From Moscow, Dr. Fremont-Smith will 
go to London for the meeting of the l- 


tive Board of the World Federation for . 
Mental Health of which he is past presi —— 
dent. | 


Norta Paciric $остЕТҮ or NrUnoLocy 
AND PsvcmrRY.—Dr. Thomas H. Holmes, 
Secretary-Treasurer, announces that the 
North Pacific Society in conjunction witl 
the Northwest District Branch of the Amer- 
ican Psychiatric Association will hold its 
annual scientific meeting at the Benjamin 
Franklin Hotel, in Seattle, Wash., on April 
8 and 9, 1960. } 

Guest speakers will be Dr. Douglas D. — 
Bond, Professor and Chairman of the De- 
partment of Psychiatry at Western Reserve 
School of Medicine, Cleveland, Ohio, and 
Dr. Horace McGoon, Professor and Head _ 
of the Department of Anatomy at the Uni- 
versity of California, Los Angeles. ' 


—CrAUDE BERNARD | i 4 


Comments have reached me to the effect 
that the article, “The District Branch of the 
APA : Its Origin, Present Status, and Future 
Development," published in the November, 
1959, Jovirnal, was incomplete, with respect 
to certain historical aspects, and subject to 
misinterpretation concerning my beliefs 
about the future relationship between the 
Assembly and the Council. 
As pointed out in the article, it was the 
explosive increase of the membership which 
was (and continues to be) the moving force 
which led to the establishment of the As- 
sembly of District Branches, and to the 
growth of the District Branches. The work 
of the Reorganization Committee, although 
its proposals were not adopted by the mem- 
bership, was nevertheless one of the stimuli 
(in my judgment), from which our Assem- 
bly has developed. As the Assembly gains 
experience and status, I believe that it will 
ecome even more important in the de- 
velopment of policy for the Association. 
Through the District Branch, each and 
every Association member may participate 
in the business of the Association, Thus the 
Assembly, as more and more members be- 
come involved in District Branch affairs, 
Will come more and more to reflect the 
Wishes and opinions of the membership at 
large. This, I had been led to believe, was 
the intent of the plan offered by the Re- 
Organization Committee, and that is what 
had in mind when I wrote : “there seems 
to be no doubt that in time the original 
Plan of the Reorganization Committee 
headed by Dr. Karl Menninger will, to all 
Intents and purposes, be fulfilled.” 

Every organization requires an executive 
dy, and I can see no advantage in, or 
likelihood of, the surrender of this function 

Y Our Council as now constituted. The 
relationship between the Assembly and its 
officers and the members of Council has 

“en most cordial to date, and there is 
‘very reason to believe that this relation- 


OFFICIAL REPORTS 


EXPLANATORY NOTE 


WALTER H. OBENAUF, M.D. 


more firmly as time goes on. 4 
. Credit for the historical development of ~ 
the Assembly belongs to many, but one or — 
two individuals deserve special mention. 


whose vision and - 
sulted in the adoption of the amendment to | 
the By-Laws, which established the Assem- _ 
bly in 1952, and it was during his Presiden- —.— 
cy that the first Assembly was convened аб — 
Los Angeles in 1953. Indeed, when the” 
deliberations of the first day of that year 
resulted only in the election of the first” 
officers, and little other meaningful action. 
(because of doubts concerning authority), - 
it was his urging that caused the Assembly 
to meet again on the second day and take a ^ 
definite stand on important current issues. а 
Another officer who deserves special men- ^ 
tion is Mr. Austin Davies, who, in his role — 
as Business Executive for the Association ~ 
for the past 28 years, has worked with the — 
many Association officers and others 
through all that time іп the development of — 
our organizational structure. He has be- ~ 
lieved in, and, along with others, actively - 
promoted the idea of the District Branch. 1 
However, as he himself states, there was _ 
little response to such efforts until Doctor 
Cameron fathered the amendment to the - 
By-Laws that led to the creation of t » 
Assembly. a 
As I stated in the original article, it h 
been my hope that it might act to stimula 
thought and discussion concerning t 


f 
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e course of our Association. Even - than because of the substance of the article, 
gh evidence to date suggests that this I continue to hope that my efforts may not 
occurs largely because of omissions, rather have been entirely in vain. 


FREEDOM 


Чу lies in the hearts of men and women ; when it dies there, no constitution, no 
no court can save it ; no constitution, no law, no court can even do much to help 
libe чы lies there it needs no constitution, no law, no court to save it. And what is 

erty which must lie in the hearts of men and women? It is not the ruthless, the 
de dew ; it is not freedom to do as one likes. That is the denial of liberty, and 
de n to its overthrow. A "ia in which men recognize no check upon pe 
I becomes a society where freedom is the possession of only a savage few ; 
B tats ыма ont sor. PAEA Dagf qnly a seven 
j^ —LEkARNED HAND 
("The Spirit of Liberty" address in 
“I am an American Day" ceremony in 
Central Park, New York City, May 21, 
1944). 


ScuzorpHrentA: A Review OF THE SYN- 
prome. Edited by Leopold Bellak, M.D., 
and Paul К. Benedict, M.D. (New York : 
Logos Press, 1958. $14.75.) 


This book reviews the literature on schizo- 

hrenia—approximately 4,000 references—of 
the period 1946-1956 and is intended as a 
companion piece to Bellak's Dementia Praecox 
which covered the years 1936-1946. * The 
editors were assisted in this enormous task by 
a group of distinguished colleagues contri- 
buting chapters in the areas of their special 
interest and competence, and the principal 
editor himself contributed 3 chapters. He states 
in his foreword that the book is not intended 
to be particularly critical but rather to place 
the available data before the reader leaving 
selective judgement to the latter. 

The book has many merits. First, it should 
be of great value as a type of index and source 
of individual references. The coverage in most 
areas is very comprehensive. A further value 
is the provision of perspective in breadth and 
through time of the myriad aspects of cause, 
manifestations and treatment of schizophrenia 
which have been observed and reported upon 
by thousands of investigators. Such a per- 
Spective, besides bringing a welcome measure 
of order and coherency to a field of scientific 
literature which sometimes verges on 
chaotic, also should be a useful antidote to 
the all-too-frequent dramatic claims of dis- 
covery of single causes and cures of schizo- 
phrenia. 

The overview obtained from reading this 
Survey is in some ways disheartening. Re- 
Peatedly one gains the impression of in- 
Vestigators seemingly working in relative 
isolation, with little true communication with 
cach other or building upon and integrating 
With the work of others. This is not just be- 
tween the somatic and the руса cam) 


к | ps 
a also within each of these and o he: ; 
n short, the picture is of an e 


pa culated scientific community. Several of 
e authors comment upon the impossibility of 
сораг reports from investigators who 
9 іп different conceptual frames of 
Бесе and with a nosology which permits 
no оосар heterogeneity of patients diag- 
ed as schizophrenic. It appears that schizo- 

of e as a concept suffers from many features 
ind] izophrenic thought disorder such as over- 
"Sion, overconcreteness, faulty abstraction, 


well as absence of uniform 
ine eic enn О! degrees of nest NM 
rovement, а as major stum! blocks - 
DM path ү ENER ies investigate 
This leads to my major criticism of the 
book, namely the setting of a goal ofa ЙН 
critical review. Although it have added. 


to the immensity of their task, by essaying 
thoi у critical work the authors also could - 
have greatly to the already considerable 


value of their book. In fact, the chapters in _ 
which the authors permit themselves critical — 
comparisons and efforts to focus and synth 
are among the best. These include the chaj 
by Bellak and Blaustein, Psychoanalytic 
pects of Schizophrenia; Freeman, Physio- 
logical Studies; Benedict, Socio-Cultural — 
Factors, and portions of the chapter by Ekstein ~ 
and collaborators on childhood schizoph: 
I believe that most readers would have 
comed further such assistance in winno 
the wheat from the chaff of this enorm 
bulky literature. 
For the most part, the book is well organiz 
There are a few areas of repetition and over- 
lap which might have been eliminated. F 
example, the chapters on Vital Statistics aj 
Socio-Cultural Factors overlap in their dis- 
cussions of incidence rates. Sections of 4 other 
separate chapters—Etiology, Pathogenesis 
Pathology ; Diagnosis and Symptomatology 
Complications and Sequelae; and Prognosis, - 
also overlap and might usefully have been” 
combined in part of whole. n. 
One area which seemed slightly neg 
and possibly deserving of a separate chap 
was that of personal relationships, social inter- 
action patterns and problems such as with- 
drawal and desocialization in schizophreni 
These received only brief mention in 
chapter on psychological studies and a section — 
on milieu therapy in the general psychothe 
and allied methods chapter. $ 
The virtues of this book as а good refere 
source, in providing a useful overview of 
tangled complexities of the subject, and 
illuminating specific handicaps and weakness 
in our over-all investigatory effort make it 
valuable work indeed. , 
DoNarp A. ВовмнАм, M.D 
Chestnut Lodge Research 
Rockville, 


Stewart Collis. (New York : William Sloane 
Associates, 1959, pp. 221. $4.00.) 


The author of this book was a personal 
friend of Havelock Ellis. At the latter’s request 
— he had written the Introduction to his Selected 
| Essays for the Everyman Library. It is well 
therefore that he has here set down his own 
impressions of one of the world's great thinkers 
‘and men of letters. His book is not a biography 
- jn the ordinary sense; he is content to have 
_ "brought out what is relevant and significant 
| during the most creative years" of the life of 
‘Havelock Ellis. For continuity of the life 
— story he depends heavily upon Ellis' autobi- 
ography, My Life, from which he freely quotes. 
- But the interest is less in the outward events 
and more in the natural history of a mind. 
| .Mr. Collis’ book appropriately commemo- 
_ rates the centenary of Н. E.’s birth in 1859. 
- — The author has a good deal to say about 
| My Life. He does not consider it a work of 
- art or find all parts equally inspired. But 
ter page 30 I do not feel like skipping a 
d for some 200 pages." Later, "To a cer- 
n extent only, the work becomes bogged 
1 by his wife." H. E. wanted to paint “a 
portrait of himself arid her, letters and 
- . to fully portray two human beings 
ning together, and to show how all . . . are 
same in essentials when facing death 
danger or other levellers" My Life is 
robably as factual and uninhibited a record 


> 
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time, keeping two establishments, Н. Е. 
doned his wife’s passion for other women, 
ind later in reminiscence would refer to “her 
friend of this period.” By his tolerance 
e retained his wife’s loyalty and affection and 
did not cease to return these sentiments. 
"The wide range of Havelock Ellis’ studies 
shown in the list of his works published be- 
- tween 1890 and 1951. Some titles: The Crimi- 

ial, The Nationalization of Health, A Study 
о} British Genius, The Soul of Spain, The 
World of Dreams, The Problem of Race De- 
neration, The Dance of Life, From Rous- 
seau to Proust, The Genius of Europe, From 
arlowe to Shaw, Sex and Marriage. 
Не is of course best known by the seven 
volumes: Studies in the Psychology of Sex. 

r. Collis gives short summaries of the con- 
ents of these volumes. 

Unfortunately the first of this series ready 
- for publication was the volume Sexual Inver- 
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D HavrLock Елллѕ, Antısr or Lire. By John sion, which was printed in England. 
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A dealer 
was sued for selling *a certain lewd wicked 
bawdy scandalous and obscene libel" The 
book was not defended and the case was lost, 
The judge added his testimony. He addressed 
the book seller : "You might . . . perhaps have 
been gulled into the belief that some one 
might say that this is a scientific book. But 
it is impossible for anyone with a head on his 
shoulders to open the book without seeing 
that it is a pretence and a sham . . . this filthy 
publication.” Thus spake the Law—which 
seems to justify the opinion of Mr. Bumble 
as recorded by Mr. Dickens. But Havelock 
Ellis could later comment : "My ‘filthy’ and 
‘worthless’ and ‘morbid’ book has been trans- 
lated into all the great living languages.” 

The other volumes in this series were pub- 
lished outside of England. The story of the 
lives of Havelock and Edith Ellis indicates 
some of the measures by which the marriage 
of two quite incompatible personalities can 
be made tolerable for a considerable period, | 
although at the wife's instance they were | 
ultimately legally separated. 

H. E. had 23 years more of life—his hap- 
piest years Mr. Collis thinks, through asso- 
ciation with the excellent Frangoise Delisle 
who cooperated with the author in the prepa- 
ration of his book. 


C.B.F. 


Man AND Сотоне. Edited by Raymond Firth. 
(New York : Humanities Press, Inc., 1957, 
pp. 292. $5.00.) 


Bronislaw Malinowski (1884-1942) made 
such fundamental contributions to anthropo- 
logical theory that they will go on stimulating 
students for generations to come. His works 
are among the most readable in a field that is 
characterized by brilliant writers, so that they 
will always remain a delight to read and a rich 
source of ideas to develop. The present volume 
is subtitled "An Evaluation of the Work of — 
Bronislaw Malinowski," and it is the joint | 
product of 12 of Malinowski's former students, | 
each of whom has attained distinction in his 
own field of anthropology, and in one case mM 
sociology. It may at once be said that this is 
by far the best volume that has thus far ap- 
peared on Malinowski, or is likely to appear. 
and it is highly recommended to all readers. | 
The contributors and contributions are as fol- 
lows: Raymond Firth: “Malinowski as Sci- 
entist and as Man" ; Audrey I. Richards, "The 
Concept of Culture in Malinowski's Work | 
Ralph Piddington, “Malinowski’s Theory 0 
Needs” ; Talcott Parsons, “Malinowski and the 
Theory of Social Systems”; Phyllis Kaberry 


1900] 


"Malinowski'ss Contribution to  Field-Work 
Methods and the Writing of Ethnography" ; 
J. R. Firth, “Ethnographic Analysis and Lan- 
guage with Reference to Malinowski's Views" ; 
E. R. Leach, "The Epistemological Background 
to Malinowski's Empiricism”; 1. Schapera, 
“Malinowski’s Theories of Law"; Meyer 
Fortes, “Malinowski and the Study of Kin- 
ship”; S. F. Nadel, “Malinowski on Magic 
and Religion"; Raymond Firth, “The Place 
of Malinowski in the History of Economic 
Anthropology" ; Lucy Mair, "Malinowski and 
the Study of Social Change" ; H. Ian Hogbin, 
"Anthropology as Public Service and Mali- 
nowski's Contribution to It." There is a com- 
plete bibliography of Malinowski's writings, a 
a bibliography of works about Malinowski and 
his writings, and other works cited in the text. 
The profits from this volume will appropriately 
go to the support of an annual lectureship in 
“memory of Malinowski, which is administered 
by Professor Raymond Firth at the London 
School of Economics where Malinowski taught 
from 1913 to 1941. 
Asniey MoNTAGU, Рн.Р., 

Princeton, N. J. 

t 


Younc Man Lurner: А Srupy IN PsycHo- 
ANALYSIS AND History. By Erik H. Erikson. 
(New York : W. W. Norton & Co. $4.50.) 


At first blush analytical studies of the dead 
may not seem quite "cricket." The deceased— 
whether Moses, or Luther, or King Oedipus 
himself are in a difficult position to defend 
themselves. However, as long as there has 
been literary criticism, there has been analysis 
of a sort. The addition of modern clinical tools 
Should merely add scope and incisiveness to 
an important area in the study of man. 

Dr. Erik H. Erikson is the eminent psycho- 
analyst and Freudian scholar who gave the 
Yale Centennial address on Freud. It is the 
author’s contention that both Luther and 
Freud had many similar problems: the same 
intellectual loneliness, the same breakthrough 
from neuroticism to creativity, the same cen- 
tral problem of a father complex. “The Luder 
(Luther) family . . . offered an extreme degree 
of moralistic paternalism and a minimum de- 
gree of that compensatory free-for-all of small 
and highly satisfying delinquencies which 
farmyard, street, or park can provide for lucky 
children . . , an ideal breeding ground for the 
most pervasive form of the Oedipus Complex 
' - * Since this book is a psychoanalytic study, 
other aspects of Luther are touched upon. Thus 
we have Luther with a highly probably primal 
Scene, Luther with the familiar syndrome of 


school, 
ests me particularly as a young man in the _ 
process of becoming a great one," p. 36, There” 
are many other instances. Critics have as: 
that the Roman Catholic Church is the “ 
of the Roman Empire" preserving its lai 
its dress, and something of its military o 
tion. According to this theory the pi 
Pontiff would be in a continuous line 
Caesar Augustus. Most historians would 
gard Luther as the detonating device 
set off explosive forces long gathering, re 
Europe asunder with a Protestant north an 
Catholic south, the cleavage lines for some ой 
reason following closely the boundaries 
the ancient Empire. 

Early psychoanalysis has been accus 
“explaining away” the various types of re 
experience as regressive phenomena. Dr 
son's approach is more sophisticated and bi 
in existential concepts. With Kierkegaard, 
emphasizes the pitfalls of existence, e 
as a venture in human freedom. He s 
metaphysical anxiety, of “ego chills.” 
gous to a sound barrier, the young tl 
is portrayed as advancing by a 


- breakthroughs to new levels of existence. At 
— the same time this work is liberally sprinkled 
- with fascinating glimpses of Luther; Luther 
_ the theologian, the man of courage, the peasant 
_ firmly rooted in the soil. 
_ "The author has a thoughtful, learned and 
_ seminal mind and the reader will soon discover 
that this book is packed with much thought 
provoking and novel speculation. 


алм К. Jounson, M.D., 
Orangeburg, N.Y. 


- SrurrERING—A Symposium. Edited by Jon 
- Eisenson. (New York: Harper & Bros., 
__ pp. 402. $6.00.) 


^ Only too often one still hears in the medical 
E ion that stuttered speech is but the 
E. an underlying neurosis and that 
of the neurosis will somehow auto- 
tically remove the speech difficulty. This 
ewhat naive notion has unquestionably 
n to the detriment of the advancement of 
h theory and practice with regard to this 
syndrome called stuttering. To the 
ist who is seriously interested in this 
m area and wishes to broaden his out- 
from that of the orthodox psychoanalytic 
this volume is highly recommended. 
introduction by Wendell Johnson carries 
ge in itself making a "semantogenic" 
to the problem. Johnson says "the 
may venture into the pages ahead with 
п assurance of finding, in varying proportions, 
stimulation and contentment." This is 
true. There are 6 contributors who 
resent a somewhat different facet of the 
m, but by no means mutually exclusive 
its of view. Indeed what Sheehan, one of 
e contributors says, is applicable to almost 
whole volume; “A blend of several 
aches—of psychoanalytic and learning 
with modem personality theories.” 
- Glauber's contribution presents little that is 
ot orthodox, with much psychoanalytic theory 
_ and little in the way of conclusion. With this 
‘exception, however, the remaining contributors 
agree, to a large extent, if not in theory then 
certainly 21s In a truncated review it 
would be difficult to spell out each contributor's 
nt of view. The volume presents very well 
_ ап attempt at integration and provides the 
- clinician with many practical suggestions for 


appro 


attacking the problem realistically. Bloodstein, 
Sidi und uen all pressi systematic i 
theories and practical therapeutic { 
with a consistent rationale. Indeed it is inter- _ 
esting to note that, although we may differ — 
somewhat in theory of etiology, we differ but 
little in clinical practice. West's refreshing, if 
not sobering, contribution “An Agnostic Specu- 
lates about Stuttering” is provocative in putting 
forward his “ictocongenital” hypothesis, Most 
experienced clinicians have had reason to 
speculate about the possibility of the соп- 
vulsive nature of the disturbance in at least 
some types of stutterers. Van Riper's section 
"Experiments in Stuttering Therapy" is in 
rather vivid contrast to the other perhaps 
more "dignified" sections. Van Riper is having 
fun but this should not detract the reader 
from much valuable data that is contained 
in this section. It is material staight from the 
clinic files giving an account of experi ў 
therapeutic procedures over a period of 10 . 
years. It rings true. It portrays the man as well 
as the therapy, and is a lesson in clinical 
flexibility and objectivity. 

Altogether the publication is a most worthy 
one and is certainly to be recommended to 
psychiatric practitioners. Nearly every section 
contains a comprehensive bibliography and it 
is encouraging to note, in these days when so 
many volumes are appearing under editorship, 
that a share of the royalties from the sale of 
this book has been assigned to an organisational 
cause. 

E. DOUGLASS, 
University of Toronto. 


Rerorts, VOLUME 3, Group FOR THE Ap- 
VANCEMENT Or Psycmarry. (New York: — 
Publications Office, 104 E 25th Street, 
1959, pp. 618. $8.00.) 


This volume contains 12 reports published 
from June, 1956 to May, 1959 and including 
discussions of the psychopath in mental i 
mental health education, susceptibility to force- — 
ful indoctrination, methods of forceful indoc- 
trination, epileptics at work, school desegrega- 
tion, diagnosis in child psychiatry, leisure-time 
activities, group teaching for medical students, 
religion and psychiatry, adaptation to new 
situations, controls in psychiatric MEN 


ALBERT WARREN STEARNS 


LI 


т LL D ou 
ы roe. э: 


CD ex 72 


IN MEMORIAM 


ALBERT WARREN STEARNS 
1885-1959 


Dr. Stearns, son of George Edwin and 
Helen Maria (Proctor) Stearns, was born 
in Billerica, Mass. on January 26, 1885, He 
attended Tufts College and graduated from 
Tufts Medical School in 1910, He showed 
keen interest in the specialties of medicine 
which needed physicians the most—psy- 
chiatry and neurology. He became one of 
the pioneers, especially in the field of 
psychiatry. His formal training in psychi- 
atry began when he became a resident 


“physician at Danvers State Hospital in 1911. 


At the end of the year he resigned to go 
to Boston State Hospital where he worked 
with Dr. Southard until the end of 1913 
when he went into the practice of neurology 
and psychiatry. 

Dr. Stearns’ marriage to Frances Matsell 
Judkins on December 28, 1912 was blessed 
with two sons in the ensuing years. The 
untimely death of one of his sons, Albert 
Warren, Jr., on the threshold of a promising 
career in medicine, brought personal sorrow 
and grief, but not defeat. It heightened his 
understanding and responsiveness to human 
Suffering and needs and increased his per- 
sonal application of his potentials to greater 
capacity to alleviate illness and disease. His 
other son, Charles Edward, who is married 
and has four children, is the dean of 
Tufts College of Liberal Arts. 

Dr. Stearns was consultant to U. S. 
Naval Hospital, Chelsea, Mass. from 1923 
to 1929, He became professor of psychiatry 
and the dean of Tufts College Medical 
School from 1927 to 1945. During the years 
1929 to 1933 he was the Commissioner of 
the Department of Correction of Massa- 
chusetts. He was associate commissioner of 
the Department of Mental Diseases of 
Massachusetts from 1935 to 1938. Dr. 
Stearns was chief of neurology service at 
the Boston Dispensary from 1921 to 1945. 
In 1943 Dr. Stearns was honored by Tufts 
College with an honorary degree of Doctor 
ОЁ Science, In 1945 he became professor of 


sociology and remained as the chairman of 
this department until 1955. Яй 

Dr. Stearns served in the Medical Corps - 
of the U. S. Navy in both World Wars. In - 
the first one he served as a first lieutenant | 
from 1917 to 1919. In the second war he _ 
served as a captain. i 

Dr. Stearns was a member and officer of | 
many local, state and national medical and _ 
psychiatric organizations. He was a Life | 
Fellow of the American Psychiatric As 
ciation, and member of A.M.A. In 
he was president of Boston Psych 
Society. In 1934 he was president of B 
Society of Psychiatry and Neurology. 
1938 to 1940 he was Vice-President 0! 
Massachusetts Medical Society. He was а 
member of the American Academy of Arts — 
and Sciences. кк. 

Dr. Stearns was the author of the Боо 
Personality of Criminals, published in 1932 _ 
and many other publications, such as Sext 
Crime; The Life and Crimes of Jesse | 
Harding Pomeroy ; Cases of Probable · 
cide in Young Persons; One Thousi 
Unsuccessful Careers (jointly with A. 
Ullman). 

Dr. Southard described Dr. Stearns 
his cavalry officer who rode ahead an 
flushed out the enemy, described the con- 
figuration of the forces and rode on to” 
next undertaking. : 

His professional life was marked by a 
steady progression of successes, honors, 
recognitions in his chosen endeavors. Per 
haps, none was more treasured than th 
annual dinner given him by his students. 
It has been said : The great use of life 
spend it for something that outlasts i! 
through his students his influence will liy 
for generations. He called himself an "anti-- 
quarian" and evidenced a keen intere: 
the old houses and their early inhabita 
and in the history and traditions of his 
native New England. "n" 

Dr. Stearns had a great many inte 
and hobbies. As horticulturist, he enj 
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s garden, flowers and shrubs. He talked 
bout his apiary and displayed keen knowl- 
ge of various species of birds and wild 
e. His deep interest in his Alma Mater— 
d l'ufts College and Medical School, was 
foremost. He enjoyed the annual "home 

3 ng.” One of his latest pictures was 
en during class reunion with General 
Mrs. Raymond W. Bliss on the campus 
his Alma Mater in June 1959. 
e appreciated certain values such as 
ctuality, thoroughness, truth, tolerance, 
tiveness, decisiveness, discussions and 
edom of verbal expression, especially by 
elf. He saw and expressed the better 
| on given topics. One exception was 
minimal interest in the Freudian theory 

e practice of psychiatry. He felt that 
as oversold and that some psychiatrists 
ited experience and training in it 
practicing it. 
ed many invitations from church 
‘women’s clubs, civic and profession- 
izations to give talks or to discuss 
tric problems. He was called by the 
pers, courts, and judges to give an 
| on various psychiatric matters. 


[March | 
These included delinquencies, mental status 
of murderers, changes in psychiatric ther- 
apies and laws, and handling of criminals, 
He was a dynamic and interesting speaker. 

Up to the time of his sudden and un- 
expected demise, Dr. Stearns was an active 
psychiatrist. He was a psychiatric con- 
sultant at the Bridgewater State Hospital 
for the Criminally Insane and at Boston 
State Hospital. He was adept in forensic 
psychiatry and courtroom procedure and a 
familiar figure in many noted cases. He was 
scheduled to testify in court on the day 
of his death, September 24, 1959. The 
"Sage of Billerica” passed on gently, mer- 
cifully and peacefully as he had lived. 

My association with Dr. Stearns con- 
tinued for nearly three decades—initially as 
one of his students. 

His warmth and sincerity endeared him 
to his associates, and his professional knowl- 
edge, competence, and wide experience, 
commanded the respect and confidence of 
all who knew him. The passing of Dr. 
Stearns is a great loss to Massachusetts, to 
New England, and to the nation. 

Peter B. Hagopian, M.D. 
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A LONG-TERM INVESTIGATION OF CHLORPROMAZINE 

A Study of Constant and Inconstant Chlorpromazine Administration 

Over a Period of Six Years With a Discussion of the Evolution of 
Our Theoretical Thinking * 


М. WILLIAM WINKELMAN, Jr., M.D.* 


Six years ago we cautiously gave chlor- 
promazine for the first time. Our results 
were reported in one year(1), in 3 years 
(2), and now we feel it is time for another 
appraisal—an appraisal based on the study 
of 1,090 patients, but more specifically of 
75 patients who have been taking chlorpro- 

. mazine since the investigation was initiated 
6 years ago. 

This paper is a concise summary of what 
has been learned and particularly how our 
thinking has evolved during this 6 year 
experience. Many of the details reported in 
1956(2) will not be repeated. We divide 
our discussion into 3 areas: 1. Technique 
of treatment, 2. Results of treatment, and 
3. Theory of treatment. 

First, I will discuss the theory of treat- 
ment and then describe technique and re- 
sults in terms of our present theoretical con- 
cepts. It has been our main thesis for the 
last 3 years that optimum results with the 
neuroleptic drugs can be achieved only by 
understanding the patients personality 
Structure. Accordingly, intelligent treat- 
ment must be individually determined, 
not only from the personality at the onset 
of treatment, but from an informed evalua- 
tion of the changes that are constantly 
taking place. We feel it is from an under- 
Standing of a patient's conflicts and the 
Strength of opposing intra-psychic forces, 
and not merely his degree of motor agi- 
tation that, in the long run, will help the 
Psychiatrist treat patients effectively. The 
need for understanding is further empha- 
sized by the repeated observation that some 
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psychic conflicts do rather poorly wl 
treated with these drugs. Alteration 
dosage is necessary, sometimes from day t 
day, according to the state of both int 
psychic conflicts and the environment. 
timum therapy can be accomplished on 
when the patient is seen regularly and tl 
dosage adjusted according to the state 
the conflicts. <a 
Our present conception of the psych 
logic action of chlorpromazine, that is, t 
action on psychological functions secon 
to the actions on certain brain centers, 
explain by using the concept of psy 
energetics. Every psychic act is inve 
with psychic energy which is freely mo 
and shifts from one psychic element to - 
another. When this energy charges or ca- 
thects an unconscious instinctual drive, 
drive presses for immediate discharge 
affects and in motility. This charactei 
unconscious or primary process acti 
The ego may or may not be able to a 
cathected contents of the unconscious · 
are pressing for discharge, such as fan 
drives, wishes, sensations and feelin 
Thus, conflicts develop. Handling of 
conflict can be either by complete rep: 
sion and a decathexis of the instin 
drive or by acceptance of the drive b: 
ego as it becomes fully conscious. 
of these two methods of handling a co 
can be utilized and elaborated into a 
entifically organized method of psychial 
treatment. Probing of the unconscious w 
acceptance of the drive, is accomplished b 
psychotherapy, and convulsive therapy 
an example of suppressive therapy. 
We feel that the phenothiazines can 
utilized for either of these two basic m 
ods of treatment. In the literature, for th 
most part, phenothiazine therapy me 
suppressive therapy and utilizes modei 


ch 


large or large doses with a rapid buildup to 
the optimum therapeutic dosage, which 
in suppressive therapy is much higher than 
the dosage used in the uncovering tech- 
niques. In general, the more active or the 
more unopposed the primary process ac- 
tivity is, no matter what the diagnostic 
entity is, the higher must be the dosage. 
In these patients, a large dose of drug or a 
_ large increment in the dosage appears to 
- markedly decrease the cathexis attached 
to the unconscious drive. Ego functions are, 
vithout doubt, also affected at this dosage, 
but comparatively far less than the knock- 
out of the abnormal primary process ac- 
ty with the result that symptomatology 
markedly altered. Whenever there is a 
eduction in dosage below a point that is 
constantly varying according to the status 
of the ego-id conflict, the inhibition of the 
exis ceases, and symptomatology bursts 
Accordingly, expert management of 
Clinical problems requires under- 
ling of the primary process, its content 
| its forces, in addition to understanding 
tus of the ego and its defenses. 
‘it is clinically desirable to treat a pa- 
t by a technique of probing the uncon- 
us with acceptance of the drive and de- 
opment of insight, there is an entirely 
erent approach. Although the use of 
phenothiazines in this clinical area is 
troversial, we have felt unequivocally 
Pine the last several years that these com- 
have their place in treating the 
oneuroses and certain chronic psy- 
entities in which the primary proc- 
is kept in control but a struggle is 
s present. The emphasis in this kind 
tment is not on the drug but on the 
therapeutic process and the rela- 
ship between the physician and the 
ent. Here the problem of dosage, how- 
, is more important, more sensitively 
mined and mild to moderate dosages 
utilized. Theoretically, a chemical com- 
ind to be beneficial should facilitate the 
process of making unconscious material 
onscious. We feel that mild to moderate 
ges of chlorpromazine produce an al- 
ration of psychic energy and its distribu- 
n, which in turn affects many aspects 
f intra-psychic dynamics. There is altera- 
- tion in the energy directed into the various 
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psychic-structural components which can 
be studied by very careful observation. 
When the carefully determined optimum 
therapeutic dose is achieved, the following 
changes may occur which we repeatedly 
observed in studying patients for 3 hours 
per week over 3 years(3, 4, 5) with al- 
ternating drug and non-drug months, There 
is lessening of primary process drives, 
There is lessening of super ego strength. 
There is minimal diminution of ego func- 
tioning. There results from these changes 
a relative increase in ego strength. De- 
fenses need be less strongly cathected. 
However, since the energy of the instine- 
tual need is reduced, the defenses are rela- 
tively stronger. With unimpairment of the 
ego, there is improved reality testing. There 
also results an unusual emotion, indiffer- 
ence to painful internal and external stim- 
uli. There appears to be a decrease in 
symbolizing ability with a lessening of 
displacement, so people are seen more real- 
istically. Owing to this and the increase in 
ego strength, “acting out” is markedly re- 
duced. Interpersonal relationships are much 
improved. 

In the actual technique of treatment, 
initial dosage depends on whether a sup- 
pressive or uncovering technique of treat- 
ment is to be used. In the former, a large 
initial dosage is justified, and the dosage 
quickly increased until the optimum thera- 
peutic dose is reached—the gradually de- 
termined amount of drug which produces 
the most effective clinical result beyond 
which increases will produce no further im- 
provement and undesirable reactions may 
prove troublesome. Maintenance dosages 
also must be large enough to keep the id 
impulses under control, but it appears that 
once the ego has experienced a mastery 
of the situation, it can continue this new 
role with somewhat less pharmacologic 
help. Accordingly, after a few months 0 
the optimum therapeutic doses, a somewhat 
similar maintenance may be used. 

Since its exact effectiveness cannot be 
accurately predicted except by a саг 
study of the primary process—secondary 
process balance, chlorpromazine must 
initiated on а 6-8 week trial basis in 00 
neuroses and at least 3-4 month time 1n i 
psychoses. When the decision to use t 
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drug has been made, it must be used in 
an optimum manner. As is true with insulin 
in diabetes, and the anti-biotics in infec- 
tion, an inadequate amount for the thera- 
peutic problem at hand is essentially worth- 
less. Chlorpromazine therapy ideally is far 
more sensitive and skilled a procedure than 
insulin is for the diabetic, anticonvulsives 
for the epileptic, or digitalis for the cardiac ; 
for we are dealing with thousands of psy- 
chological variables. I cannot stress enough 
how carefully one must observe and try to 
understand his patient. For example, these 
drugs have some impairing effect on motil- 
ity, a constructive effect in the hyperactive, 
and a destructive effect in the individual 
who uses activity as a defense against his 
passivity. In the patient with partial im- 
potency or frigidity, these drugs may be 


“very beneficial on one hand or exaggerate 


the condition markedly, depending on the 
underlying dynamics. Because of the in- 
difference, the environment can be seen as 
less harsh and extremely pleasant. On the 
other hand, if the sources of oral-dependent 
gratification have been and are diminished, 
the environment can appear exceedingly 
unpleasant. Patients with an abnormal pre- 
occupation with the body image may be- 
come less concerned, or much more con- 
cerned. Effectiveness of these drugs is also 
influenced by the state of the transference, 
and vice-versa. The constant intrapsychic 
changes should be handled with sensitivity 
and understanding. Dosages must be raised 
when there is increased stress from either 
Internal conflicts or from the environment. 
We feel more and more strongly that the 
entire treatment philosophy should be ori- 
€nted towards an understanding of the 
Status of the ego and adjusting the dosage 
accordingly. In the acute psychotic patient, 
We first use large doses to subdue the path- 
Ological id drives. In so doing, we hope 
that the ego will eventually be strong 
enough to take more control In the 
Psychoneurotic and chronic psychotic pa- 
tient, we treat while carefully waiting the 
Status of the ego, always endeavoring to 
Strengthening that structure. We feel that 
these drugs have great value in the psy- 
choneurotic patient when administered 


En knowledge and above all, understand- 
ng. 
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In discussing our results we will use few - 
figures, feeling that the percentage figures — 
that are filling the literature, are essentially 
meaningless. Our 1956 paper(2) is filled 
with percentages about each psychoneuro- 
tic reaction, each psychotic reaction, in - 
children, and in the aged. We now believe 
that evaluation of each patient's reactions 
in terms of primary process—secondary .- 
process conflict and the nature of the de- 
fenses is necessary to predict results and to .— 
treat with optimum effectiveness, An ego — 
that is totally defeated can not be helped. | 
The more the ego is struggling the better 
the prognosis. Certain defenses such as - 
denial and the use of conversion offer ` 
a poor prognosis. б 

Опсе erini been established, optimum 3 
therapeutic results can be maintained at a _ 
high level. The therapeutic results in Ње R 
75 patients who have taken chlorpromazine 
for 6 years were excellent; nearly all re- ^7 
mained symptom-free during the entire 
period. We realize that these 75 patients 
make up a selected population. Those who 
responded well to the compound were 
willing to remain on a drug for such a long 
time. Furthermore, nearly everyone who ~ 
takes a medication is bound to skip once — - 
in a while, and if a patient takes a drug _ 
for 6 years, there is a suggestion that re- _ 
ducing or withdrawing it will bring on a re- — 
turn of symptoms, and upon experimental | 
withdrawal there will result an abnormal ~ 
number of relapses. This was found to be 
true. Of 20 patients whose drug was 
stopped for 2 weeks, % showed at least a | 
partial return of symptoms within 5 to 12 1 
days. : 
р Het o in the treatment of the — 
acute psychotic patient (the patient whose _ 
ego has been overthrown by the forces of - 
the primary process but one that is still 
fighting) is a remarkably effective treat- - 
ment. It is about equally effective as ECT ~ 
and more effective than insulin coma thera- ~ 
py, although the exact degree of effective- — 
ness between these forms of treatment can- - 
not be compared very easily because of the — 
differences in patient material, techniques - 
and other influences from study to study. — 

In the chronic psychotic and psychoneu- - 
rotic, when the ego is strong enough to give 
long term battle to the opposing forces, 
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- an excellent indication of the degree of 
recovery from the abnormal intra-psychic 


process. 

-  Itis concluded that long term chlorprom- 
azine therapy is an extremely valuable and 

sensitive treatment, not only in the un- 
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psychotic as a mp 

, but also in the appro аі 
chronic psychotic and more approachal 
ic, where it can be " 

a constructive force furthering the psyche 
therapeutic process. Without psy others. 


py, many good results ar- seen 

living was comi. with е 
drug(6). It is believed +4 in 
the effectiveness of treaty nt is 


related to the orientation of the t 
physician, how well he understands 
patient, and how he applies this knowles 
not — the pharmacologic treatmal 1 
but in the total treatment f his pat 


1 


SUMMARY : 
paper is a concise summary of 
been learned and how our thinks 
ing has evolved during a 6 year experience” 

. It also reports W 
patients who have been Ой 
the drug for 6 years. The discussion 8 
divided into 3 areas: 1. Technique 4 
treatment, 2. Results of treatment, and 3 
Theory of treatment. p^ 

2. Theory of treatment is discussed first. 
Our present concept of the psychologie ac 


using the concept of psychic energetic 
We feel it is from our understandi 
the patient's conflicts and an understa 
of the struggle of opposing forces and mot 
merely evaluating the degree of his mote 
agitations that, in the long run, е 
us treat him effectively. It has, then 
been our main thesis that optimum @ 
peutic results can be achieved only 
understanding of the patient's 
and by understanding how a drug can Ш 
fluence this structure. e 
3. All psychiatric treatment is divided i 
to two categories: 1. Helping the раш 
suppress and repress painful conflicts, 
2. Helping the patient recall and relive t 
memory and emotions of the conflict 
feeling and understanding and more SU 
cessfully. It is pointed out that chlorprom 
zine can be utilized in either of these 
techniques, and each is described 
ately. 1 
4. It sumarizes how chlorpromazine 
fects intra-psychic activities and hows 
turn, these can help the psychiatrist Į 
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THE FUNCTION OF PSYCHIATRY IN A MUNICIPAL 
LAW ENFORCEMENT AGENCY ' 


DAVID H. WILSON, M.D., LL.B? 


imately 115,000 with a police force of 
full-time employees, a staffing ratio of È 
law enforcement officers per 1000 papu 
lation. This is considerably below the 
for a community of this size or larger, 
having nearly twice this ratio with 
average being somewhere around 2 
1000. The department is affiliated е 
with the University of California, d 
members instructing in the School of C im 
inology. These factors plus the follo ir 
unusual administrative structure predise 
posed to the present psychiatric orientatig 
Each patrolman has practically co 
autonomy on his beat, investigating and 
posing of cases personally, unlike the møs 
common situation in larger communi 
where he would turn many of these prope 
lems over to specialists who would be me 
sponsible ultimately for disposition. 
Since 1915, members of the force й 
been instructed in basic psychology 
psychiatry as related to their duties. $ 
1921, new candidates have been screened 
by a psychiatric consultant. Beginning dM 
1949 and continuing to the present, 
Department has employed a psychiatri 
a X time basis (10 hours per week 
extended the duties to include the follo 
general categories. Actually these duties 
are highly variable, the psychiatrist 060 
available as a "trouble shooter” in df 
situation which might conceivably involve 
psychiatric factors, but a review of @ 
records of my predecessor and my persone 
experience allows a grouping roughly 3 
follows : * 
1. Administrative.—This involves prim? 
ly the screening of prospective candle 
for positions of patrolman and patrolwom 
This is considered to be a portion OF © 
medical examination rather than а геш 
rating device and as such a candidate ¢ 
be eliminated if, in the discretion OL 
psychiatrist, he shows indications OF ] 
chiatric disorder sufficient to interfere W 
the performance of his duties. In additi 
a candidate could be eliminated arbiti 


for mere possession of personality U 


undesirable according to the personal stand- 
ards of the psychiatrist. This latter respon- 
sibility is burdensome and probably statis- 
tically unwarranted according to a recent 
study which indicates that prognostication 
аз to effectiveness of police candidates 
shows no better correlation with actual 
performance when done by psychologic or 
psychiatric evaluation than when done by 
experienced law enforcement officers. In 
borderline cases, however, a qualified ap- 
proval will result in special observation 
during the candidate's probationary period. 

Due to the close 
between the — and the rest of the 
force, it is felt inadvisable to subject pres- 
ent members to a similar evaluation before 
promotional examinations. The 
is available for consultation in case of 
* serious emotional problems pres- 
ent members, although this is an uncommon 
occurrence. 

2. Liaison with other law enforcement and 
professional groups in the area.—Overlap- 
ping responsibilities among community 
agencies are distributed through contact 
with the group involved, е5; disposition 
of juvenile delinquents involving school, 
social work agency, police, district attorney, 
probation department, etc. Borderline cases 
involving medical problems are handled 
directly by the psychiatrist, e.g, those in- 
volving physicians or psychiatric patients 
in therapy under local physicians. 

3. Medical and psychiatric consultant to 
the department.—Included here ww 
ation of disturbed prisoners in 
consultation with detectives as to disposi- 
tion of problem cases, 
к defendants and sex at 

written reports are prepared on 
interviews, this information becomes avail- 
able to other agencies, e.g., the court and 
the district attorney's office, thus frequently 
avoiding the necessity for repeated exam- 
inations. Furthermore, the evaluation has 
advantage of proximity to the offense, 
and is frequently much more accurate than 
obtained later after the mental con- 
dition is modified by passage of time and 
Possible secondary gain. 
ran are discussed with officers чна 
juvenile bureau both as to disposition 
and follow-up if jurisdiction is maintained 
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usually involves removal from the com- 
munity. 
It seems quite reasonable that early 


me 


a 


gnition of these problems should be 
mplished at the law enforcement level 
by professionally trained personnel. Al- 
though an available consultant might suffice 
to the strictly diagnostic features, this 
ngement is not entirely satisfactory in 
er regards. Aside from the convenience 
' regular duty hours, there is the subtle 
antage in working relationships when 
psychiatrist is a member of the “team” 
overtly interested in proper law en- 
orcement rather than outside impartial 
observer unaware of the special police 

)blems involved. There is also the prob- 
of the characteristic reluctance of 
tment members to make special ar- 
ements for psychiatric consultation. A 
1 arrangement, however, sometimes 
in consultation requests more or less 

ation in difficult cases even where 
erring officer has little hope that the 
ation will uncover anything. Need- 
| to say, the latter extreme is the more 
e of the two. 


least 90 American cities which might 
ly utilize at least part-time psy- 
ic services. In addition, smaller com- 
s might well arrange for consultation 
ed. Populous unincorporated areas 
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sed on relative population figures, there 


could arrange the same through the local 
sheriff's office. Some 20 communities might 
well afford full-time services and a few of 
the larger cities perhaps even more than 
one professional member, particularly 
where there is a full-time police academy. 

The results of the present inquiry indicate 
that few communities have ever considered 
this possible use of psychiatry. As a result 
of the experience in Berkeley, serious con- 
sideration should be given to the institution 
of similar programs elsewhere. Very prob- 
ably the initiation of such a program will 
have to come from some source other 
than the department itself, not because of 
resistance but rather simply lack of ex- 
posure to the possible advantages. Ap- 
propriate committees in local psychiatric 
and mental health societies might well be 
the proper instigating bodies. A combina- 
tion program with the local health depart- 
ment or perhaps local mental hygiene clinic 
is another possibility. 

In any event, a comprehensive com- 
munity program of preventive psychiatry 
should not overlook a natural case finding 
and early treatment source. At the present 
time, there is probably no better source 
than the municipal law enforcement agency. 


At the present time when psychiatric 
treatment is becoming more common, a psy- 
chiatrist from time to time sees patients 
whose problems, in retrospect, have been 
more complicated than ameliorated by psy- 
chiatric attention. This is not to deprecate 
either the widespread need for treatment of 
emotional problems or the advances made 
in psychiatry in recent years, but merely 
to point out that such advances have their 
hazards as well as their advantages. 

In the same manner that the term iatro- 
genic refers to illnesses and syndromes 
Precipitated or caused by medical atten- 
tion, the term psychiatrogenic may be 
used to refer to difficulties precipitated or 
caused by psychiatric intervention. Very 
little attention has been paid in the med- 
ical literature to this problem. Psychiatrists 
in recent years have been eager to stress 
to their medical colleagues the importance 
Of a psychiatrie understanding of many 
medical problems ; the occurrence of psy- 
chiatrogenic difficulties has received scant 
notice, 
. The existence of psychiatrogenic illness 
is readily admitted by many psychiatrists 
(1, 2, 3, 4) though it is not possible to 
estimate its frequency. Certainly it must 
Occur in only a small number of persons 
Who are brought to psychiatric attention, 
but it is frequent enough to merit some 
attention as a disturbing complication of 

€ current expansion of psychiatric treat- 
ment, 

Any discussion of psychiatrogenic prob- 
ems must take into consideration that psy- 
chiatric illness is a much more fluid concept 

an physical illness. Emotional problems 
are, to a certain extent, universal since all 
ye existence is a continuing process 

adjustment to an interpersonal environ- 
ment which is constantly changing. Normal 
People are those persons who are making 
E continual adjustments with a mini- 
vd of conflict and relatively few psy- 
Senic symptoms. Psychiatrogenic illness 
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is often merely an exacerbation of previous 
personality problems which, however, 
would not have become incapacitating or 
significantly more distressing had psychi- 
atric intervention not occurred. E 

It is well known that psychoses may 
precipitated by psychiatric treatment(1, 2 
It seems probable that such psychiatrog 
ic psychoses occur mainly in persons who 
originally had profound underlying emo- 
tional problems which were not previously 
apparent in their overt social functioning, 
The crucial question is whether or not the 
individual so afflicted would have lived out 
his life without a psychotic illness if. 
psychiatric attention had been withhe 

Much importance should be paid to t| 
question of which patients should not b 
treated psychiatrically. It is felt that 
important prerequisite to the eventual 
swering of this question is the clear d 
tion of psychiatrogenic illness as a med 
problem. Delineation of a problem is of 
made easier if a concise term is available 
describe it, and for that purpose the 
psychiatrogenic has been introduced he 

A telling commentary on this prob 
is found in the autobiography of the « 
tinguished orchestra conductor, Bru 
Walter, who in 1906 consulted Sigmun 
Freud regarding a hysterical paresis of. 
right hand(5). The problem was serio 
for it incapacitated Walter professionally 
He consulted Freud expecting that 
choanalysis would be the necessary 
ment. Freud examined the afflicted 
carefully and interviewed Walter. | 
Bruno Walter's surprise Freud recomm: 
ed that he take an immediate vacation 
suggested Sicily. Walter followed the a 
vice and in time his problem spontaneo! 
ly cleared ; he remained free of any furth 
such symptoms for the rest of his life. 
We do not know how Freud reasoned in 
the matter, but it is possible that he felt 
extensive psychotherapy in this patier 
would be more prone to prolong tl 
symptom than to cure it. Freud, the orig 
nator of systematic interview treatmen 


ing categories of psychiatric treatment : 
(a) Interview treatment (psychotherapy), 
(b) electroshock treatment, (c) psychi- 
— atric hospital inpatient procedures and di- 
agnostic techniques, 


INTERVIEW TREATMENT 
It is well recognized that interview 


— "treatment may precipitate psychotic epi- 
sodes by the precarious emotion- 


painful past experiences or guilt-rid- 
ionships are too 
explored in passive, insecure, de- 
ndent individuals. There have been no 
| psychiatric studies, to my knowledge, deal- 
"ing with the course and prognosis of such 
psychiatrogenic psychoses, but I have had 
the opportunity to study two patients in 
whom continuing psychoses of several years 
ration had been so precipitated. It seems 
that some such patients would not 
| have become psychotic if psychiatric inter- 
- vention had not occurred(2, 4), and they in 
all probability would have continued to ad- 
ust at their previous level of social and eco- 
i К туча an indefinite time. A 
| decision as to whether or not such a person 
_ should be treated psychiatrically should 
take into consideration his current level of 
functioning, his responsibilities, and his 
position in the family structure, and should 
weigh carefully the potential risks of such 
treatment against possible gains. 
У In many persons it is unwise to disturb 
existing psychoneurotic problems(1, 4). A 
mildly obsessive compulsive person, when 
| deprived of the regimented harness of his 
- rituals and systems, may develop severe 
_ anxiety attacks or depressive symptoms. 
The removal of a minor hysterical symptom 
may at times be followed by the develop- 


ment of other hysterical symptoms which 
may be more distressing than the original 
difficulty. A severe personality problem or 
even a psychotic episode may be precipi- 
tated by the removal of a long standi 
psychosomatic symptom which had s 
an important function in the emotional 
economy of a patient(7, 8). 
Attention must be paid at times to the 
possible unfortunate effects that psycho- 
therapy may have upon interpersonal rela- 
tionships in the patient's life. It is well 
known that personality change occurring in 
one member of a marital team during psy- 
chotherapy may make continuation of the 
marriage impossible. A woman with a need 
to control and dominate others may find 
it impossible to continue a marriage witha 
husband who has lost his passivity and has 
become assertive of his aggressive feelings 
as the result of psychotherapy. The effect of 
such possible changes upon children and 
other involved persons must often Бе ( 
weighed before psychotherapy is under- 
taken. It is commonly said that such prob- 
lems can be worked out if the marital 
partner will also undertake psychiatrie - 
treatment to correct his or her personality 
problems ; in practice, however, such treat- 
ment is often not accepted, or may be eco- 
nomically or technically infeasible. Other 
disruptions of family structures, or of voca- 
tional and social relationships, may also 
precipitated by psychotherapy. 
Another psychiatrogenic area is that of 
unresolved transference neuroses. Trans- 
ference neurosis, involving a disturbed set 
of attitudes and feelings which the patient 
develops toward the psychiatrist, is a fre- 
quent aspect of some types of intensive 
psychotherapy. Most psychiatric literature 
blandly assumes that all such transference 
neuroses are eventually resolved in treat- 
ment, thus freeing the patient of previou 
unsolved emotional problems which were 
reénacted in the transference situation WI 
the psychiatrist. In general this seems 50, | 
but most psychiatrists with long experience 
have had occasions to observe and stu 
persons in whom transference neuroses ас 
not been resolved at the time treatme? 
ended, even though treatment lasted sora 
al years. Such persons may have pers al 
ent emotional and personality problems à* 


the result of the unresolved transference 
neurosis. The transference neurosis may 
have remained unresolved either by virtue 
of the severity of the patient's problems or 
the therapeutic limitations of the therapist. 
Too little attention has been paid in the 
psychiatric literature to the problem of 


unresolved transference neuroses. It is not 
sufficient to say that if the patient had 
persisted longer with treatment he might 


eventually have worked through his trans- 
ference neurosis. It must be admitted that 
the limitations of psychotherapy, as we 
have it today, often allow the patient to 
depart from treatment with these problems 
yet unresolved. It is also clear that because 
of this type of problem there are patients 
whose difficulties have been made worse 

.rather than better by the treatment proc- 
ess. This is not to be interpreted as a re- 
jection of the usefulness of transference 
phenomena in treatment, but rather as a 
recognition that transference analysis has 
its psychiatrogenic hazards as well as its 
useful potentialities. It should be pointed 
out also that transfer psychoses occur(9), 
and from time to time may become long- 
term, crippling psychiatrogenic complica- 
tions of interview treatment ; however, they 
are much less common than transference 
neuroses, 

These considerations emphasize that psy- 
chotherapy is not lightly to be undertaken 
on the premise that it can do no harm and 
may do some good. Rather, the possible 
Psychiatrogenic complications of interview 
treatment emphasize that it is a procedure 
carefully to be weighed in terms not only 
of possible advantages to the patient but 
E of the hazards that may be encoun- 
ered, 


ELECTROSHOCK TREATMENT 

The physical hazards of electroshock 
treatment have been considerably reduced 
In recent years by refinements of technique 
and the introduction of various relaxing 
ànd anesthetic agents. It has been rendered 
relatively safe and easily a . 
Such developments have encouraged wide- 
Spread use of ECT for a variety of psy- 

latric problems. 

It has been well demonstrated that psy- 
chotic episodes may be precipitated by 
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present time to psychiatric wa 
eral hospitals in the United States, both — 
psychiatric units as a part of ze 


their location in general hospitals consid 
ably removes the ati popat s 
psychiatric inpatien! i 

E MERE ie nh ы 
mended, but introduces certain psychia 

genic hazards. As a result of these е 
available facilities, a larger group of | 
sons is going to experience brief per 
of psychiatric hospitalization, One risk, 
with which I have had recent experience, 
is that psychiatric hospitalization may be 
come an attractive escape for depend 
frightened people who find the stresses 
perplexities of daily life painful and 
ficult. Some of these persons could conti 
to make a social adjustment outside 
pital, but if psychiatrically hospita liz 
they may find this protective environn 
emotionally gratifying to such an e 


— that they undergo repeated hospitalizations 
T in psychiatric pavilions of general hospitals. 
Eventually some are institutionalized for 
longer periods in the economically more 
T feasible setting of state hospitals. Such an 
| undesirable psychiatrogenic deterioration 
$ of the patient's condition is particularly 
likely to occur in severe phobic, dependent, 
ч Or anxious persons, often with mild to 
| moderate depressive overlays. Such persons 
are at times hospitalized upon the premise 
| that such a procedure may possibly help 
7 them and cannot do harm. They may, 
however, develop psychiatrogenic exacer- 
bations of their personality problems to 
such an extent that they become chronic 
| psychiatric invalids either at home or in 
- institutions. Such people could probably 
have continued to function socially and 
corp discre ves by their prob- 
\ tric italization not 
—— been carried out. 
_ Caution must be taken in selecting pa- 
tients for such procedures as barbiturate 
interviews and hypnosis. Following the 
|^ Second World War, there was much in- 
terest in the use of interviews carried out 
! on рты aa with intra- 
~ venous pentothal or amytal, for diagnostic 
Сй and therapeutic purposes. Increased ех- 
a with these agents has indicated 
| that psychotic illnesses may be precipitated 
Бу the ego-weakening properties of bar- 
. biturate interviews(14). Such potential 
in hypnosis have similarly been 
ү known for a long time(15). 


DISCUSSION 

Each new field of medical therapy can 
profitably review the ancient bate] 
. axiom, "Primum non nocere," “First of all, 
... do no harm.” This injunction may be made 
о therapists їп the field of interview treat- 
- ment, which is largely a product of the 

twentieth century; as a widespread treat- 
_ ment method it is an innovation of the past 
_ 40 years. To ignore such warnings will at 
[ times lead to psychiatrogenic damage to 
; patients. The development of psychother- 
j E 


* 


apy is a significant forward step in medical 

_ progress, but there is urgent need for 

emphasis of its limitations and hazards as 
well as its potentialities. 

We live in a time when pessimism is un- 


[April 
fashionable among psychiatrists and un- 
blemished optimism is viewed by many in 
the field as virtuous and enlightened. Such 
a point of view is common during the 
first flush of development and success in 
any new field, but mature consideration in- 
evitably leads to a more cautious appraisal 
of the risks and limitations of the new 
therapeutic method. Consideration of the 
occasional psychiatrogenic hazards of psy- 
chiatric treatment will underline the need 
for critical re-evaluation of the methods, 
goals, and results of recent psychiatric 
progress. 

A final word should be said about some 
of the unfortunate effects of the widespread 
publicity which is being given to psychi- 
atry in the public press. Much of this pub- 
licity is viewed with apprehension and 
disapproval by psychiatrists, but it must 
be admitted that psychiatrists themselves 
have contributed to the dissemination of 
such data in their earnest desire to ac- 
quaint the public with progress in their 
field. The public is becoming increasingly 
aware that psychiatric illness is often con- 
sidered to be caused by disturbed inter- 
personal relationships, sometimes dating 
back to childhood relationships with par- 
ents. This sometimes results in much pain- 
ful guilt and distress in the parents of adult 
psychiatric patients. The parents and other 
relatives of such patients may become 
quite upset, even at times psychiatrically 
ill, in dealing with the feeling that they 
themselves may be responsible to a large 
extent for the illness and suffering of the 
patients. One has but to interview the 
parents of homosexual men to appreciate 
the self-questioning, agony and distress 
that such parents undergo for years after 
the discovery of the sexual difficulties a 
their sons. Regardless of the validity © 
such concepts on the etiology of psychiatric 
illness, and regardless of the possible p 
eral mental health advantages of the 015 
semination of such information, it must E 
recognized that the widespread acquaim 
ance of the public with such con 
leads to suffering as well as benefit. i 

Much more restraint and judge 2 
should be exercised in the exposure 0 Р 
public to psychiatric concepts. The em 
tional disturbances and unhappiness caus 
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in the relatives LEM by widespread 
dissemination o! tric concepts may 
to a certain extent be cone a a 
atrogenic complication public educa- 
tion in psychiatry. Public mental hygiene 
education is desirable and necessary, but 
should be carried out with discretion, tact, 
and literary zood judgment. 


SUMMARY 

The term psychiatrogenic may be used 
in referring to problems and symptoms 
precipitated by psychiatric attention or 
treatment. Such difficulties may occur as 
the result of interview ping gr electro- 
shock treatment or exposure of patients to 
psychiatric hospital procedure and diag- 
nostic techniques. The current widespread 
increase of psychiatric treatment is to be 
commended, but the psychiatrogenic haz- 
E that accompany it should be recog- 
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In the 5 years since the pioneering work 
of Hebb and his associates(1, 2) there has 
been a growing number of studies of human 
- isolation(3, 10). Despite the relatively mild 
- restrictions imposed, there can be no doubt 
that marked changes in human functioning 
occur, and that these changes are noted 
er a variety of experimental and natural 
nditions. It would now seem the task of 
e investigator to study the significance of 
3 sets of variables. 
Experimental variables established by 
the structure of the situation ; e.g., types of 
nsation limitation used and whether these 
nit the total amount of sensation or merely 
pattern it. 
2. Subject variables which are inde- 
ent of the experiment such as the 
bject's personality, motivation, education- 
el, etc. 
Variables due to the interaction be- 
n the experimenter and the subject 
| as the "psychological set" of the sub- 
vhich may be determined by the 
ctions and attitude of the experi- 
er. 
We will report on the relationship be- 
een ego-integrity and findings obtained 
fer an 8-hour period of sensory depri- 
vation produced by masking goggles ( black- 
out or translucent), a masking noise to 
clude ambient auditory stimuli, and arm 
traints (mailing tubes and gloves). Our 
bjects were paid at the rate of $1.25 per 
ur. They lay on a bed in a small room 
ing comfortable street cloths, They 
vere toileted as needed, but otherwise the 
experimenters did not enter the room or 
municate with the subjects, Plantar and 
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chest electrodes were attached to record 
GSR and EKG. Before coming for their 
first interview, they had received a form 
briefly describing the experiment so that 
to some extent they all had the same infor- 
mation about it. Just prior to the start of 
the isolation session, subjects were di- 
rected ; 


. . . tell us, from time to time, about your men- 
tal processes, thoughts, images, day dreams, 
perceptions, feelings—just what it is like to be 
in this experiment. It is not expected that you 
will talk continuously." 


The results here described are from 43° 
subjects recruited through the student em- 
ployment service of 2 local colleges. Sub- 
jects who had participated in other similar 
psychological experiments or who were 
students in this field were eliminated. They 
were primarily middle class males who had 
had other jobs from the employment service 
and expressed a need for money. They were 
run at a time when our experimental and 
interviewing techniques had been stabi- — 
lized. Evaluations and diagnoses were basé 
on an interview before the experiment, an 
a short autobiography. This initial inter- 
view was a structured exploration of the 
subject’s motivations and expectations, 5 
habitual forms of imagery, past history, 
present situation, family and other relation: 
ships, the stressful events of his life, an 
self-concept. Within each area the interview 
was conducted as an associative anamnesi 
The interviewing and the analyses of th 
interviews were done by a рвуеШа ы 
his fifth year of training. Immediately à Р 
the interview the subject was rated for ку. 
all ego-integrity based оп (а) overt - 
(b) maturity of defenses, (c) health ө 
ject relations, апа (d) current leve : 
functioning in work. At this point a -— 
of subjects were separated from the a 
experimental group on the basis of реки 
ality deviations. These are the 7 subjects 

jects in social 
the effects 


es 


— 


5' Ten of these were control subj 
isolation alone who reported none О 
described below. 
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ported on in detail below. After {һе experi- 
ment another interview with each subject 
was conducted by the psychologist. This in- 
terview elicited reports of subjects’ actual 
thoughts, feelings and experiences during 
the experiment, often providing supplemen- 
tary and corroborative data to the initial 
interview. 

At a later date, the typescripts of the 2 
tape-recorded interviews and the auto- 
biographies were reviewed and rated in- 
dependently of the post-interview impres- 
sion. These 2 sets of ratings rarely differed 
significantly and this difference did not 
affect the data. 

We shall report on the relationship of 
ego-integrity of 3 types of experimental 
data. 

l. Perceptual test data—Most experimen- 
tal subjects report striking perceptual 
aberrations after the experiment: straight 
lines appear to move, triangles seem to 
change shape, halos develop and figures 
become larger or smaller. As far as can be 
ascertained the results of perceptual tests 
did not seem to be related to the ego- 
integrity of the subject. 

2. Imagery reported by the subject or 
elicited by interview—We have been most 
interested in the striking sensory deprivation 
imagery which appears spontaneously and 
which resembles hypnagogic imagery, 
probably due to the fact that sensory dep- 
rivation promotes a transitional state be- 
tween sleep and wakefulness(3). To the 
Subject, it seems autonomous and appears 
to be foreign to his thoughts and expe- 
riences, It is often quite colorful and strik- 
ing in detail, having short duration with 
Successive images seemingly unrelated. Our 
techniques did not permit us to understand 
the meaning of the imagery and its relation- 
ship to the subject’s personality. However, 
it does not appear to be correlated either 
in extent or intensity with ego integration. 
This lack of relationship must be viewed in 
terms of the fact that these subjects were 
for the most part selected so as to be a 
fairly homogeneous population and only 
à few of them could be considered as less 
than average in general adjustment. In 
these few less integrated subjects, imagery 

аз also been present, and it is our im- 
Pression that they had a greater tendency to 
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interact with their imagery and to be more _ 
emotionally involved with it than the 
healthier subjects, which may reflect a 
lessened ability to reality test in a situation 
which interferes with this ego function, | 
impairing the autonomy of the ego from - 
the id(11). F 
Imagery occurs significantly more often — 
in those subjects who habitually have _ 
hypnogogic imagery. This observation is - 
statistically significant. It probably is also — 
correlated with frequent dreaming when 
visual elements of the dream predominate, 
We have suspected that imagery may be - 
more prevalent in subjects interested im 
the visual arts and have preliminary data | 
confirming this hypothesis. Distortions in - 
other sense modalities than the visual oc- 
curred, and changes in body image, kinaes- - 
thetic and auditory misperceptions were | 
noted, but not sufficiently often so that they 
could be correlated with ego-integrity. — 
3. Total reponses of the subject — 
observed, reported by the subject 
determined by post-experimental intero 
—Healthy subjects have been able to 
erate the sensory deprivation situation fc 
8 hours. Only 3 subjects had to termina 
early, an observation which will be 
cussed later. In general, healthy subje 
reported that they felt relatively comfor 
able. This we believe is due to their abili! 
to use a variety of regressive and defensive _ 
techniques such as sleeping, engaging in — 
time-passing maneuvers such as doing prob- 
lems, exploring their environment and some- 
times freely fantasying. Often they w 
willing to return, but if run a second tin 
reported more boredom. This we feel 
because the need to prove oneself is 
present in a re-run. x 
In our subjects several sub-groups mani- — 
fested special responses. First, there were - 
3 subjects with schizoid personalities who 
reactions were characterized by withdra 
isolation, repression and intellectualizatic 
They were usually passive persons la 
in warm human relationships, who 
lonely and solitary lives. These subje 
were unusual because of their lack of 
involvement in the experiment. Although | 
they cooperated passively, they experie 
little or no imagery and generally found 
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(A) had serious con- 
his sexual identity, much 
and a need to act-out. The 
(B), was more vague, confused and 


E ect A was motivated by “curiosity about 
+. rats, mazes and hypnosis.” He came from 
а very family: his father subject 
“to violent rages and his mother often unable 
to ir Done, bo, mid was “hor 

le. » 1 епјоу not heterosexual 


- situation. 


1 Subject B, when asked why he was doing 
С the experiment, was only able to say, "It 
was posted." He expected that, “It sounds great 

. and is a question of patience . . . I will 
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try to leave the experiment behind 
somewheres in my head." He was 
vague about his life, reporting that Ып 
had just seemed to happen. Unlike Subject: 
who was more paranoid, he tended to 
more vague and confused, although functia 
somewhat better academically. He tg 
the 8-hour sensory deprivation, repo 
“I saw pictures like my dreams, wi 
catastrophic." His imagery was of, *, . , 
and women walking in the rain," or “lots” 
colors Га never seen before" which re 
described as pleasant. But unlike most subjects 
he had frightening imagery such as “crates. 
miles high . . . someone clinging to them, 
they all tumble down and I wanted to get 
out of the way.” He also reported “power 
odors,” “clicking signals” and “tingles in 
leg . . . maybe current.” He was wary of 
investigators, wondering if he would “ 
electric shocks," feeling “sort of hypno 
worrying about “being driven mad,” 
wondering if “I was running the machine 
they would control me." He handled t 
fears by “letting time pass” and “not living і 
my head ... feeling disconnected.” Й 
ied 
In summary, he was diagnosed a border 
line state, more passive and withdrawn 
than Subject A and somewhat better funca 
tioning. Due to his ability to withdraw and - 
lesser need to act-out, he was able to” 
tolerate the experiment despite frightening” 
fantasies. 7d 
In the last sub-group were 2 mud 
who had strong psychopathic tendenci 
They were facile, glib persons, able 0 
talk their way through life, who Wi 21 
superficially successful but who had 
paired object relations, viewing people as 
objects to be manipulated and used. ' 
2 subjects did not terminate the e 
themselves, but rather, forced its 
nation by their behavior, such as removi 
the goggles, earphones, etc. They justi 
this on the basis of minor discomforts, 
ing that, "they did not know it was 
important." It is clear that they beha 
sensory deprivation as they did habitua 
Motivation and expectation were 
difficult to elicit. Subjects usually re 
need for money and some curio 
was only in the less healthy subjects 
bizarre motivations and expectations 
be elicited. We were impressed th 
need to prove oneself or learn about 0 
self was rarely mentioned ; and are in 
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to believe that the “common sense" motiva- 
tions and expectations of most of our sub- 
jects reflect the strength of their defenses 
and that revealing the need to prove 
oneself and other more bizarre f 

are a sign of impaired ego-integrity. Save 
for this general correlation, no specific 
relation of motivations and 

with experimental findings was found. 
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DISCUSSION 


Perhaps sensory deprivation can be 
viewed most usefully as an ambiguous situ- 
ation which may be structured in various 
ways, depending on. the subjects per- 
ceptions, and then defended against accord- 
ingly. We would emphasize that our 
subjects, except for being told to report 
their experiences occasionally and told how 
long they would be in, were told 
of what we expected or wanted, althou 
the initial interview with its emphasis on 
imagery may produce a special “set.” Cohen 
and Silverman(4) have noted that even 
briefer exposures to sensory deprivation 
with even less preparation are quite disturb- 
ing. Not only is there a lack of patterning 
of incoming visual, auditory and touch- 
Proprioception stimuli, but there is also a 
lack of patterning as to expectations. The 
subject does not know what will happen 
nor what to do about it. 

The subjects only external sensations 
are relatively monotonous and unpatterned. 
He may have to defend himself against 
them and shut them out. He is also handi- 
capped in effective reality testing of his 
internal sensations in a situation where 
certain defenses such as acting-out are 
limited. It would seem likely that subjects 
using certain patterns of adaptation and 

efense will find sensory deprivation more 
tolerable than others who favor those tech- 
niques which are most curtailed. 

e are impressed that how a subject 
does handle this unstructured situation is 
quite consonant with his personality and in 
Particular of his defensive and adaptive 
resources, Almost all members of a healthy 
Population were able to tolerate an 8-hour 
Period of sensory deprivation as we have 
Structured it. Those who could not ap- 
Peared to be subjects in whom reality 
8 was impaired and where acting-out 
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ever, in the experiments of Vernon(5, 6 
where vision and audition were bla fo 


We believe that the additional necessary. - 
factor for the production of imagery may. 
be the limitations of the senses of touch and — 
proprioception, Such restrictions were pres- ~ 
ent in the McGill(1, 2), Boston City Hos- 
pital(7, 8), New York University(9), and — 
National Institute of Mental Health(10) . 
experiments as well as ours, and in all of ` 
these imagery has occurred. The importance _ 
of touch and proprioception in determining 
and maintaining the definition of the 
can hardly be overemphasized. There 
suggestive evidence that the first ps 


is that of the “body ego” and 
sensations are both phylogenetically 
-ontogenetically the most primitive(12). 
"thus impressed with the need for 
study of touch and proprioception in 


CONCLUSIONS 


We found no relationship between 
s clinical ratings of “ego-integrity” and 
roduction of perceptual aberrations 
experiment. 

agery occurs in subjects who 
ally have hypnagogic imagery, both 
and unhealthy. Less healthy sub- 
re more likely to interact with their 
ery in an emotional way due to im- 
d reality testing. 

Sensory deprivation is an ambiguous 
on which the subject structures ac- 
his own personality and handles 
abitual adaptive and defensive 


ot shed much light on the psycho- 
of personality save for reactions 


of the nature and meaning of 
imagery. For these studies 
perceptual measurements and 


more sensitive techniques permitting 
greater insight into the relationship of 
imagery to personality are necessary. 
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INTRODUCTION 


There have been many investigations 
concerned with the psychology and psycho- 
pathology of the deaf and hard of hearing 
(1, 2, 3). It was not the purpose of this 
study to explore further these areas, but 
to focus upon specific perceptual and sym- 
bolic processes occurring in the dreams of 

deaf students, Relatively few studies have 
assessed the quality of perceptual expe- 
riences in dreams(4), and only an occasion- 

~al investigation(5) has dealt with these in 
the deaf individual. The question might be 
asked, "What value is there in studying 
perceptual and symbolic experiences in 

| — the dreams of deaf individuals ?” Although 
| Gesell(6) has pointed out that the full term 
neonate assumes listening attitudes to the 
sound of human voice within the first fort- 
night after birth, tactile and visual sensory 
Impressions appear to be as important 

às auditory stimuli for the pre-language 
Child. Indeed, very young children can 
communicate reasonably well without 

, Words. Though older children and adults 
retain this ability as verbal language be- 
comes increasingly more important, they 
utilize it chiefly in an unconscious manner, 
expressing it in posture, mannerisms, ges- 
tures, intuition and certain attributes of 
Personality, A better knowledge of non- 
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verbal communication processes would ap- 
pear to be of value in understanding th 
psychological growth and development of 


We have studied deaf college students 
who employ the language of signs and Ње 
manual alphabet as their principal mode of © 
communication. Our major postulate wa: 
that an individual deprived of the normal - 
auditory and verbal processes of n 
and communication in his social and cul- 
tural environment, will uniquely incorporate | 
necessary modifications of such pei on 
and communication into his fantasy be- 
havior and dreams. " 
METHOD 

Twenty-six college students between 
ages of 18 and 24 were the subjects of 1 
study. Three categories of students 
investigated (Table 1): 1. Congenita 
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AGE 
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DEAFNESS (YRS) 
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ACQUIRED BEFORE M 
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ACQUIRED AFTER 
AGE FIVE 


TABLE 1 г 


deaf; 2. Acquired deafness before age 
3. Acquired deafness after age 5. 

These students came from a wide vari 
of socio-economic backgrounds bat h 
the following characteristics in comm 

1. All were totally deaf with the he 
loss of 60 db bilaterally. 

2. All were enrolled as full-time students — 
at Gallaudet College, the national college 
for the deaf. | 

3. АП had similar 1.Q. levels, and a high 
proficiency of communication with — 
language methods. 

Semi-structured psychiatric intei 
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- "The avenues of communication open to 
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were conducted in the language of signs 
and with the use of the manual alphabet. 
The adequacy of such an interview pro- 
cedure is dependent upon a number of 
factors, First, it is necessary for the inter- 
viewer to be proficient in the method of 
sign language communication not only in 
terms of an academic knowledge of the 
signs themselves, but also in terms of the 
multiple nuances of facial expression which 
accompany signing. Second, the interviewer 
must be accepted by and in good rapport 
with the subject. To accomplish both of 
‘these aims a member of the liberal arts 
staff of Gallaudet College (Dr. Siger) 
acted as interpreter in all interviews. Be- 
cause the type of language employed by 
the deaf individual in part determines what 
he communicates, some consideration of 
. communication processes employed by the 
. deaf is necessary. 


the deaf include writing, speech, lip reading, 
the manual alphabet, and the language of 
signs. But the majority of the American 
eaf population communicate by means of 


$ the conventional language of signs, manual 


res es which are, except for recognized 
dialectal variants(7), consistently and uni- 


. versally used to represent the same object, 


action, or idea. Users of the language all 
. over the country understand each other 
_ perfectly ; its use is consistent and universal 


. to the extent that one may encounter com- 
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- ment on the style of delivery or “diction,” 


. as it were, of a given user of the language. 


‘There is a standard or orthodox language, 
upheld by purists, as with English, and 
there are forms of it filled with “colloquial” 
ог “slang” expressions. 


= This conventional language of signs is 
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not to be confused with the so-called ^nat- 
ural' language of mimicry attributed to 
the deaf. A linguistic analysis has been 
made of the spontaneously invented gestural 
. communication of deaf children in an oralist 
school(8), but what is found, rather than 


. a systematic language, is a makeshift and 


bd 


auxiliary means of communication oper- 
ating somewhere between heightened free 
gesturing and depressed vocalization. More- 
over, wide variation has been found among 
the gestures used by different children for 
the same action or thing. Finally, it has 
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been found that when the lower face of 
the subjects is covered and they are thos 
deprived of seeing the silent mouthing of 
the spoken language, they are unable to 
comprehend one another. This kind of 
signing, then, is not entirely unlike the” 
spontaneously invented or "home-made" 
signs that a hearing parent will use with 
a deaf child, or which will be called forth 
from anyone attempting to communicate 
with a non-hearing individual. 

Returning, however, to the conventional 
sign language, at the present time a de- 


uses the simultaneous method o nu 
cation, lip reading, hearing aids, the lan- 
guage of signs, and the manual alphabet, 
but outside the classroom the students com. | 
municate almost exclusively by means 
the conventional sign language. 
The number of words in the language 
is small; estimates and handbook lists 
range from 2000 to 5000 separate items. 
"There would seem to be a paucity of words 
when compared to the tens of |s 
in the English abridged dictionaries. But 
the comparison is misleading, for it is not 
so much that the sign language lacks 
large vocabulary as that there are relatively 
few unique or individuated signs. fae 
English language, as opposed to the 
language, is unusually rich in what may 
called vocabulary in echelon. For examp; 
to express the notion of extended size there 
are in English a number of morphologically 
unique words : big, large, great, huge, mas 
sive, immense, gigantic, colossal, " 
dous. j 
The quality denoted by the adjec 
“big” is signed by placing the two ^? 
in a neutral position before the body * 
palms facing and then drawing them ар 
thus indicating extended size (Figure 
There are no separate signs, to be sure 
huge or gigantic, but one can increas’ 
spatial volume of the basic sign for 
by extending the hands farther £ 
body, by drawing them farther ара 
changing the speed with which 


FIG. 1 
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eotecanily drawn к күз by fa- 
ciali, and by y itocular 
tension. This is “rly nag nc 
the equivalent in speech of pronouncing а 
worl soccessively louder; it is closer to 


being an equivalent af vocabulary in eche 


The language of signs also by 
comparison with English, to be delicient in 
grammatical particles. One is familiar with 
such transeriptions of sign language as 


Happy iuch-L-be-—here- 
day—now for “1 am indeed very to 
be here with all of you today.” is 


lacking, however, in verbal transcriptions 
such as the one we have given are the 
smooth, manually-produced ligatures be- 
tween sign and sign and the 
facial gesturing which supplies for the signs 
what is provided for in speech by the in- 
tonation pattern made up of pitch, tone 
and асоети (9, 10). 

In signing what we have transeribed as 
Happy—much—I—be—here 


before the body with fingers slightly spread, 
tips facing, and drawn apart in а E 
motion; then the index finger is raised to 

lips and subsequently moved out from them 
in a straight line; then both 
extended forward palms up and 
a circle with the right hand ci 

horizontal plane to the right while 
hand circles to the left simultaneously ; 
then both hands making fists 
genie on top are b > P 

y and brought together ; 

dex finger of the right hand is pointed out 
as if rapidly counting the assemblage ; them 
With the left hand held out fat the right 


completing the action with its back resting 
9n the palm of the left hand ; then with the 
left arm held horizontally across the body, 
the right elbow is rested on the open left 
hand with the index finger of the right hand 
pointing past the elbow of the left arm, then 
right arm with elbow still on the left 
and right-hand index finger extended 

is raised up and out; and then both hands 
are cupped with the palms up, extended 
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COLOR AND DIMENSION IN DREAMS 
(PERCENT) 


TYPE OF DEAFNESS 
PERCEPTUAL ACQUIRED) ACQUIRED 
EXPERIENCE — CONGENITAL| BEFORE | AFTER | 
| | AGE FIVE | AGE FIVE | 


MOTION AND VIVIDNESS IN DREAMS 
(PERCENT) 


ACQUIRED| ACQUIRED | 

BEFORE 
t 4 » AGE FIVE | AGE FIVE 
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rt TABLE 4 

€ COMMUNICATION PROCESS IN DREAMS 
4 , (PERCENT ) 

Р - COMMUNICATION 


PROCESS 


LANGUAGE OF SIGNS 
PRIMITIVE SIGNS T 


|. PLEASANT 


NON-VERBAL 50 
7 “souno” 17 
Ж, LANGUAGE OF SIGNS m 


PRIMITIVE SIGNS 15 
NON-VERBAL 8 
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ANXIOUS 


"NEUTRAL 
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4 
- sion while dreams of students with acquired 
Р deafness after age 5 tended to laei. color 
n and were evenly divided between flat and 
_ three-dimensional appearances. 
The perception of motion of objects 
other than movement involved in signing 
occurred infrequently in the dreams of both 
_ the congenitally deaf and acquired deaf. 
— There was a striking degree of vividness 
for dreams on recall by both the students 
with congenital deafness and acquired 


deafness prior to age 5. This was less so’ 
students with acquired deafness after a 

The communication processes experiei 
in dreams are reported in Table 5. Dreams” 
are divided into 3 general categories, please 
ant, anxious and neutral, based upon the 
affect the subject experienced while dreame 
ing. Communication processes are divided 
into 4 categories : 

1. Language of signs : the standard meth 
od of communication by signing used in 
everyday life. | 

2. Primitive signs: gestural communi- 
cation employed by parents or 
figures in early childhood before the stand 
ard language of signs was learned. St 
gestures usually conveyed strong affecti 
qualities such as anger, disapproval, wal 
ing, fear, and occasionally approval 


praise. | 

3. Non-verbal: communication without: 
the language of signs, primitive signs Or 
“sound” via an intuitive form of understan 
ing. : 
4, "Sound": a mixture of auditory аі 
frequently tactile sensory impression. B 
tively simple messages were conve y 
this means, not complex thoughts or ideas: 

In “pleasant” dreams, communication 0 
or by the subject occurred most frequen 
in a non-verbal form with the language 
signs appearing next frequently. “Soun 
perception occurred infrequently in 
groups of subjects but it tended to app 
most frequently in those subjects with í 
quired deafness after age 5. Primitive $ 
appeared in the dreams of the congentiss 
deaf but not in the other groups. 

In “anxious” dreams or nightmares o£! 
congenitally deaf there was a striking pt 
alence of primitive signs. These $ 
though originally employed by paren 
parental figures, could be signed in c 
by people who were quite unknown 
subject. It is significant that no pr 
signs appeared in the anxious dreams ОЕ 
other two groups. In other respects | 
anxious dreams resembled those 0*^ 
pleasant dreams for the three group" 
students. qq 

In “neutral” dreams there was a tenes” 
for an increased degree of non-verb: Y 
munication and a decreased degree 0*' 
guage of signs from congenital deatne 


acquired deafness after age 5. No primitive 
signs appeared for any students in neutral 
dreams and the incidence of “sound” in 
these dreams was also small. 

DISCUSSION 

It is clear from our data that the dreams 
of our deaf students are distinctly different 
from the dreams of the hearing(4, 11, 12). 
The differences reside in greater vividness, 
depth of spatial dimension, and color, as 
well as generally greater frequency or, more 
accurately, greater frequence of recall. How 
can we explain these differences ? It seems 
to us that much may hinge on the balance 
between dream repression and dream recall. 

It is a familiar observation that dreams 
in all of us may be vividly remembered on 
awakening and yet disappear a moment 
later. It has been our experience that the 
occurrence of sensory stimulation, partic- 
ularly auditory stimulation, contributes 
greatly to such a disappearance. A word 
from your wife, a cry from the baby, or the 
sound of the alarm clock, and your dream 
may be gone forever. The deaf do not have 
this type of stimulation and in their sound- 
less awakening, dreams linger on and retain 
their vividness and color, Perhaps this is a 
small compensation for the dullness of a 
completely silent existence. 

It may be considered a partial corrobora- 
tion of the reasoning just discussed that in 
experimental sensory deprivation(13, 14), 
visual imagery, fantasies, and hallucinatory 
experiences are reported as unusually vivid 
and colorful, much as in the dreams of the 
deaf. It may be hypothesized that just as 
sensory deprivation, with its weakening of 
the secondary process and the ties to outer 
reality, encourages the emergence of the 
Primary process with its primitive and in- 
stinctual characteristics, sensory stimulation, 
especially auditory stimulation, facilitates 
the phenomenon of repression and may be 
а necessary concomitant of it. 

An alternative explanation to the vivid- 
ness and frequency of dreams in the deaf is 
the possibility that the dream censor and 
indeed the entire superego structure in the 
deaf may be impaired. Isakower(15) be- 
lieved the development of the superego 
Was intimately associated with significant 
auditory experiences. However, Knapp has 
Pointed out( 16), “The congenitally deaf do 


SUMMARY 

Twenty-six deaf college students were 
interviewed in the language of signs and. 
manual alphabet to obtain information con- 
cerning the symbolic and perceptual proc- 
esses experienced in their dreams. It was - 
found that the dreams of the congenitally 
deaf were vivid, brilliantly colored, and 
reported as frequent in occurrence. Usually" 
the language of signs was the means of 
communication in the dream, but in dreams | 
in which affect was prominent, primitive 
signs were often utilized. The characteristic 
differences in the dreams of the deaf were. 
most marked in the congenitally deaf, less 
marked in those with acquired deafness e 
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THE EFFECT OF VISUAL STIMULATION ON HALLUCINATIONS 
AND OTHER MENTAL EXPERIENCES DURING а 
SENSORY DEPRIVATION * 4 


JOHN M. DAVIS, В.А.,2 WILLIAM Е. McCOURT, L.R.C.P., axo 81.5 
AND PHILIP SOLOMON, M.D.* 


Sensory deprivation is a new experimen- 
tal approach to the problem of hallucina- 
tions and other abnormal mental states. 
Investigators, using different methods, have 
reported a wide variety of results. In gener- 
al, those experiments in which sensory in- 
put was drastically cut down but move- 
ment was permitted produced very little 
hallucinatory ехрегіепсе(1, 2), while 
those in which there was more sensory 
input in the form of sensory monotony, 
but movement was restricted, brought 
about more hallucinatory experience(3, 
4, 5). The question of what basic factors 
cause the mental phenomena in sensory 
deprivation is still unsettled. 

We have designed an experiment to 
test the hypothesis that it is not the absence 
of sensory stimulation per se that produces 
the effects of sensory deprivation, but the 
absence of meaningful stimulation. Visual 
stimulation was added to subjects in a pre- 
viously standardized sensory deprivation 
procedure and the prediction was made 
that this stimulation would not prevent the 
mental aberrations that usually result. 


PROCEDURE 


Ten adult male college and graduate 
Students, recruited through the offer of 
pay per hour, served as subjects. The proce- 
dure, which has been described in detail 
Euer involved the use of a ien 

pe respirator with the vents open, a e 
darkened room, the wearing of cardboard 
cuffs over the arms and legs, and the pres- 
ence of a constant repetitive auditory stim- 


_——— 

1 Read in full at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

> Student, Yale Medical School, 1960. 4 

“Teaching fellow in psychiatry, Harvard Medical 
School, Chief resident in psychiatry, Boston City 

m. Harvard Medi 

St. clin. professor of psychiatry, Harv: Fd 
cal School, Physician-in-chief, Psychiatry Service, 
Boston City Hospital. 
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ulus from the motors of the respirator 


to 99 minutes, 
colored Rorschach cards were 


tasies, pseudo-somatic delusions, illusic T 1 
and hallucinations, using the same c 
as in previous experiments in this 
tory(4, 5). 


RESULTS 
The results are shown in Table I. Five 
the 10 subjects remained in the tank for 
the required time, the others leaving af 
intervals of 38 minutes to 6X hours. 
subjects experienced hallucinations or 
sions such as: hallucinations of playin 
baseball, skin diving, being on a. troc 
ship, feeling chips of paint or specks 
dirt falling from the ceiling, water drip 
delusions of the eggnog being poison 


5 Оп the basis of past experience, 10/2 hours 
chosen as the optimum period, since alm all 4 
jects who experienced psychological changes 

within this period of time(5). 
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: MENTAL EXPERIENCES IN 10 SUBJECTS EXPOSED TO MODIFIED SENSORY DEPRIVATION : 
ucinations are classified, according to Vernon(1) : Type I—“Flashes of light, flickering 


dim glowing lights, 


E inations 
etc., which appear in the visual periphery." Type II—Hallucination 


= —“ red 

te shape which are geometic in nature (squares, circles, etc.).” Type eee 

scenes which sometimes are even animated." In addition, “А denotes, X 
insight that his “hallucination” was not real, ^B" denotes the absence of su 


shocks from the electrocardiograph 
smelling the electrode jelly melting. 
he subject who stayed 38 minutes 
ed to be let out, tore off his electro- 
liograph leads, ripped his equipment 
bart and clawed wildly at the apparatus. 
gh he looked terrified, he denied com. 

tely any anxiety or discomfort, 
statistical comparison of the results 
ned in this experiment with those in 
rious experiments(4) (chi Square test) 
(5) (Fisher Exact Test), in which no 
y stimulation was used, indicated no 
м ficant differences with respect to the 


. number of subjects who experienced the 
E ; 


F, 


different categories of mental aberrations. 
When the эш жб" performance * 
scores were compared with the test ve 
taken in a control period, the results A 
cated an impairment in the bins an 
symbol test significant to the 05 lev ies | 
test), but there were no significant pa 
ences in the block design and era d ў 
tests. Subjects who did well on the m 
figure test tended to have halucini wi 
and illusions (significant to the .05 E on 
the Mann-Whitney test). The ve Р 
Beecher Adjective Check List(6) in i f 
that subjects changed consistently in a 
feeling states during the experiments. 11% 1 


experienced significantly (.05 level Wil- 
coxon Sign-rank test) more feelings of 
mental clouding, somatic complaints, and 
physical inactivity, while they had fewer 
feelings of mental activity, elation, rebel- 
liousness, friendliness, and calmness. It is 
also of interest that those subjects who ex- 
perienced the most mental clouding had 
the greatest drop in heart rate from the 
initial rapid heart rate at the beginning of 
the experiment to their more stable slower 
heart rate during the middle of the experi- 
ment. The rank order correlation of mental 
clouding with drop in heart rate was 0.66 
(significant to the .05 level). 


DISCUSSION 


The basic theoretical framework implicit 
in many of the experiments in sensory dep- 
rivation, in fact, implicit in the term “sen- 
sory deprivation” itself, is that the hallu- 
cinations and other reactions produced in 
isolation experiments are a result of literal 
deprivation of sensation. It has been felt 
that the brain needs some quantity of, or 
change in, sensory input to keep it alert, 
through alerting mechanisms of various 
types. In psychoanalytic theory, the func- 
tioning of the “secondary process” is viewed 
as being dependent on the entrance of 
sensory input or change in quantity of 
input into the mental apparatus. In the 
absence of such input or changing input, 
the primary process tends to emerge. In 
brief, the cortex, and the secondary process 
are considered not to be autonomous, but 
in need of a quantity of sensory input to 
drive it. We feel that this explanation 
needs modification. If deprivation of quan- 
tity of sensation per se caused the hallu- 
Cinations, it would follow that in situations 
Where there is severe sensory deprivation, 
hallucinations would occur frequently and 

severe, and as any sensation is added to 
the deprivation situation the frequency 
and severity of the hallucinations would 

€crease. However, if hallucinations occur 
not as a result of deprivation of quantity of 
Sensation per se but rather as a result of 
isolation from meaningful contact with the 
Outside world it would follow that as sen- 
sation is added to the deprivation situa- 
Чоп, the frequency and the severity would 
not decrease unless the stimuli that are 


added are meaningful. That is, as more - 
and more sensation is introduced we would - 
expect some hallucinations until there is 
considerable contact with the outside 
world. ry 

What we have done is deliberately to 
add sensation to a sensory deprivation sit- 
uation by introducing a quantitative | 
change in sensation (a flashing light). The 
characteristic changes consequent to sen- - 
sory deprivation have generally been men 
tal aberrations, including hallucina 
emotional disturbances and intellectual im- - 
pairment. Our experiment demonstrated all | 
of these. Our results are consistent with the | 
hypothesis which emphasizes the parame- | 
ter of meaning, since even though 
siderable changing sensation was addi 
the hallucinations and other effects « 
occur and is inconsistent with the hypo 
sis emphasizing the role of sensation per 

Our findings of a deficit on the digit 
bol test is consistent with Heron's et al. 
finding of a similar deficit after their s 
sory deprivation situation. The absence 
deficit on our other performance tests n 
be due to the small size of our sam 
in relation to the reliability of the tests. 

The drop of heart rate of the menta 
clouded subjects suggests that the physio 
logical response to stress in terms of he 
rate may be less in subjects who re: 
to sensory deprivation with subjective m 
tal clouding. Perhaps the mental cloudin 
serves as a withdrawal from the situatio 
and thus tends to reduce anxiety and hence | 
heart rate. 

It should be noted that we have studi 
but one of the many ways in which th 
results of sensory deprivation could b 
modified by adding stimulation. Soum 
tactile stimulation, and other types 
durations of visual stimuli could have b 
used. Further research is indicated. 


CONCLUSIONS 


While much of the work in senso 
deprivation implies that sufficient sen 
input will prevent the occurrence of t 
disorganizing effects seen, our results suj 
gest that the parameter of meaningfuh 
of input should be considered. The alerti 
action of random visual stimulation is 
sufficient, under the conditions of our 
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Psychotic symptoms in patients with 
eyes bilaterally patched have been re- 
ported previously(1), but their develop- 
ment is not adequately understood(2). A 
high incidence of lesser mental symptoms 
in patients after operation for senile cata- 
racts has also been noted(3). It occurred 
to us that such minimal disturbance might 
throw some light on the origin of the 
mental complications of sensory depriva- 
tion in general(4, 5, 6). Accordingly, we 
studied patients with eyes bilaterally 
patched because they presented visual and 
some proprioceptive deprivation and a 
relative degree of social isolation. In ad- 
dition to the confinement to bed, patients 
were denied visitors for two days after 
surgery. The mental symptoms arising un- 
der these circumstances were 
considered in part at least the result of 
relative sensory deprivation 5 and isolation. 
A new symptom peculiar to our study sug- 
gests that hypnagogic and other states of 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959, 

? Clinical Professor of Psychiatry, University of 
Southern California. 

3 Resident Physician in Psychiatry, Los Angeles 
County General Hospital. 

‘Resident Physicians in Ophthalmology, Los An- 
geles County General Hospital. 

_ 9 Formerly we referred to isolation and sensory dep- 
tivation together for historical reasons, Many of the 
acts uncovered by the recent experiments on sensory 
deprivation were known long before from the experi- 
ences with social isolation. Furthermore, isolation and 
Sensory deprivation usually occur together ; indeed it 
is dificult, if not impossible, to create sensory depri- 
Yation without personal isolation. At first glance it 
âPpears as if the periods of sensory deprivation which 
Suffice to produce symptoms are too short for social 
isolation to be a significant factor. Elsewhere(7) we 
Present considerations to indicate that such may not 
1 the case. Social isolation is in effect conceptual 

“Privation. Should conceptual deprivation turn out to 
dep SiBnificant as, or a more basic factor than, sensory 
Privation, then isolation will again receive more at- 
tention as a contributory factor. 
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Psychiatric interviews averaging 
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our were carried out by two psychia 
od two supervised medical students ® 
fore the patients’ eyes were patched. V 
this was impossible, such examina! 
were conducted during or after the p 
ing. The interview was initially permis 
(8) so as to obtain the picture of emot 
reactions and life situational factors. 

Mental disabilities which arose di 
patching were observed daily until 


6 Роп Morrison and Jerry Lackner, whom we 
to thank for their assiduous assistance. 
ther acknowledgement is due the entire 
nel for their cooperation, we are particularly 
to two nurses, Mrs. Mary Doughty and Miss B 
Collins, for their unstinted devotion and m 
gestions. 
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tests or social case histories were available 
because of lack of funds. Nor was there 
sufficient psychiatric personnel to monitor 
the patient's behavior around the clock. 
The psychiatric team saw the patients 

~ daily and responded when called for be- 
~ havioral manifestations which occurred 
| between visits. Some patients with cat- 
aracts were repatched for 8 to 24 hours 

M after discharge from the hospital; some, 
| before surgery; and some were observed 
~ through a second operation on the other 


eye. 
Patients were observed, therefore, for 


| deprivation also present in our patients 

include anxiety, drugs, associated illness, 
‘and immobilization effects beyond dimin- 
| ished proprioceptive and tactile stimula- 
_ tion. Some of these factors were excluded 
at least in part by repatching tests and by 
younger patients with detach- 
_ ment of the retina. 


eport lends itself to division into 

: data about 1. Mental symptoms 
m deprivation and 2. Symptom 
_ formation. The first of these is discussed 
Я briefly. 


ч 
» 


per- 
pseudohallucination ), 


7 Those minutiae of procedure which may be signif- 
icant to a critical evaluation of the investigative work 


will appear in subsequent papers(7). Here only the 
chief features of the procedure are mentioned, 
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MENTAL SYMPTOMS IN EYE PATCHED PATIENTS _ 
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thinking disturbances, mood changes, 
psychophysiologic manifestations. In pa 
tients with real or suggestive brain dam. 
age, there were also delirioid symptoms, 
e.g., confusion, disorientation, memory im- 
pairment, vivid hallucinations, subcorti- 
cal hyperkinetic activity, and subsequent 
amnesia. Many of these symptoms were of 
rather short duration and often disap- 
peared spontaneously or while the patient” 
was interviewed. 
1. Mental symptoms occurred in 
of the retina detachment cases and in 30 
of the cataract extraction cases (Table 1). 


00 


TABLE 1 
MENTAL Symptoms IN PATIENTS Wrra Eves | 
BILATERALLY PATCHED \ 
Detachment 
of Retina 
Patients 
No. Percent 


All Mental Symptoms 10 100% 


Cataract 
Extraction 
Patients 
No. Percent 


Unpatched eyes 9 90% 
Sat Up 8 80% 
Hallucinations 4 40% 
Disorientation — B 

Total 10 100% 


The greater incidence of mental symptoms 
in the patients with detached retina is to 
be attributed to the longer period Са 
patching, These mental complications in 
retinal detachment cases have not been 
mentioned in the literature that we 
examined, perhaps because of the mild-: 
ness of the manifestations. Fr 
2. Patients not speaking English and 
those with hearing defects, antecec 
organic brain damage, or a history of 
coholism had a higher incidence of sy 
toms ( Table 2). 
3. The incidence of hemorrhage ¢ 
the period of eye coverage was 5 tin 
common in the group with m ) 
toms as in the group without (Table 
The hemorrhages were equal in Б 
groups in the period after the eyes 
uncovered. 'The number of instances 
too small for adequate statistical e 
tion. It requires, however, no great im 
ination to see why the patient who 
walks about or unpatches his eyes 
indeed sustain a hemorrhage. 


D 
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TABLE 2 


ContrusuTtory FACTORS TO Mextar Symptons 1x Parmrs Wire Eves 
BinarEkRALLY PaTCHED 


Detachment of Cataract 
Retina ' Extraction 
Patients With Patients With Patients Without 
Mental Symptoms Mental Symptom: Mental Symptoms — 
No. Percent Ne. Percent No. Percent 7 
Total 10 100% 26 100% 62 1007 
Not Speaking English 1 10% 4 15% 1 2s 
Impaired Hearing 3 30% 11 421 18 201 
History of Alcoholism 4 40% 3 12% 1 75 
Average Age 39 years 60 years 60 years 
TABLE 3 DISCUSSION 
SURGICAL COMPLICATIONS IN CATARACT By studying the minimal manifestations, 
EXTRACTION , some light has been thrown on the gene- — 
A0. Without — sis of symptoms of sensory deprivation 
Рата удо, pry ch patients with eyes bilaterally patched. 
24 Patients 59 Patients 
No. Per. No. Per- NON-COMPLIANCE—A SYMPTOM OF Me 
I While Patched x "CE patching effects 
Hyphema 4 17% 2 35 1. Eye шр -— Pe- З 
Iris prolapse 0. —— E cial mental sym; з m co as М 
Flat Chamber l. dis ee compliance. We define не. 
П Post Patching unpa! and movement contrary to 
Hyphema 2 sg 5 Sz both the doctor's instruction and to per- 
Iris prolapse o — 1 9% sonal motivation. > 
Flat chamber з 12 “Sess An early striking observation was that — 


. 4. Bilateral patching of the eyes of pa- 
tients on an ophthalmologic service 
impressed us as another technique for the 
study of basic problems in sensory depri- 
vation which has special advantages. This 
technique encompasses elements of econ- 
omy, ready availability, ready repetition, 
and high motivation of the subjects. This 
Procedure is one of great sensitivity due 
to self-maintained voluntary controls and 
involves a lesser degree of sensory depri- 
pim than the experimental methods of 
с), Lilly(5), Solomon(6) or even 
ibby(9). Although there are a number 
o complicating variables in any random 
Population of eye cases, such as anxiety, 
Es, disease and operative trauma, most 
: we can be eliminated by appropriate 
“ection of cases and other controls.® 


8 " 
суа іа of mental symptoms in patients whose 
ation. | platery patched is currently under investi- 
oed atients оп the women's ward, are receiving 
"hos, Ed interpersonal and symbolic stimulation ; 
9n the male ward are being used as controls. 


-the first time but soon repeated the mis- — 


patients frequently failed to obey the — 
physician's two instructions : to lie recum- 
bent and to leave the patches in place. - 
Although all patients were told that res- ~ 
toration of vision depended on full com- _ 
pliance with these instructions, a fair num- 
ber did not obey (Table 1). One nurse, - 
referring to a patient who sat up shortly _ 
after having been admonished for a simi- 
lar offense, said, "That patient isn't mental, — 
but he isn’t right.” He had acted contrite 


demeanor. In the past, such actions by _ 
patients have not been considered a men- 
tal symptom (unless they occurred in post- _ 
tive delirium or confusion), but were - 
commonly attributed to lack of coopera- 
tion. #9 
Non-compliance is not satisfactorily 
plained as lack of cooperation. 
patients did not appear rebellious 
incapable of accepting authority. Тһе 
nonconformance seemed all the more 
strange because they seldom complai 
about the restrictions or the difficulty 
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| Carrying them out. Instead, when con- 
_ fronted with the act, they either rational- 
ized or gave an irrational reply, as if some- 
what clouded. 
Tt is an involuntary mental symptom. 
The fact that patients usually remove both 
patches suggests a clouded state. If the 
7. need to see were the only reason for not 
' obeying instructions, the removal of the 
_ patch on the good eye alone would suffice. 
_ It seems clear, then, that non-complying 
_ acts are mental symptoms. 
Е 2. The mental symptom of поп-сот- 
| pliance occurred primarily in sleep or on 
— awakening—in periods of reduced aware- 
E ness. Nine of the 10 patients with detach- 
_ ment of the retina unpatched their eyes. 
| Six of the 9 performed this action during 
a sleep or on awakening.® Some of these pa- 
patients had concomitant hypnagogic hal- 
— lucinations. 


E end 1. A реи contended Њаё he 
pn over and took off the patches in his 
д sleep also reported waking опе morning seated 
on the edge of the bed, thinking that he was 
m his own home about to go downstairs to 
eakfast. As his feet dangled over the side of 
е bed, he suddenly realized that they did not 
ich the floor. He then became mindful that 
was in a high hospital bed and became 
rly oriented immediately. 
Y Case 2. Another patient "dreamed" he was 
"Seeing a white farm house. As he wakened, he 
Nx off his eye patches and sat up to see the 


more clearly, since it seemed so real to 

У; him. At first he thought he saw the same house, 

- and only later realized it was but a white sheet 
over a chair. 


bly, mi 


| 38. Other possible causes of the non-com- 
ч ght not comply with instructions for 


pliance were not as significant as the state 
: of reduced awareness. Patients, presuma- 


Other reasons, such as inability to 
. accept authority, severe backache, toxic 
-confusion with ctivity or halluci- 
- matory fear, “action-stimulus” urge (Lilly) 
"or a desire to see. Although we have had 
examples of all of these in our patients, 
the occurrence in reduced states of aware- 


9 In the large series of cases of the retina at the 
University of Stanford Ophthalmologic Service of Dr. 
Karl Pischel(10) nearly all patients have removed 
their eye patches during sleep at least once during 
their hospital stay. 


MENTAL SYMPTOMS IN EYE PATCHED PATIENTS | x 
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ness was the most common one to come to | 
our attention. | 

However, most patients were on medi- 
cation and this could be a contributory 
cause. Almost all patients received nem- 
butal gr. 15, second gr. 1*5 or chloral hy- 
drate gr. vii for sleep each night and 
some Miltown 400 mg. ti.d. We tried to 
set up adequate controls on drug effects, | 
We did not see hypnagogic symptoms | 
from these drugs in the same dosage | 
ranges in other patients ot comparable age 
on the eye ward and elsewhere. However, ~ 
a more meticulous search might show 
them. 

Other complicating factors such as anx- 
iety, associated disease and old age were 
also excluded in our control group of pa- 
tients with detachment of the retina. Ex- - 
trasensory effects of immobilization such 
as loss of nitrogen and calcium and even 
profound loss of body weight, were more 
difficult to exclude(11). | 

Some mental symptoms of the eye- j 
patched patients (non-compliance and - 
pseudo-hallucinations), appear, therefore, 
to have been caused by the concurrence 
of sensory deprivation and states of re- 
duced awareness. This was suggested first 
by the occurrence of such symptoms most 
often in periods of sleep or awakening. 
Second, other possible causes of the non- 
compliance, were not as prevalent nor as 
likely to play a casual role. | 

4. The occasional appearance of non- i 
compliance and other mental symptoms in — 
daytime hours may be explained by the 
fact that these patients have periods of 
reduced awareness also during the day- 
time. Although we do not have data on the 
incidence of such occurrences, the follow- | 
ing considerations lend support to this hy- | 
pothesis. Г 

Covering of the eyes in the patients | 
observed by us, tended to induce ees | 
periods of light sleep and of reduc 
awareness in the daytime than would oc- 
cur normally. This observation was rea". 
firmed and emphasized when one of 9 
(E. Z.) subjected himself to the Gibby( 
procedure of lying flat in bed with T 
covered and ears plugged for 8 hours. 
was amazed to learn from the record 


pm es 


frequently he had fallen asleep as judged 
by observers of his snoring. 

Hypnagogic states!?—which are states of 
reduced awareness—have been known to 
produce other, similar, mental symptoms. 
Some symptoms of cerebral origin are 
prone to occur in light sleep. One sees 
myoclonic jerks and hypnagogic halluci- 
nations in the normal person, convulsions 
in epileptics and nocturnal deliria in pa- 
tients with toxic and organic brain disease. 

A state of reduced awareness would 
logically involve a loss or relaxation of 
normal self controls or inhibitions-and 
make possible the mental symptom of 
non-compliance. The eye-patched patient 
is highly motivated to cooperate because 
his vision is at stake. Despite pain or dis- 
comfort, he will not usually remove the 
patches or change position during full 
consciousness. There is the extra stress 
that withdrawal from the treatment pro- 
cedure is condoned neither by the physi- 
cian nor the patient. On the other hand, 
these acts take place semi-automatically 
Without external aid in sleep or in states 
of impaired awareness. 

The responsibility for obeying the doc- 
tors instructions is the patiens; he can 
at any time disobey them, even without 
full awareness of what he is doing. He 
has an urge, continuous or intermittent, to 
change position and. remove the patches. 
He usually resists it because of his high 
motivation. However, control may be at 
the price of constant vigilance. In the hyp- 
Nagogic states and others of reduced 
awareness, vigilance is often impaired, 


10 Although the symptoms of non-compliance and 
hallucination in our patients occurred predominantly 
in sleep or hypnagogic periods, we are not at all sure 
as to the degrees of impaired awareness or conscious- 
Dess that are predisposing to this symptom formation. 
In the situation under which our patients were studied 
there were many more periods of sleep and arousal 
during the 24 hours than under natural circumstances. 

ere are also more periods of less alertness, e.g. peri- 
ods of difficulty of grasp, of day dreaming, of reverie 
and of aimless wandering of thoughts. In speaking of 
reduced periods of awareness we refer to the entire 
Broup of such states rather than the more restri 

Урпароріс period. Furthermore, we have used the 

fro hypnagogic to include both the transition periods 

Rel Sleep to wakefulness and from wakefulness to 
ер (the so-called hypnopompic petiod). 


permitting forbidden actions to take place 1 
unopposed. 

In the other sensory deprivation experi- _ 
ments, conditions are usually quite dif. 1 
ferent. The subject as a rule cannot term- _ 
inate the procedure unaided. Although | 
the subject has the option of terminating | 
the experiment at any time, he must in- 
dicate his desire to the experimenter be- 
fore he is released from the chamber or - 


such speech cannot be well formulated in - 
a state of reduced awareness, his discom- _ 
fort must rouse him before he can make _ 
these wants known. This behavioral se- _ 
quence differs from the semi-automatic 
response which suffices in the situation we _ 
studied. ^ 
In addition, there is less motivation for — 
the volunteer to endure discomfort (and _ 
less insistence by the experimenter) than | 
for our patients, whose vision was at stake. _ 
Therefore, the volunteer may be more - 
prone to discontinue the procedure. Such 
termination of the experiment has mot 
been mentioned as a mental symptom. - 
Nevertheless, the equivalent of the non- — 
conformance is noted sometimes in re- - 
ports on sensory deprivation. Solomon(5) 
mentions two subjects who could not wai: 
to be released. They strove wildly to es 
cape after indicating their desire to term 
inate the isolation in the respirator. Ir 
most instances, the subject indicates his 
desire to terminate the experiment, and 
his capacity to control the stress does not 
come into bold relief. a 
Our technique has turned out to be a 
sensitive indicator for such lack of inhib- : 
йогу control. The classic sensory depriva- - 
tion experiments are less so. ; 
The transient character of the mental — 
symptoms is consistent with the transient 
character of reduced awareness. The tra 
sience of many of the symptoms requir 
analysis. Inquiry as to the cause of this 
transience leads to further support fi 
the thesis that such symptoms ly 
occur frequently in unrecognized perio 
of reduced awareness. Hypnagogic hall 
cinations probably induce a return to 
consciousness because of the str 
accompanying emotions or movemen 


— Presumably, unpatching of the eyes or 
sitting up may do the same thing. There- 
fore, symptoms dependent on suppression 
of reality testing would readily disappear 
when alert consciousness returns. 

So far we have pointed out the high 
incidence of non-conformance in our pa- 
tients during sleep or hypnagogic states. 
Also we have given reasons for expecting 
this and other symptoms of sensory depri- 
vation to occur frequently in unrecognized 
states of reduced awareness. Perhaps the 
following set of symptoms have a similar 
time of occurrence, although they are re- 
ported here because they have a special 
significance of their own. 


DELIRIOID SYMPTOMS SUGGESTIVE OF SUB- 
| CLINICAL BRAIN DAMAGE 


_ It is our impression that bilateral patch- 
_ ing of the eyes tends to produce delirioid 
- symptoms in patients who have demon- 
| strable or subclinical organic impairment 
~ of brain functions. The evidence from our 
_ cases, although not yet conclusive, is high- 
- ly suggestive. Cameron(12) has demon- 
= strated in senile patients with nocturnal 
ә deliria that the delirious states can be re- 
| produced in the daytime by placing the 
| patient in a dark room. We have seen these 
~ induced results in our patients with or- 
_ ganic brain syndrome (both with and 
. Without a history of antecedent deliria), 
_ but more impressively in patients in whom 
the chronic brain syndrome is absent or 
suspected. In the latter cases, there may be 
some indications that antecedent brain 
- damage might have occurred. 

LA few brief examples follow : 


PL. 
LÀ 74-year-old senile man with nocturnal 
m of 6 months’ duration experienced de- 
- lirium while his eyes were patched following 
EJ а t m. 
i year-old male with borderline memo 
and emotional lability of the ане 
- type, had two post cataract extraction deliria. 
b These Symptoms were reproduced in a pro- 
| gressively milder manner during two subse- 
me Гореш tests, 

10 patients with prolonged patching. 5 
Гад a history of heavy drinking. None of ter. 
had a anc ope d of delirium tremens or 
were currently experiencing it ; none had been 
drinking heavily at the time ; and none had 
a chronic brain syndrome. However, 4 of these 
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5 patients developed hallucinations on patch- 
ing. 

Seven hours after surgery for laceration of 
the eye, an 8-year-old boy manifested visual 
hallucinations, auditory illusions, somatic de- 
lusions, marked fear, gross tremulousness, and | 
grinding of his teeth. For about 45 minutes | 
the psychiatrist and a nurse tried in vain to 
comfort, reassure, and quiet him. All of his 
symptoms instantaneously disappeared when 
his good eye was unbandaged. When he closed 
his eyes about 5 minutes later, he suddenly 4 
sat up startled and said, "It's coming back.” 
He was asked to open his eyes and the symp- 
toms disappeared again. This patient was men- 
tally retarded, at least one year. Two years 
previously for a period of several months, he 
wakened during the night and would "talk 
and laugh" and then have difficulty falling 
asleep for a few hours afterwards. 


Perhaps the release of symptoms re- 
ferred to above may also be manifested 
during periods of reduced awareness, since 
delirious symptoms are prone to occur at 
night. Here the temporary suppression of 
the highest inhibitory control of discrimi- 
native logic and attentive alertness may 
play a significant role. 


MENTAL SYMPTOM FORMATION IN SENSORY 
DEPRIVATION 


Does the finding of mental symptoms 
during periods of reduced awareness in our 
study have any significance for the basic 
problems in sensory deprivation ? We can 
foresee 3 consequences. 

l. It calls for a review of the sensory 
deprivation experiments, or a repetition 
some of these, to determine the relation 
all or some of the mental symptoms to hyp- 
nagogic periods. f 

2. It focuses attention on a new set 0 
physiologic circumstances, those of the ур 
nagogic period, which need to be evaluate 
in the understanding of at least a number 
the sensory deprivation symptoms. iod 

3. It points to the possibility that periods 4 
of reduced awareness represent a basic SU — 
stratum for the syndrome of mental RE 
toms produced by sensory deprivation, p 
lation, sleep deprivation, semi-starvatio 
and certain toxic states. ‚АЖ 

Before concluding this discussion, 5 
might be well to point out some of the 
ficulties in evaluating the significance 


hypnagogic occurrence of symptoms in the 
mechanism of the mental syndrome. Inter- 
pretation is hampered by unknowns. 

1. Frequency of symptoms in reduced 
awareness.—We do not actually know how 
often symptoms occur in unrecognized peri- 
ods of reduced awareness. We have indi- 
eated why we think the incidence is high. 
It is difficult to determine the precise inci- 
dence. Round-the-clock observation and 
continuous monitoring with the electroen- 
cephalograph for sleep spindles or slow 
waves might be helpful, but these are te- 
dious approaches and might not yield the 
answer, 

2. Frequency of hypnagogic or other “re- 
duced awareness” symptoms in sensory dep- 
rivation experiments.—Although such peri- 
ods of reduced awareness are increased by 
our procedure, we do not know that the 
same is true in the other sensory depriva- 
tion experiments. There is much reason 
to believe that such is the case, since the 
basic conditions are similar, Difficulty in 
concentration and reduced awareness have 
been reported in sensory deprivation experi- 
ments. The subjects of Goldberger and Holt 
(13) also slept frequently during their ex- 
periment, 

3. Etiologic significance of reduced 
awareness.—Is the chief significance of our 
finding of hypnagogic symptoms one merely 
indicating time of their occurrence or is it 
Possible that conditions peculiar to this 
State of half sleep—half wakefulness have 
etiologic significance for the manifesta- 
tions? We incline to the latter point of 
view. The hypnagogic period is character- 


a by a diminution of the highest cerebral 
pactions, e.g. discriminative thinking or 
gic, attention and inhibitory control. It 
is the absence of those functions that con- 
tribute to the lack of reality testing, the 
tathymic imagery, and involuntary move- 
$n Of this period. The role of conceptual 
imp lic deprivation may even be more 
at than the lack of sensory stimu- 
on or variability of such stimuli. Al- 
Ough sensory deprivation tends to reduce 
tah 65$ and attention, and induce hypna- 
E Periods, the more primary condition 
R Y be this state of reduced cerebral func- 
wing, which can also be caused by brain 

: ase and many other conditions. Here, 


similar to those of the 


must explain the persistence of symptoms — 


-j 


in the degree to which they return to 
fall. alertness cy first awakening. Perhaps — 
the time of change is related to the dura- _ 
tion of the prior sleep or hypnagogic period. 
There may be an analogy in some instances и 
of animal hibernation where the longer the 
preceding “sleep” the greater the arousal 
period(13). E. 
Further researches might concentrate on 
the "input ferie subsumed under the 
hea of sensory deprivation, at a more и 
bored level-perhaps at that point where | Я 
sensory stimuli related to the human ele- i 
ment, to symbolic representation, are reg- и 
istered and differentiated. At least the per- ~ 
ipheral emphasis suggested by the term 
sensory deprivation appears to be inade- - 
quate to explain some, if not all, of the 


symptoms produced. 


SUMMARY j 
In our study we made 4 major observa- 


tions. te eu A 


D 


ed, particularly in patients with de- — 
tachment of the retina. E 
9, We identified a new symptom—non- — 
compliance to instructions. І 
3, Non-compliance occurred most fre- _ E 
quently in our patients during sleep or on 


cening, as did also pseudo-hallucina- 


_ 4. Surgical complications were greater in 
patients undergoing cataract extrac- 
tion, who developed mental symptoms dur- 
ng the period of bilateral patching of the 
eyes as compared to those without mental 
s mptoms. 
_ The coincidence of sensory deprivation 
and hypnagogic or other periods of reduced 
awareness may contribute to an understand- 
ing of the sensory deprivation effects. More 
rk needs to be done. It would seem im- 
rative to ascertain to what extent periods 
duced awareness occur with the day- 
of our sensory deprivation 


ain damage in addition to their eye 
are probably also precipitated more 
at times of reduced alertness. 
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CONTEMPORARY 


С As psychiatric consultants in the medical 
КО department of a large general hospital, we 
ave seen a substantial number of patients 
in whom the primary diagnosis was conver- 
ion reaction. In view of the changin; 
concepts of conversion mechanisms, am 
Ше suggestion that the pattern of sym; 
Matology changes with the cultural milieu 
(1), we considered that an analysis of our 
'furrent experience would be of some gen- 
eral interest. The term "conversion" was 
[бое by Freud(2) in 1894; but, as his- 
torians such as Zilboorg(3), Temkin(4), 
and Osler(5) have noted, present concepts 
É conversion reactions derive not from 
eud or Charcot(6) but from an 
urgeon, Sir Benjamin Brodie(7). Brodie, 
Tas early as 1837, broadened the Hippocratic 
hception of hysteria to include arthralgias 
and other somatic symptoms which have no 
ident organic basis, and stated that “fear, 
Egestion, and unconscious simulation are 
primary factors." 
The diagnoses of the patients on whom 
We report were made as indicated by the 
Current Diagnostic and Statistical Manual, 
., classifying by “the immediate condition 
Which led” to consultation and the pre- 


Yelatively prominent somatic symptom for 
hich there was no apparent anatomical or 
siological basis, and for which, on psy- 
tric examination, there was evidence 
at the symptom was psychologically 

г emotionally derived. Criteria in support 
Ова positive psychiatric diagnosis included 
temporal correlation of the onset or 
rbation of the symptom with emotion- 
significant events, the patient's attitudes 
Pout the symptom and apparent use of it, 


ү Read (in part) at the 115th annual meeting of 

p егісап Psychiatric Association, Philadelphia, 
La Apt. 27-May 1, 1959. 

"The Psychiatric Liaison Service: Departments of 
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CONVERSION 
A CLINICAL STUDY * 


FREDERICK J. ZIEGLER, M.D., JOHN B. IMBODEN, M.D., 
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‘conversion reaction” 

classical one of “loss of function,” 

we did carefully exclude psycho 

overt : a. 
Melee EE ne 
series of patients. 3 
The raw data for this report are the 
records of 134 consecutive patients diag- 
nosed as conversion reactions when seen — 
in consultation by 2 of the authors at the — 
Johns Hopkins Hospital during the last 4 
years. They included both inpatients and 
outpatients, from both ward and private 
services. The mean age of this entire series 
was 39.5 years, with a standard deviation of — 
13.1 years and a of from 14 to 67 
years. One hundred and ten (82%), of the - 


i 
i 
{ 
- 
E 
№ 
E 
E 


sultation experience, about 40% of our pa- 
tients were males. This percentage of male — 
conversion Seay bat ts at appror mates — 
earlier , but is at variance with - 
the T Robins, Purtell and Cohen - 


seemed to bear no essential dissimila 
from those of the females in our series. _ 


CLINICAL ASPECTS ў 
At а descriptive level, we first must 


= 


associated with the restricted classical for- 
mulation of conversion hysteria as “loss of 
function” (sensory and/or motor), prm 
equally classical "hystero-epilepsy" (Char- 
cots(6) "major hysteria"). The following 
patients exemplify these clinical aspects. 


year-old woman 


respiratory center. the 
day, her symptoms had mifi d 


Case 2.—As an illustration of Charcot's 
"grand hysteria” or “hystero-epilepsy,” a 32- 
_ year-old, single man had a one year ry 
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Paraplegia and ptosis 
date, > te found in another 
е responded to prostigmine, and 
= myasthenia gravis was di gnosed. Wealne: 


next two years in bed. She applied to an 


: m known) for further 

^ was admitted, having been on rostigmin 
for five years. She complained of rios жөк] 
weakness and ptosis, and Specifically of weak- 
ness in one leg. It was found that she did 
not have myasthenia gravis currently, and it 
was considered that the diagnosis had been 
Коза in the past, although the 
possibility that she was “i ission” 
not be totally excluded, pi UH 
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It was learned that her early life had been 
very traumatic, unstable, and confusing (as an 7 
infant, she was given to an aunt to raise), and | 
she had always relied chiefly on cuteness and 
histrionics to get along with others. She had 
been hospitalized briefly for a psychotic epi- 
sode following one of her pregnancies. S| 
was concerned that she did not look her best 
"for" the consultant when first seen. She de- ; 
clined psychiatric treatment and, at her re- 
Tet was discharged by the internist on low 

of Mestinon. Three years later, she 
contacted the psychiatrie consultant again, 
stated that she was still doing well with her 
hysical toms but was still taking Mestin- 
Е She ыша that she was getting “too 
bitchy and impossible at home,” and requested 
treatment for her temper tantrums. She was 
referred to a private practicing female member 
of the staff, whom she contacted but at the 
moment does not feel she can afford to work | 
with. 

Reconstructing her history, her initial con- 
cepts of myasthenia gravis seemingly evolved 
during her contacts with the physician who 
first diagnosed it and, in a sense, the symptoms 
could be considered iatrogenic. An unusually 
“other-directed” person, she, we feel, responded 
to his interest in the possibility of a “fasci- 
nating” disease, and thus symptomatology was 
shaped by history taking. As the clinical syn- 
drome emerged from these negotiations, the 
physician gained a fascinatin: patient, while 
the patient gained a fascinated physician. 


Next, we wish to give a clinical example 
of a pain syndrome that we consider to 
have been a conversion reaction. The 
importance of this aspect of symptomatol- 
ogy is reflected in the fact that pain was 
the primary complaint in 75 of our 134 
patients. 


Case 4.—A 60-year-old scrap weigher for 
a large corporation was seen in consultation 
because of complaints of abdominal pains of 
9 months duration. Extensive diagnostic work- 
up elicited no organic or psychophysiological 
abnormalities. A childless man who had lived 
in a rented home for years and whose chief 
interest had been in fixing it up, his abdominal 
pains began after the owner of the house had 
died, at which time he and his wife became 
very concerned about having to move and 
losing their investment in the improvements 
they had made. He also felt that his job was 
threatened at that time, and, in addition, а 
relative had just died. Clinically, he showed 
minimal signs of depression consisting of slight 
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weight loss and some insomnia, both of which 
he attributed to “the pain.” He declined psy- 
chiatric outpatient treatment, feeling that his 
illness just was not diagnosable. One month 
Jater, he was seen in an affiliated hospital after 
he had made an apparent suicidal attempt by 
inflicting 30 to 40 slashes on his abdomen, 
arms, and legs. Following surgical treatment, 
he continued to complain of pain, was increas- 
ingly agitated, and was finally transferred to 
a state psychiatric hospital. 


The last clinical aspect to which we 
call attention is that the clinical picture is 
sometimes mixed. That is to say, there may 
also be symptoms related to underlying 
physiological or structural abnormalities 
in addition to the predominating conversion 
reaction. An example of this was a 29-year- 
old, married woman with structural disease 
of the nose and throat, psychophysiological 
symptoms compatible with anorexia ner- 
vosa, frequent overt anxiety and hyper- 
ventilation, and conversion facial pain. 


DISCUSSION 


From the vantage point of current med- 
ical knowledge, the classical symptoms of 
“1055 of function" or "hystero-epilepsy" 
Seem relatively primitive, transparent, and 

, Gy to diagnose (although the relativity of 
is observation is illustrated in Case 1, the 
anesthetic patient who was dramatically 
misdiagnosed by a medical intern but not 

y the resident). In our experience, these 
patients are apt to come from comparatively 
ackward rural areas, where there is greater 
cultura] acceptance of these symptoms. 
Patients illustrating the "classical" aspects 

œ% Conversion symptomatology do, in a 
sense, simulate organic disease processes as 
they conceive them, but in a relatively crude 
manner commensurate with their lack of 
medical sophistication, At the other end of 
5 spectrum, we observed patients from 
Sub-cultures in which medical education 
and sophistication were highly developed 
n who expertly simulated complicated 
ease entities ; e.g., our series included 
E Ysicians, 2 nurses, and 2 neurologists’ 
-eétares (one of whom simulated mal 
ple sclerosis, while the other simulated 
o associated with a cyst of the 
" ventricle). The existence of patients 
® are “expert simulators” is vivid: evi- 
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dence that conversion symptoms conform to _ 
the patient's imageries or ideas about a 
suspected disease. In many ways, the span 
between the "backward" and “ 

cated" sub-cultures of today is 
to the time span in the evolution of medical _. 
knowledge between the late 19th century | 


and the mid-20th century; we postulate — 


that the difference between the conversion 
reactions of that day and this is comparable i 
to the observed differences between our 
patients of contrasting sub-cultures, We _ 
conclude that conversion reactions are _ 
molded by unconscious simulation of dis- 
ease entities, and that symptom patterns . 
change with changing medical EMI P 
of the ponm s of his cultural Er 
acceptability of the patient as a sick person 
hinges on lack of gross discrepancy between ^ 
his symptoms and the prevalent medical | 
concepts of his society. No sharp division - 
between “classical, primitive" and “ 0 
simulation” patterns can be made, and it i 
would be meaningless, therefore, to use | 
these concepts as mutually exclusive cate- 
gories, with so many patients in each. á 
It is of special interest that, at the turm 
of the century, Möbius(11) stressed the Er 
concept that hysterical symptoms were 
determined by the patient's ideas about 
disease, and Babinski(12) elaborated the 
concept of simulation of disease (which 
he called "pithiatism" to embody the notions — - 
of "aping" or imitating, and of suggest- 
ibility ). Babinski also stressed the influence Тий 
of history-taking upon the symptomatology. 
Similarly, we found that, in medically — 
sophisticated patients, the imageries of the — 
patient and those of the physician about a — 
suspected disease were not widely diver- .' 
gent, and, in fact, often tended to converge 
more during the process of -clinical in- 
vestigation. To other patients with less — 
medical knowledge initially, the physician _ 
sometimes communicated his conception ^ 
of and interest іп a suspected disease during .— 
the early “disorganized” phase of illness . 
described by Balint(13), thus iatrogenically .— 
shaping symptoms. Differential. diagnosis 
is sometimes a problem in our day as it 
was in Sydenham's(14), who said: “Hys- - 
teria imitates almost every disease which - 
befalls mankind. Whatever part of the body 
it attacks, it will create the proper symptom _ 


m 
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of that part. Hence, without skill and sagac- 
ity the physician will be deceived.” 
As we previously noted, the type of 


symptom with which our patients most 
often simulated known disease entities was 
that of pain. Our findings, then, are similar 
[ to those of Purtell, Robins and Cohen(15), 
F Who found that pain was the conversion 
| symptom most often clinically encountered. 
Г Although pain was not mentioned as a 
symptom of hysteria by Charcot(6) and 
E Janet(16), we feel that our clinical data 
T support the inference that pain is often 
the somatic representation of an affect. 
| Fenichel(17), Engel(18) and Szasz(19) 
have described 


P Another important factor in shaping 
Symptoms, in addition to the closely inter- 


cine unconscious conflicts and affects, 
patient's final choice among available 

f models and illnesses to simu- 
feel, is partially determined by the 
requirements of the particular 


in a patient with 
à sclerosis, the intolerable 
= restrictions implicit in an unwanted preg- 
- nancy were represented b feelings of 
_ shackles around her ankles, while the weak- 
7 hess of her arms precluded holding a baby. 
a The importance of distinguishing between 
Е meaning” and “cause” of symptoms has 
ч been emphasized by Whitehorn(20). It 
- hardly seems necessary to elaborate further 
|. on the importance of the symbolic meaning 

of symptoms, especially since this aspect 
Of conversion reactions has received so 
much attention in recent years. 
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ASSOCIATED PSYCHOPATHOLOCY 


ve features were present, al- 
though overshadowed by conversion symp- 
toms, in 40 of our 134 patients. In 
more patients, a history of antecedent 
separation experience led us to infer the 
presence of underlying depressive affect, 
effectively masked by the conversion symp- 
toms. We also found, as perhaps would be 
expected, that the 40 patients with asso- 
ciated depressive features were not dis- 
tributed at random throughout our popu- 
lation of conversion reactions, but were 
shifted upwards in age to a highly signifi- 
cant degree (р <.0001), with a mean of 
46.9 years and a standard deviation of 11.8 
years (compared to a mean of 36.4 years 
and a standard deviation of 12.3 years for 
the remainder of the series). The pain 
syndromes tended to be associated with 
those patients having some evidence of 
depression. It was our impression that the 
pain was often more severe in the older 
patients, partially or completely masking 
signs of depressive illness ; in these cases, 
suicidal risk was often considerable. 
Pursuing further the relationship between 
conversion symptoms (especially pain) and 
depression, we reviewed 100 unselected 
cases with the primary diagnosis of de- 
pressive reaction, who had been seen in 
the same setting by the same 2 authors. In 
this group, we found that prominent con- 
version features had been noted in 28 
patients (i.e., conversion symptoms were 
present, but were overshadowed by overt | 


clinical depression), and, in these depressed — 


patients, the conversion features almost 
invariably included pain. The mean age of 
this group of 100 primarily depressed pa- 
tients was 46.5 years, with a standard 
deviation of 12.1 years, which closely 
approximates the corresponding statistics 


of the depressive sub-group of conversion — 


patients. 


In a study by one of the authors(21) of d 


patients with a history of acute brucellosis, 


the development of a chronic syndrome, - 


sò called "chronic brucellosis,” was positive- - 


ly correlated with the concomitant presence _ 


of potentially depressing life situations. - 
Most of the chronically symptomatic pa- 
tients denied emotional problems and con- 
Sidered whatever depression they ex 


^, 


! 
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rienced as secondary to symptoms such 
as fatigue and somatic pain, which were 
attributed to an allegedly persistent in- 
fection with brucella. There was strongly 
suggestive evidence that this preoccupation 
with somatic symptoms had a self-esteem 
supporting function. 

Conversion reactions, then, may be used 
as defenses against more overt depression, 
which may thereby be obscured. Even when 
depression predominates, however, con- 
version reactions may still be defensively 
employed. 

We further noted clinical evidence strong- 
ly suggestive of an underlying or incipient 
schizophrenic process in 19 of the 134 
patients. The mean age of 32.7 years, with a 
standard deviation of 9.8 years, is signifi- 
». cantly lower (p <.01) than that of the 
remainder of the group (the mean of 
Which was 40.7 years, with a standard 
deviation of 13.9 years), and lower than 
that of the depressive sub-group to an 
extremely significant degree (p <.0001). 
The delineation of these 2 sub-groups of 
conversion reaction patients reminds us of 
the theoretical constructions of Fairbairn 
(22), which postulate a "depressive" or 
Schizoid" substratum to neurotic and char- 
‚ — acterological symptomatology. 

A significant number of our patients were 
adolescents. The occurrence of conversion 
Symptoms in childhood(23) and in ado- 
lescence(24) has been discussed by others, 
ànd conversion hysteria was formerly con- 
sidered a disease with onset in adolescence. 

nly 2 of our adolescents had evidence of 
Schizophrenic tendencies, and only one had 
clinical evidence of depression. In all of 
Sur adolescents, we were impressed with 
Problems of shifting roles and of identifi- 
“ations with conflicting groups (“identity 

usion” as described by Erikson(25)), 
Ec in interpersonal difficulties in- 
fel ving dependency and sexual issues. We 

t, then, that the adolescent group of 
Patients presented more or less distinctive 
E. unique underlying psychodynamic 

ems when compared to the remainder 
series; we suspect, however, that 
5 these patients grow older, their failure to 


might be defended against with conversion 
symptomatology. - ^N 
Not all of our 134 patients were 
counted for by the 3 groups just discussed. — 
In a large number of our remaining patients, 
the standard formulation of conversion as 
a defense against potential neurotic anxiety 
seemed to apply. There was, in fact, clinical ~ 
evidence that the situations in whieh these 
patients found themselves were ones which _ 
might ordinarily engender neurotic anxiety, — 
and that the anxiety was circumvented by 
the defensive use of conversion symptoms. 
In the consultation situation, the inference .— 
of masked anxiety, masked depression, and — 
masked incipient schizophrenia could only. 
PRA, асчу с | 
degrees of precision, so we 2 
attempt to delineate these groups statistical- — 
ly. Our data are compatible with the view _ 
point that conversion reactions are used | 
as ego defenses in at least 4 different — - 
situations : those of adolescent ego-identity — 
difficulties, depressive affect, incipient schiz- 
ophrenic disorganization, and neurotic 
anxiety. It is entirely possible, of course, 


sociated with conversion reactions. M 
Phenomenologically, conversion reactions — - 
in general enable the patient to avoid or — 
reduce affective distress by substituting — - 
fantasy-endowed and symbolically expres- 
sive somatic distress or dysfunction. In this 
way, an intolerable affective problem may 
apparently be "converted" into a face-saving. 
physical-medical one, in which the patient —— 
shifts the responsibility for remedial action 
from himself to others, including the phy- 
sician. The ensuing “secondary gains" _ 
(which Laughlin(26) terms "epigain") then — 
often become a perpetuating factor. Paren- — | 
thetically, we should add that we have also 
observed the substitution of fantasied neu- 
rotic distress for real somatic distress in 
occasional patients who deny catastrophic 
illness (ie, malignancy) by attributing — 
their ill health to emotional problems ; this ; 
process, in a sense, is the inverse of the — 
conversion reaction process. i 


PERSONALITY AND DEVELOPMENTAL 
CONSIDERATIONS f j 

Less than one-half of our conversion | 
patients were so called "hysterical char- Ё 


eo 


_ acters,” and we therefore agree with 
_ Chodoff and Lyons(27) and with opinions 
"expressed in the recent panel discussion of 
m the American Psychoanalytic Association 
meeting(28) that this personality pattern is 
not a prerequisite for the conversion proc- 
ess. In spite of efforts(27, 29) to delineate 
clinically the "hysterical personality," this 
term connoted such a scattered con- 
stellation of personality traits that it does 
not seem suitable to nosological use. In 
its non-professional usage, the word “hys- 
© terig” itself ordinarily denotes “emotional 
_ incontinence" (30), and probably we should 
Г: graciously relinquish the term to the laity 


es SM. 


~ altogether. We concur with Erik Erikson 
_ (81) and with Henderson and Gillespie 
~ (32) that histrionic traits are at the core of 
the so called “hysterical personality” ; and 

— we therefore suggest that the term “his- 
К trionic personality" would be distinctly 
. preferable by virtue of being relatively 
E specific and meaningful. Whitehorn (30, 33) 
[p has suggested that, while all human beings 
— may be conceived of as playing roles, the 
| —histrionic personality does so in an uncon- 
_ vincing way which calls attention to his role 
E playing ; it is as if the role just does not 
| quite fit and “shows” in the manner that a 
- woman's slip “shows.” In the histrionic 
- personality, the role playing shifts and 
= Varies conspicuously with cues from the 
s ience of the moment, indicating an 
inability to maintain stable personal and 
E social identities ; Akerman(34) has de- 
"scribed various aspects of this phenomenon. 
_ This sensitivity to cues as reflected in shift- 
і ee underlies the so called suggest- 
of these people, and is of crucial 


importance in the doctor- atient relation- 
ship, as described above. 5 pis 
E turity and dependency are often 
ascribed to patients with don vetilod re- 
"E and histrionic personalities. One 
tangible issue developmentally related to 

naturity and dependency is that of 
al position in the family, Ordinal 
ition was one aspect of development 
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sym: in Sweden (because Kraepelin 
in 1915 had quoted Aschaffenburg, who had 
asserted that hysterical patients were often 
Spátlinge), and found no correlation. We 

been impressed with the frequency of 
the story that the patient was the “baby 
girl” or the “baby boy” or just “the baby” 
of the family. We hypothesized that patients 
with conversion reactions were significantly 
often the youngest, or the youngest of their 
sex in the family. We investigated the 
sibling position in a group of 100 consecu- 
tive patients belonging to the present series 
of conversion reactions, The hypothesis that 
patients with conversion reactions had been 
the youngest child in their families more 
frequently than if chance alone were oper- 
ating was confirmed within the .05 < p <.01 
level (p was approximately equal to .045). 
The hypothesis that patients with conver- 
sion reactions had been the youngest of 
their sex in their families more frequently 
than if chance alone were operating was 
also confirmed within the same range ; 
in this case, “р” was calculated to be 
approximately .015. In both instances, ap- 
proximately 35% more patients were in 
the hypothesized position than would have 
been predicted by chance. 

We found, then, that the frequency of 
these ordinal positions was significantly 
elevated in our series of conversion reaction 
patients. We do not, at this time, have 


3 The authors are indebted to Dr. John W. Shaffer, 
Dr. Daniel Wilner and Professor Jerome Cornfield, of 
the Johns Hopkins University Schools of Medicine and 
of Hygiene and Public Health, for statistical advice 
and criticism. Dr. Wilner specifically suggested the 
method for computing the number of patients expected 
by chance to be in the last position of each different 
sibling size group. Professor Cornfield suggested the 
method for computing X2 for each hypothesis by the 
following formula : 


ni i2 12 ) 
T ) Ga (^ 
equals the number of children (or of 
children the same sex as the patient for the 
second hypothesis) in each family group, 
ri" equals the number of patients observed in 
the last position for each given "i," 

ni" equals the number of patients who were 
from family Broups of each "i." 


and 
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comparable data on other categories of 
patients we see in consultation. In many 
individual conversion reaction patients, 
other "special role" positions seemed to play 
a part in the genesis of predisposition, À 
number of our patients had been the oldest 
of their sex, and often had been singled 
out by the parent of the opposite sex as their 
particular favorite. For example, one pa- 
tient, the sixth of 11 children but the oldest 
of 3 girls, remarked that “of course,” she 
was "daddy's favorite after all those boys.” 
If they were in other family positions, 
circumstances would often create a special 
role. One middle sister whose mother had 
died when she was 13, and whose older 
sister had already left the home, became 
the "lady of the house" and had very com- 
plicated feelings about her relationship 
with her father. 

From these data and observations, we are 
inclined to wonder if, in our culture, certain 
special developmental family roles correlate 
with later difficulty in assuming and main- 
taining mature social roles. In passing we 
might speculate about various possible 
versions of role enactment problems in our 
4 sub-groups of conversion reaction pa- 
tients. The neurotic anxiety sub-group may 
be thought of as fearing retribution for 
assuming a particular role. The sub-group 
with underlying depression may be attempt- 
ing to cope with failure or disruption of an 
established pattern of role enactment. The 
shifting roles and allegiances of the adoles- 
Cent sub-group reflect their identity prob- 
ems, and the latently schizophrenic 
Sub-group may be manifesting a rather 
stubbornly negativistic reaction against 
being Pressured into an expected role(30). 

© gap between our data on ordinal role 
and possible later aspects of social and 
Personal role difficulties points to the need 
or further investigation in this area. 


THERAPEUTIC CONSIDERATIONS 


s Although the psychiatric consultations 
‘re often useful to the internists as part of 
^w diagnostic appraisal of patients, we 
© unable, nevertheless, to report im- 

1 ‘ive therapeutic success with our group. 
1 by Be actoriness to psychotherapy” noted 
Town and Pisetsky(39) usually took 
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the form, in our patients, of contim 
Ta that their problems were physi 
and not emotional or psychological, A 
surprisingly bright farm wife chided th 
consultant that her back pain was 
motional and not emotional.” Any obvi 
anxiety or depression was rationalized 
the patients as secondary to alleged o 
disease, and most refused psych 
even on a tentative trial basis. Beca 
this relative invulnerability of the ¢ 
sion defenses, collaborative efforts to 
the medical investigation to psychi 
treatment often resulted in the pa 
seeking help elsewhere. This fact, we tl 
sometimes becomes apparent to inter sts 
and other physicians, who may then si 
referring this type of patient, For t : 
reasons, psychiatrists engaged in 
work in medical departments, where. 
tients are intensively studied, have a r 
tively greater opportunity to see and 
these patients than do psychiatrists othe 
wise situated.* ? 
Occasionally we were able to avoid a 
direct clash with the see ell de- 
fense by using a somewhat oblique ap- 
proach. Those few patients who did elect 
psychiatric treatment, especially psychiatrie. 
hospital treatment, did relatively well. — 
Ideally, we think a larger proportion of - 
conversion reaction patients could be per: 
suaded to enter, and could be improved in; 
convalescent wards in general hospi 
where the somatic defenses would 
necessarily be challenged so abruptly 
the patient leaves treatment. In such 
therapeutic milieu, the obvious pres 
of convalescent medical and surgical 
tients becoming rapidly re-interested 
non-somatic matters could, we expect, 
strong social pressures toward imp 
functioning and symptom remission. In t 
setting, those patients who are potenti 
able to use individual psychotherapy coi 
gradually be helped to discover this fact. 7 
~ а Та this connection, the present series of conversion” 
reaction patients constituted 1306 of the consult 
experience of the two authors concerned, whereas, 
contrast, the Outpatient Department of the H 
Phipps Psychiatric Clinic of the Johns Hopkins Hos- 
pital reported that only 3% of the patients "terms 
nated” during the year ending June 30, 1958 wen 
diagnosed as conversion reactions. + 
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SUMMARY 


1. Our operational criteria for the diag- 
5; of conversion reactions are discussed, 
ind an analysis of a series of 134 consecu- 
tive patients so diagnosed is presented. 
_ 2. From our contemporary point of view, 
4 clinical aspects of the conversion reaction 
phenomenon are discussed and illustrated. 
These clinical aspects are: a) "classical" 
symptom patterns of “loss of function" and 
ystero-epilepsy,” b) simulation of known 
nic disease entities with varying degrees 
expertness, c) symptom patterns in 
hich ily pain is a predominant feature, 
d) symptom aggregates in which con. 
ion symptoms are intermingled with 
ose of an organic and/or psychophysio- 
cal nature. 
In addition to patients evidencing the 
ll-known relationship between conver- 
mechanisms and neurotic anxiety, in 
our conversion series there was a group of 
40 patients with clinically evident features 
depression, a group of 19 patients with 
linical features of incipient schizophrenia, 
and a 


ess than one-half of our conversion 
ts could be considered so call “hys- 
personalities" We prefer the term 
onic personality" to “hysterical per- 
since the former calls attention 

he essential characterological feature, 
Propensity for transparent dramatiza- 


Te a 


Р M NT 
е B Sa ае ee а 
d CO “MPORARY CONVERSION SYMP 


E 
ZAN 


taToLocy [ Ap 


themselves as organically ill and a direct 
recommendation of psychotherapy was | 
usually rejected. A more oblique thera- 
peutic approach was sometimes effective, 
The potential therapeutic usefulness of a 
convalescent ward in a general hospital 
is suggested. 
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DISCUSSION 


MancankT С. L. Girpra, M.D. (St. 1 
Mo.).—This paper presents a number 
interesting. points for discussion. It ha 
always impressed me that a hysteri 
symptomatology is a superficial man 
tion, one variety of "acting out," and 
tically always is covering some much m 
fundamental disorder. These authors m 
a good case for the basic dichotomy 
personality, similar to formulations made 
many different psychiatric philosophers 
cluding Jung, who separated sheep f 
goats, extroverts from introverts. Here Fair 
bairn is quoted as postulating a di 
mous substrate, depressive or schizc 
Rosenszweig calls these directions in thi 
personality extrojective or introjective. 

The first case presented is especially i 
pressive: the patient who showed no . 
apparent depressive tendency on examina- | 
tion even though a suicide attempt had been 
made. The second attempt was su | 
It seems to me that one must postulate | 
depressiveness in a case of that sort even if 
one doesn’t observe it. 

The authors formulate four kinds o 
basic disorders of structure in personalit 
which conversion symptoms may be used 
defend against. Depressive and schizoi 
adolescent ego problems, and lastly, nev 
rotic anxiety. These are not really so clearly - 
divisible in my mind as the authors make 
them appear. The neurotic anxiety of course 
appears in the other categories. The prob- 
lems of adolescence might be put into 
separate category but they also can be con: 
sidered as based on depressive or schizoid 
problems. | 

The term suggested by Whitehorn, the - 
histrionic personality, conveys an imme- 
diate sense of the shallow, largely un- 
conscious form of acting-out, that hysterical - 
symptoms betoken. This is similar to the 
Jungian concept of “persona,” which de- 
scribes the mask the person puts on to fill 
his role. In this histrionic individual 
mask is wearing the person, rather than 
the person wearing the mask. 
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is different from the factor of secondary 
which one practically always can 
te in hysterical females. In this 
particular case the compensation factor and 
the secondary gain I thought were identical, 
The symptom helped this man to deal with 
problems with his wife and business. I 
believe this is exactly the same motivation 
of many symptom patterns in women. 

I feel that these authors have taken a 
somewhat too pessimistic view of the treat- 
ment potentialities of the hysterical patient. 
They have apparently had the experience of 
seeing these patients fresh from medical 
clinics or medical services. The patient has 
probably been referred with a statement 
something like : “Your symptoms are noth- 
ing but . . . ". As a matter of fact I 
have often seen a statement of this sort 
coming from a referring physician serve | 
to relieve the symptom which had brought 
the patient in for study. Sometimes another 
symptom appears ; other times the patient 
may get on for a time with no further 
symptoms. We should not ignore the fact 
that this form of "reassurance," (or dis- 
paragement of the symptom), sometimes 
has a curative effect. In my own practice 
I have found hysterical symptoms were as 
easy to treat as any of the defense mech- 
anisms which the individual chooses to 
protect his self-esteem and personality with, 
and far easier to treat than phobic or 
obsessive defenses. I do certainly agree with 
these authors that the treatment of choice 
for the major hysterics is milieu therapy, 
combined with group and personal psycho- 
therapy, when possible. І am especially 
impressed with the value of the therapeutic 
community to individuals who are crippled 
with hysterical personality patterns. 
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lated to the naturally operating cerebral 
neurohumors, offers real possibility of sup- 
plying a rational basis for an experimental 
psychiatry, whose aim is to reproduce a 
reasonable semblance of clinical psychosis 
and study and manipulate it, so as to better 
understand and cope with naturally occur- 
ring psychosis. This is possible through the 
use of substances such as mescaline and ly- 
sergic acid diethylamide (LSD-95), which 
are capable of producing at will reversible, 
“chemical psychoses” including hallucina- 
tion in varying degrees. Such an approach 
tests the logical assumption that the hallu- 
cinatory manifestations exhibited by a var- 
iety of naturally occurring psychoses as well 
as the experimentally induced ones share 
much in common in the way of neural path- 
ways and mechanisms, despite the fact that 
the psychoses mentioned are far from one 
and the same. 

Perception is distorted when it fails to 
match reality. This implies continuous scan- 
ning of sensory inputs and comparison with 
Past experience or memory. Thus a mis- 
match normally would cause the input to 
26 judged unreal, while failure of proper 
judgment would result in illusion or, when 
the sensory inflow arises endogenously, in 

allucination. A dissociation from reality, 
erefore, might in fact represent a dissoci- 
ation between the parts of the brain re- 
Sponsible for handling information. The na- 
Те and site of such processes and their 
disturbances would be expected to play 
каронаш roles in the nervous system in 
ealth and disease. Since hallucination is 
E а prominent feature in psychosis, an 
5 ysis of the hallucinatory mechanism is 

Vital interest equally to the experimenter 
the clinician, Characteristically, such a 
Question begins and, with helpful inter- 
EIT—— 24 
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THE ACTION OF PSYCHOTOGENS AND А 
NEUROPHYSIOLOGICAL THEORY OF HALLUCINATION! 
The use of the psychotogens that are re- 


mediate steps utilizing other species, ends. 
in mam. P 


The brain can be looked upon as a 
munication and information h 


measured by sending in an electrical 
sage and recording electrically the at 
the synapse. The characteristics of synap- 
tic function, its distortion and restoration — 
can be heces and Касы: - ex- { 
perimentally ging en- 
vironment of the synapse. A suitable simple. 
pathway that we have utilized T 
in working with animal 

actions of psychotogens has been 
callosal pathway connecting symmetrical 
points in association areas of the optic cor- | 
tices of the two halves of the cat's brain(1), ~ 
Fig. 1. On initiating a test impulse (elec- — 
trically) in one optic cortex, the output 
message from the terminal synapses in the — 
contralateral cortex is recorded by a sur- - 
face electrode. By introducing the chemicals 
that act as tools in analyzing brain function, 
directly into the blood supply to the brain 
through the common carotid artery, we suc- 
ceed in achieving an effective concentration 
in the cerebral hemisphere on the same, in- ў 
jected side with almost no other complicat- - 
ing effects, since dilution in the general — 
blood stream lowers the drug concentration - 
to a level that is inadequate for actions else- 
where. In this way we have shown in the” 
cat brain, that serotonin(2), adrenaline and - 
noradrenaline(1) are neurohumoral inhib- 
itors at cerebral synapses and that mesca: 
line, LSD-25, and bufotenine which are _ 
chemically related to these cerebral inhibi- - 
tory neurohumors, have the same kind of. 
cerebral synaptic inhibitory action(3, 4). - 
This has led us to the theory that a disturb- 
ance of the equilibrium between neuro- | 
humoral inhibitors and excitors causes cere- - 
bral dysfunction and that the chemical 
psychotogens, mescaline, LSD-25, and buf- 
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= otenine, by adding to the inhibitory in- 
fluences created just this kind of distortion 
_ of the synaptic chemical environment with 
consequent dysfunction manifested by 
- symptoms characteristic of psychosis. 

- The pertinence of these findings to clin- 
___ ical psychosis is attested to by the fact that 
e clinically effective tranquilizers, as 

| would be logically predicted, prevent the 
synaptic impediment produced by psycho- 
- togens in our experimental animals(4, 5, 6). 

The question now becomes: how does 
- excessive or abnormal cerebral synaptic in- 
-hibition account for mental disturbance and 

— specifically for hallucination ? However, be- 
__ fore proceeding with this, we must compare 
‘data with a reported synaptic exciting 
. action of LSD-25(7). Upon whether we 
. ean reconcile such apparently contradictory 
-— data depends whether we may consider a 
unitary or a dual hypothesis to supply a 
- mechanism for hallucination. 

- . This requires the further inquiry into the 

- possibilities of relating units into meaning- 
- ful neurophysiological patterns, whose per- 

on by psychotogens and restoration by 
nquilizers suggests that they are the basis 
the behavioral patterns that have become 

ormal. In the visual system, as in the 
other sensory modalities, the inflow after 
sing through a subcortical relay station 
the lateral geniculate) divides into a 
Stream passing on as a main inflow to 
me primary cortical receiving areas and 
another Stream through diffuse. projections 
to association areas such as the ones inter- 
onnected by the transcallosal pathway 
bed above. This is schematized in 

ig. 2. It is the integration of the prim 
nt inflow with the feed back from the 
znals simultaneously received in the ref- 
ence or association areas that results in 
ultimate perception of the environment 

its stimuli. 

tis Possible by appropriate placement of 
ating and recording electrodes to 
ly and compare the two kinds of areas 
тагу and reference, or association which 
> already been distinguished histolog- 
ally(8) by the richness of the dendritic 
synapses (D'1, Fig, 2) in the associa- 
and the somatic (S2) in the primary 
ving areas. Fig, 3 shows that indeed in 
а nds ( 9), as well as reported elsewhere 
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(7), chemicals can appear to have different 
actions on the two sites, so that synaptic in- 
hibition in the reference areas may be ac- 
companied by enhancement in the primary 
pathway. This last is illustrated when 
stimulating the optic radiations and record- 
ing from the primary receiving cortex, This 
curious pairing of inhibition in the refer- 
ence and enhancement in the primary areas 
is found with moderate doses of all the 
synaptic inhibitors we have mentioned, in- 
cluding the neurohumors and the psycho- 
togens. However, it is not an inevitable re- 
lation between chemical effects on the two 
areas, since anesthesia in the form of pento- 
barbital depresses both areas in a parallel 
fashion. 

Further pursuit of the question has pre- 
sented us with both the answer and a con- 
crete set of examples of the mechanisms we 
believe responsible for the kinds of mental 
disturbance represented by chemical psy- 
chosis and for certain group of hallucina- 
tory phenomena. By simultaneously activat- 
ing with test impulses the visual primary 
and reference system and recording the 
electrical responses from the appropriate 
cortical sites, we have analyzed the manner 
of action of LSD-95, Fig. 3, and the influ- 
ence upon it of the interruption of a path- 
way carrying impulses from. the cortex 
restraining the subcortical relay through 
which the visual inflow must pass. The 
interruption is accomplished by a lesion 
in the lateral geniculate which is the sub- 
cortical relay. 

The left hand panel of the typical data 
presented in Fig 3 shows that for LSD-25, 
inhibition in the transcallosal is accom- 
panied by increase in potentials (down- 
wards instead of upwards because of spe- 
cial recording conditions) in the primary 
or radiation system. After the lesion the re- 
sults in the right hand panel show that the 
transcallosal system remained unaltered but 
LSD-25 now inhibits also in the primary 
system. 

The conversion from apparent enhance- 
ment to inhibition in the primary system re- 
veals that the true nature of the synaptic 
action of this group of psychotogens is ac- 
tually inhibition, in this instance of the cor- 
tico-geniculate restraining pathway thereby 


releasing the subcortical relay and facili-° 
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tating its output. The latter kind of action 
can be quite readily demonstrated by other 
means. Thus interrupting the pathway at 
its cortical origin by freezing, results in a 
marked enhancement. By this and by direct 
stimulation of the feed back pathway from 
cortex to subcortex, its postulated inhibitory 
nature has been confirmed, Fig. 4. 

We therefore appear entitled to a uni- 
tary view which says two important things 
relevant to possible mechanisms of hallu- 
cination. It says that the primary synaptic 
effects of psychotogens, exogenous or endo- 
genous, related to LSD-25 are inhibition, 
which may, because of special pathways 
inhibited, present itself as a release phe- 
nomena, and that the threshold for den- 
dritic synapses is lower. Therefore the in- 
itial action in the visual pathways is inhibi- 
tion in the association or reference areas 
and in the dendritic synapses constituting 
a smaller fraction of the primary receiving 
area and assumed to control the feed back 
quenching pathway originating here and 
terminating in the subcortical relay. 
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COMMENT 


Restated, the findings indicate in spe- 
cific ways how synaptic inhibition can con- 
stitute a mechanism of hallucination by 
virtue of a two-fold effect. One is the re- 
lease from cortical restraint, which is a 
familiar manifestation of incomplete an- 
esthesia, and for which we now provide a 
specific pathway in the visual system. The 
other and probably the considerably more 
important effect is the differential inhibi- 
tion of dendritic over somatic synapses, 
which, in addition to bringing about the 
release phenomenon, tends to impede com- 
munication with the reference areas, whose 
synapses are chiefly dendritic, and wherein, 
to the best of our present knowledge, re- 
sides the record of our experiences and our 
previous judgments. Diminished ability to 
scan these in order to evaluate present 
experience and place it in the framework 
of reality, would thereby lead to illusory 
and hallucinatory percepts. 

_ It seems to us that illusion and hallucina- 
tion are the same kind of aberrant reaction 
to stimuli, the former being to an identified 
stimulus in the external environment and 

е latter to an often unidentified stimulus 


that are more or less 
ing in the nervous system at 
lévels. Our neurophysiological 
tion leads to the concept that halluc 
and illusion thresholds are closely re 
and that measuring the latter, and th 
fluence upon it of subclinical, i.e., not fran 
ly hallucinatory, doses of psychotogens, 
serve as an index of hallucinatory 
tibility. 

The extent to which this neurophysiol 
ical concept of hallucination operates in 
psychoses, chemically induced or naturall 

and in neurological patients wi 
deficits in the visual association 
being tested by determining the response 
to a number of measurable, experiment: 
illusions of graded complexity and to the 
Rorschach test, as well as their modi 


mental animals. It is expected in this way 
to develop data that will critically test the 
hypothesis, which, stated in its simplest - 
terms, says that the form of dissociation 
from reality known as hallucination may 
sometimes result from an actual dissocia- И 
tion of primary visual inflow from its as 
sociation areas whose operation could have _ 
made possible a check with other cues and — 
especially with remembered, visual 7 
It should be pointed out that the pro- 
posed mechanism is conceived of as a 
neurophysiological basis for visual di 
tion from reality or hallucination, but not — 
necessarily Һе” only one. On the other - 
hand, since the psychotogenic actions are _ 
not unique to the optic system, the concept _ 
has applicability and plausability in other _ 
cerebral systems as well. pe 
A conceptual framework for organizing — 
our knowledge of the entity, psychosis, 
and its manifestations serves a variety of - 
important functions. Not the least of thi 
is the continuous ready testing it affords 
the matchings and analogies or deficits and. - 
inconsistencies from case to case and 


mentally induced psychoses. A concept 
distorted performance must arise from 
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INTRODUCTION 


A certain amount of interest has been 
raised in the subject of doctors as patients. 
Are they prone to certain illnesses ? What 
conclusions can be drawn regarding the 
stresses of medical practice ? What can be 
done to improve the medical care of physi- 
cians ? 

According to Dowling(1) physicians are 
particularly susceptible to certain illnesses. 
He has classified these as : 

l. Hazards peculiar to profession; in- 
fections (e.g. T.B.), radiation, and the 
misuse of drugs. 

2. Hazards due to the stress of work: 
vascular disease (especially coronary artery 
disease), peptic ulcer, suicide, alcoholism 
and narcotic addiction. 

3. Hazards characteristic of the favored 
socio-economic class : obesity, arterioscler- 
osis and diabetes. 

Evidently a number of conditions men- 
tioned as particular hazards are strictly 
in the field of psychiatry. Psychiatric illness, 
therefore, accounts for a considerable 
amount of the morbidity among doctors ; 
how much is very difficult to evaluate. 

Dublin(2) found 1 death in 4 among 
doctors between ages 45 and 65 due to 
Coronary artery disease. Compared with the 
general population in that age period, the 
tate of death from coronary artery disease 
is 80% higher among doctors. Work done 
Under emotional stress and tension may 
Бе very significant in relationship to the 
Incidence of coronary artery disease, a 
Subject of considerable interest in psychoso- 
matic medicine, Others(3) refer to coronary 
artery disease as the special occupational 

Zard of the profession. The objective of 
this paper is to review our experience in 
Private practice in the therapy of physicians 
Who have had psychiatric problems. 
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PHYSICIANS AS PSYCHIATRIC PATIENTS : 
PRIVATE PRACTICE EXPERIENCE ' 


MANUEL М. PEARSON, M.D., лхо EDWARD A. STRECKER, M.D.* 


A PARTICULAR PROBLEM OF PRIVATE nis 


The psychiatrist in private practice plays: 
a significant role in the treatment of doctors. 
To point this up, just compare the nun iber 
of doctors admitted to a public psychiatrie 
facility like the Philadelphia General E 
pital and the number admitted to a pri 
psychiatric hospital, the Pennsylvania E 
pital for Nervous and Mental Diseases. 
the year 1958, of 2,000 admissions, y 
one (1) physician was admitted to the 
psychiatric department of Philadelphia. 
General Hospital, while 12 physicians o 
of 441 (2.7%) admissions were patients at^ 
the Pennsylvania Hospital. x 

There are several good reasons for this, 
the main ones being the economic and. 
socio-cultural factors. The doctor 
ill expects private care, knowing full : 
the value of selecting his own pe 1 
physician. As a member of a profession, ^ 
he is in that social class level that bes _ 
to private care and generally can afford it. 
To preserve his professional status in a - 
community, he is often forced to leave 
home locale to enter a private hospit 
elsewhere, This frequently makes him 
eligible for care in the out-of-state pul 
hospitals. These same factors apply to 
members of other professions as v 
lawyer, dentist or clergyman. 
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INCIDENCE {5 
No опе knows exactly the incidence of. 
psychiatrie difficulties among doctors | 
a group. From Dowlings study(1) t 
occurrence is more than we gen 
assume. From a survey questionnaire of 
10,000 doctors published by Parke, Day 
Company,(4) .5% responded in the: 
tive regarding the presence of psychiat 
disorders. Two different medical scl 
classes reported that 64% of one and 1 
of the other have been or are under the 
care of a psychiatrist. In 1937, Strecker 
Appel, Palmer and Braceland(5) stated that — 
“slightly more than 46% of senior students ~ 
in a representative medical school suffer - 
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STATISTICS 


A total of 71 physician-patients were 
treated by one of the authors (M. M. Р.) 
and constituted about 3% of the total 

“number of different private patients seen, 
Or 4 to 5 patients per year over a 15 year 
period. In order to ensure anonymity, 66 
of the total will be reviewed, showing 
Statistical data age, sex, civil 
status, type of medical practice, diagnostic 
categories and therapeutic results. 


__ EARLY SIGNS OF EMOTIONAL DISTURBANCE 
The most prominent early sign of emo- 
tional disturbance in these patients was 
the manner of living a hurried existence, 
with a gradually developing chaotic every- 
day life regarding office rs, appoint- 
ments, eating and sleeping habits, and 
responsibilities. All of these signifi- 


_ the doubts slowly developed about ordin 

- office procedures with overconcern mdi 
Biving hypodermics, prescribing ordinary 

P or recommending newer drugs. 
P The doctor may become aware of tension 

апа excessive uneasiness when unable to 


make 
- finds 


7 


ап immediate diagnosis. Yet, he 
himself reluctant to refer patients to 
ultants for suggestions regarding diag- 
and treatment for fear of losing face 

manifesting his anxiety, 
irritability and 


. er 

. He 

frustratio tment prospects for 
_ ап illness are hopeless, All of 


own anxiety symptoms b 
ting to sedatives, alcohol and narcotics. 


STANDING UNHEALTHY LIFE ATTITUDES 
eral long standing unhealthy life atti- 
among these patients came to light. 
distinctive unhealth 

appeared in 


practice to respect his regular office 
no schedule breaks, no vacations, no 
cal exercise and no outside interests, 
lived a constricted existence, often 


ni 1 
ful about reading books and На. 


attending medical meetings for his pro- 
fessional self-improvement. His mor 
self-sacrificing occupational life only ex- 


posed him to chronic exploitation by others 
since he displayed his excessive need to 
suffer. As a provocative question Dr. Horst 
(6) recently asked, “How many physicians 
actually kill themselves by overwork so 
they will not have to bear suffering like 
their less fortunate patients ?" | 

This flight into work frequently repre- 
sented an escape from overwhelming per- 
sonal conflict. One physician with the 
problem of impotence worked every day - 
and each night as late as possible, obviously 
to avoid facing his marital problem. 

Another unhealthy personality trend re- 
volved about the illusion of being indis- - 
pensible. His increasing fussiness and 
perfectionistic drives with an overdeter- 
mined preoccupation about unimportant 
details added up to the image of being 
50 necessary. It was effective in constructing 
a life without pleasure. He was always 
"too busy" and there was “no one to relieve" 
him. Actually he saw to it that this was so. 

Life long patterns of behavior regularly 
resorting to uneconomical mental dynam- 
isms resulted in disturbances of varying 
degrees. These patients utilized denial, 
rationalization, reaction formation and 
overcompensation all too much. A striking 
example of denial and rationalization 

owed up in the narcotic addiction 
problem. These doctors took narcotics in 
spite of their previous academic training 
and understanding of drug addiction, deny- 
ing the fact of their own vulnerability and 
rationalizing their actions on the basis of 
a medical indication which was totally _ 
unreal. For instance, several patients used 
narcotics for an overwhelming sense of 
fatigue, hardly a therapeutic indication for 
such heroic measures, 

Being a doctor does afford an opportunity - 
for a life with a reasonable degree of in- 
dependence, but an excessive need fosters 
a drive for Power, prestige and recognition . 
in the form of rugged individualism, too 
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much competitiveness, and “playing God” 
(7). Several women doctors indicated that 
they selected a medical career to compete 
with men, or to avoid competing with 
women. 


DIAGNOSTIC AND MANAGEMENT PROBLEMS 


Obviously it is wasteful of an important 
human potential resource to delay diagnos- 
ing and treating a doctor with emotional 
illness. Generally speaking the sooner the 
diagnosis, the quicker the treatment and 
the greater chance for an early return to 
the important work of practising medicine. 
However, more often there is a considerable 
amount of hesitation and delay in getting 
the patient into active therapy. His own 
resistance is common enough, but frequent- 
ly it is the result of unwitting neglect by 
the family and colleagues who rationalize 
that he, as a doctor, ought to know when 
and how to take care of himself. He 
doesn't. 

His regression with illness can be quite 
complete and has nothing to do with his 
intellectual resources. He deserves just as 
objective a diagnostic study and recommen- 
dation for psychiatric therapy as possible. 

There is definitely an added burden of 
responsibility for the psychiatrist looking 
after a fellow physician. The stirred up 
positive and negative counter-transference 
feelings, especially the identification, are 
Well known. As a corollary, the cardinal 
Principle in treatment and management 
Consists in treating the physician patient 
аз any other patient, purposefully omitting 
the fact of his special medical education. 
t is improper to assume that his past 
Medical information adds up to special 
personality controls or particular immunity 
Tom emotional conflicts. 

: The management of the doctor-patient 

15 all too often complicated by stressful 

Situational problems. As an example, it 

5 frequently necessary to recommend treat- 

Ment in an enviroment some distance from 
€ locale of his practice in order to main- 

n his professional standing and ensure 
ture rehabilitation. 


TYPES OF TREATMENT 


Psychothera ient basi 
py on an outpatient basis 
Was the main type of treatment. About 


protection and support, for medical care 
of their toxic states due to alcohol or drugs, 
and for specific somatic forms of Баари 
such as electroshock (4 patients). With 
exception of 2 patients, the average hospital — 
stay was a little less than 4 weeks: 
was transferred to a closed hospital aa 
remained there 8 years before his discharge, — 
while the other was a patient in an open 
section for 9 months. Approximately one- 
quarter of the patients were seen in @ 
diagnostic and evaluation process or broke 
off treatment so early for varying reasons | 
that they can scarcely be i in 
evaluating the therapy of this entire group. 
Eighteen (27%) of our patients presented. 
themselves with the problem of addiction. 
Our approach to the management and - 
treatment of addiction centers upon two 7 
main principles: (a) achievement of. 
abstinence-a completely alcohol or dru 
free existence ; and (b) integrative 
therapy. Unless the patient has xe 
the point of accepting abstinence as his. 
only goal, therapy is valueless. There can - 
be no psychotherapy of any lasting worth so. Г 
long as the patient continues to take one |. ; 


drink or a “small dose” of medicine. 


RESULTS OF TREATMENT 


The problem of evaluating therapy pre- — 
sents its usual difficulties of no uniform 
standards and the too heavy reliance upon — 
the clinical investigator's subjective evalua- — 
tion. Taking that into account, we are im- - 
pressed with the fact that this group of 
patients is a very satisfactory one from the — 
treatment point of view. They have ай 
reasonable chance of good progress in — 
achieving the generally accepted thera- - 
peutic goals of becoming symptom free ШЧ 
developing emotional maturity and moving 
toward greater self-realization. 
These satisfactory results make us feel 
that the doctor's life, his education, training _ 
and daily existence, have many meaningful - 
values for the development of personality _ 
assets. Such areas of maturity can be ex- | 
plored and exploited in psychotherapy. P 
Below are the statistics on the patients | 
in this study. 1 


6. Type of Therapy 


Psychotherapy 46 
EST 4 
IST 1 
Consultation 

(or Counseling) 19 


7. Location of Therapy 


Recovered or much 1 
eia 28 (42%) 

Slightly improved 8 ; 
Мо change 9 $ (29%) 
Worse 2 
Consultation only 19 (29%) © 
Total 66 


SUMMARY 


Psychiatric illnesses account for a con- 
siderable amount of the morbidity among 
doctors. Although no one knows the exact 
incidence, the treatment of emotionally ill — 
doctors falls into the special province of 
the psychiatrist in private practice. Several 
significant early signs of emotional dis- 
turbance, particularly in the conduct of his 
profession, stand out; such as a hurried 
existence, self-doubts about the ordinary 
medical procedures, excessive tension when _ 
confronted with a difficult diagnostic prob- | 
lem, and gradual neglect of his practice. _ 
The most common long standing unhealthy — 
ife attitude was a morbid, self-sacrificing, 
driven existence, best described as mas- 
ochism since it always exposed him to | 
exploitation by others, M 

Much delay was the general rule before _ 

à doctor got into therapy, even though — 
therapy turned out satisfactorily in spite 
of stressful situational problems. While 
types of disorders ran the gamut о 
different diagnostic categories, the 
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_ physician-patient, purposefully 


ral practitioners made up this group. 
The treatment was largely outpatient 
psychotherapy. The cardinal principle in 
management consisted in treating the 
omitting the 

fact of his special medical education. 


CONCLUSIONS 


From the review of these physician- 
patients seen in private practice over a 
period of 15 years, several conclusions may 
be drawn : 

Я 1, Emotionally ill doctors do not seek 

elp for themselves early enough, neglect- 
ing emotional problems as they do their 
physical disabilities. 

2. Special emphasis should be paid to 
overcoming the usual resistance to the 
proper diagnosis and treatment of doctors 
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disorder. Twice as many specialists as 
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This paper describes the variations in 
Personality structure of the parents of 
schizophrenic children. The different types 
of manifest personality of the parents have 

' important implications for the treatment of 
the total family. 

Our research unit has participated in the 

"study of 40 schizophrenic children and their 
Lo at the outpatient clinic of the Judge 
] Guidance Center and 40 families 
with schizophrenic children at the inpatient 
setting of the Metropolitan State Hospital. 
The research material is drawn from long- 
_ term psychotherapy (1 to 10 years) with 
P both parents and child, diagnostic pro- 
es, psychological testing, and direct 
ervation of the parent-child interaction. 

e schizophrenic children of these parents 

are between 6 and 17 years of age and show 
‘no demonstrable organic pathology. 

— The problem of schizophrenia presents 
С Many facets for investigation. The relation- 
e E genetic(8, 9), socio- 
. logical ; chemical(2, 3, 7, 11) and psy- 
Lehological(1, 4, 5, 6, 12, 13, 14, 15, 19) 
p are being studied by many 
"investigators. The present research concen- 
trates on the А ade the personality 
] ena and psychogenic factors ob- 
- Served : 


logica 


in the families of schizophrenic 


Our interest in parental personalities 
eloped when we observed differences 
een parents of children seen at in- 
tient and outpatient settings. We found 
widely varying treatment and manage- 
nt procedures were required for the 2 
tings. For example, the schizophrenic 
id seen at the outpatient clinic more 
requently would have an intact family 
the father a scientist or university 
ssor, and the mother equally well 
ted and apparently competent, This 
uld be in marked contrast to the family 
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TREATMENT IMPLICATIONS OF A NEW CLASSIFICATION 
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background of some of the schizophrenic 7 
children at the state hospital who came from 
broken homes with deserting, psychotic, or 
alcoholic parents. Further study led us to 
believe that, in spite of the manifest dif- 
ferences in parents from the 2 settings, there 
were important basic similarities of path- 
olgy in the personalities of all these parents, 

Our central interest is the treatment im- 
plications of our classification of the parents, 
The specific pathology demonstrated by 
these parents occurs at 2 levels, which we 
describe in terms of core disturbance and 
superstructure. Regardless of the externals 
of their behavior, these parents all show 
a similar core disturbance. They express 
the fear that experiencing their inner ten- 
sions will lead to their own total destruction 
or annihilation. They may express this basic 
fear in many ways, and it may take a long 
period of treatment before they are able to 
verbalize any aspects of their fear. The 
stimuli which may threaten the parent with 
his potentially overwhelming anxiety are 
found in the entire gamut of non-differ- 
entiated emotions, e.g., anger, fear, or 
sexual excitement, associated with close- 
ness to an object—any of which can be a 
threat capable of mobilizing potentially 
overwhelming anxiety. In treatment the 
parents, particularly in the early contacts, 
act in ways designed to protect themselves 
against the arousal of their intense feelings. 
When eventually they are able to reveal 
their underlying fears, they often express 
them in terms of the familiar world de- 
struction fantasies of the schizophrenic. Not 
only do these parents devise defenses _ 
against external arousal of their inner 
anxiety, but they also develop pathologie 
defenses in order to cope with the anxiety 
itself. We find that these mechanisms 
which are developed to protect against 
the fears of annihilation are the familiar 
psychotic mechanisms which deny reality. 
Some of the parents function predominantly —.— 
at this level and demonstrate an overtly |. 
schizophrenic personality. The majority of 
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the parents studied also demonstrate various 
superstructures of personality ization 
which they use to deal with core 
disturbance. However, the predominant 
characteristics of their manifest personality 
constitute the basis for our separating them 
into 4 diagnostic categories arranged in 
order of increasing manifest disturbance. 
We observe also some mixed types with 
overlapping. Ё 

1. Pseudoneurotic. This group is anal- 
ogous to the parents of autistic children 
described by Kanner(10). They are fre- 
quently professional people often haying 
achieved to a considerable degree within 
their own circumscribed field. The fathers 
most frequently are teachers, scientists, 
communications personnel in radio and 

| television, engineers, and accountants. They 
_* use neurotic-like defenses (denial, avoid- 
| ance, rationalization, undoing, reaction for- 
| mation, compartmentalization, intellectual- 
ization, etc.) to compulsively maintain a 
rigid, stereotyped life situation, often func- 
tioning effectively in narrow areas of en- 
deavor. Close observation, however, grad- 
ually reveals their underlying psychotic 
mechanisms with their primary process 
phenomena, including disturbances in real- 
ity testing. These parents often clearly 
express their identification with the psy- 
chotic child, e.g., one mother who had 
completed graduate school education and 
Was very busy with numerous community 
activities, acknowledged that she too, had 
been isolated, withdrawn, and asocial when 
| she was growing up. Later in therapy, she 
explained that the family cat acted in many 
Psychotic ways just like her son; and then 
ter the mother herself meowed and made 
catlike motions on greeting her child. 

Social interaction in this group appears 
adequate superficially, but it is kept at a 
tolerable minimum and always has an 
impersonal quality. These parents use 
Various devices to control external stim- 
ulation from human sources, For example, 
Mr. Q brought his hi-fi phonograph records 
to a party in order to drown out the con- 
Versation and control the people. 

In treatment, these parents tend to be 
te regular in attendance, but we find that 
ao deal with therapy in the same way 

at they handle their child and other life 
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situations. There is 
hope that ad 
required forms of 
clinic, but not getting 
in the treatment, will prove sufficient. Ther 
is a tendency to discuss problems in ай 
intellectual way. Many are well read om 
childhood a, sometimes using 
the information as a further barrier to treat 
ment. In the initial stages of therapy all” 
areas of competence need to be su 
Social approval is very important to these: 
parents ; and their areas of adequacy can be — 
utilized to form a base of relative security” 
for later dealing with the more disturb 
features of their personality. Placing b ў 
for the child's illness is often attempted Бу 
one parent reviewing various taints in the 
spouse’s family. It is necessary to ref 
from questioning these defensive maneu 
until the treatment relationship gives t 
parents the security to face their feelings 
about themselves. RE 
in this group include actory labor, * 
nursing, teaching, and small business.oper- — 
ation. The ptom focus of this group —— 
is on the body in various ways, including —.— 
hypochondriacal fears and actual dc 
reactions. The hypochondriacal parents are: 
fearful of body deterioration or express m 
concern about body functioning, while the - 
parents with somatic symptoms suffer from — 
cardiovascular reactions, skin eruptions, и 
asthma, headaches, etc. 
These parents with somatic reactions — 
express the primitive thought processes of 
the schizophrenic. One mother with eczema 
thought of her skin as scaly and that the - 
scales could poison those around her. This : 
mother gave her schizophrenic child a 
scaly animal, an alligator, for a pet. The 
personality structure of these parents is in 
contrast to patients with psychosomatic 
reactions who express their conflicts at a- 
less regressed level of development. ALS 
though these parents with the somatic 
reactions may, like the pseudoneurotie, 
attempt to intellectualize and. deny, they | 
are more openly aware of their own 
pathology and their involvement in the 
child’s difficulties. In treatment, these par- 
ents, who are so fearful of their emotions, 
often convey their feelings through a body ^ 
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to a minimum 
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language. For example, one mother ex- 
pressed her feelings about а daughter's 

| wedding by having to go to the hospital 
with a simulated “heart attack,” which she 
herself later identified as a “broken heart.” 
In the treatment of these parents, particu- 
larly in the early stages, it is advantageous 
to relate to them around their concerns 
about physical illness, rather than confront- 
ing them with the underlying implications 
of their physical reactions. Only gradually 
| and much later, it becomes possible to 
| approach the deeper sources of their anxi- 


" 


ing, promiscuity, desertion, physical abuse, 
or in a more subtle form like occupational 
nee. n These parents of the e 

- phrenic are attempting primarily, by 
their antisocial behavior, to externalize the 
p anxiety associated with the 
" destructive forces they feel within them- 
selves. For example, the promiscuous moth- 
tr of a schizophrenic child said that she 
to engage in sexual activity or else she 

50 crazy. The antisocial behavior 

d parents serves to ward off their 
| underlying psychosis. This is in contrast to 
| the promiscuous delinquent who describes 
her behavior as a search for a missing 
— Parent. The delinquent patients with im. 
- pulse-ridden character disorders(12) do not 
Show psychotic mechanisms, have a relative- 


1 апу sustained treat- 
сни information is pri- 
Ostic s 
|. unsustained contact. a es 
— During treatment it is articularly im- 
— portant to understand that the antisocial 
__ behavior has meaning and is frightening to 
— these parents. They convey the concept 
that they are Swept into antisocial action 
Бу the overwhelming force of their anxiety. 

For these parents the stimulation of emo- 
tional interaction is particularly threatening, 
_ They may respond if first helped to develop 


an intellectual framework around which 
they can comprehend and contain their 
emotions. This may be accomplished by 
helping them see the patterns of their 
behavior in a time sequence without moral 
judgment or pressure to face the under. 
lying emotions. Later, they can be helped 
to approach their feelings more directly, 
These are particularly explosive parents 
whose fearfulness is equaled only by the 
potential violence of their acting out ; how- 
ever, if their imagination and intellect can 
be reached, they may be able to respond. 
4. Overtly psychotic. When we study 
these families we find farmers, junk dealers, 
clerks of many kinds, housepainters, and 
taxi drivers. These parents, from the point 
of view of adjustment to environment, are 
successful in their defense structure, 
Classical psychotic symptomatology is seen, 
such as hallucinations, delusions, and reality 
distortions. Some of these parents require 
hospitalization, while others are able to 
maintain themselves marginally within the 
community. In treating them it is necessary 
to be aware of the importance of the total 
family interaction. 


CLINICAL FINDINGS 


We studied the classification of all these 
parents, and we found significant differences 
between the populations seen at the Judge 
Baker Guidance Center and the Metro- 
politan State Hospital. There are pro- 
portionately more pseudoneurotic and 
somatic types of parents who come to the 
outpatient clinic, whereas pseudodelinquent 
and psychotic types predominate at the in- 
patient setting. 

When categories of parents are combined 
into a comparison of the community syn- 
tonic defense structure (pseudoneurotic and 
somatic) with community dystonic defense 
structures (pseudodelinquent and psycho- 
tic), the difference is significant at the 
-001 level. 

These differences in the incidence of 
family types in different settings have an in- 
fluence on the treatment planning required 
for the management of the case. 

We find that the parents of schizophrenic 
Children tend to marry individuals with 
a manifest defense structure that is similar - ^ 


CLASSIFICATION OF PARENTS ACCORDING TO PERSONALITY 
Jupce BAKER Сошднсв CENTER AND METROPOLITAN STATE Peu d 


Somatic Ee] 


Ee] 
Judge Baker 
Guidance Center 
Metropolitan 
State Hospital 
Totals 


Chi Square significant at р—.01_ 
Contingency coeficient—.29 


CLASSIFICATION OF PARENTS ACCORDING TO PERSONALITY SUPERSTRUCTURE 
Jupce BAKER GUIDANCE AND METROPOLITAN STATE HOSPITAL 


Community Syntonic 
(Pseudoneurotic and 
somatic) 


| TABLE В ч 


Judge Baker 

Guidance Center 

Metropolitan 
State Hospital 


Totals 


Chi Square significant at p—.001 
Contingency coefficient—.27 


_ TABLE C 
MARITAL ASSOCIATION OF PARENTS ACCORDING TO 


Pseudoneurotic 
RENE Co et LEM 


| „ (Somatic 


J Pseudo-delinquent Г 
ux o s oe | 7: 5 

Psychotic 

EIC. opas 

Totals 


P less than .001 
Contingency coefficient—.63 


Pathologic 


‘major differences in 
picture, The diff 


Tange from competent college professor to 
led worker. Some 


In the therapy for all of these parents, 
the ultimate goal is to deal with the core of 
defense mechanisms and their 
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TRIFLUOPERAZINE COMBINED WITH CHLORPROMAZINE 


JOSEPH A. BARSA, M.D., AN» JOHN C. SAUNDERS, M.D." 


In a previous study(1) on the treatment 
of chronic schizophrenics with trifluopera- 
zine (Stelazine) alone, it was found that 
this drug had an extremely potent anti-psy- 
chotic effect (i.e. combating the delusions 
and hallucinations of the schizophrenic) 

„With a minimal sedative action, and that it 
was most useful in activating the with- 
drawn, apathetic, disinterested, regressed 
patient. However, it was subsequently ob- 

+ served that many of these regressed pa- 
tients who were at first stimulated by the 
drug to a state of alertness and interest in 
their environment, later became more tense, 
irritable, hostile and even aggressive when 
they were maintained on trifluoperazine for 
many months. Furthermore, our study also 
showed that the usefulness of trifluopera- 
zine was diminished by the high incidence 
of extra-pyramidal side-effects, such as, 
akathisia, Parkinsonism and dystonic symp- 
toms. These were more marked as the 
dosage was increased (from 2 mg. q.i.d. to 
30 mg. q.i.d.). 

For these reasons, it was decided to com- 
bine trifluoperazine with chlorpromazine 
which has a greater sedative action and less 
extra-pyramidal side-effects. In this way, 

€ dose of trifluoperazine could be kept 
lower without sacrificing potency, and 
whenever increased irritability manifested 

.. Itself, the trifluoperazine could be reduced 
_ Still further and the chlorpromazine raised. 
_ One hundred eighty chronic schizophren- 
ic female patients were chosen for the 
Present study, Their ages ranged between 
D and 69, and they had been continuously 
ospitalized for 2 to 27 years. All had been 

| Teceiving tranquilizing drugs for at least 2 
Years with slight or no improvement. Sixty- 
nine patients were receiving chlorproma- 

© (Thorazine) alone, 110 patients a 

E ination of chlorpromazine and proclor- 
Berazine( Compazine), and 1 patient pro- 
+ °ТРегалїпе alone. These patients were 
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ч 3 
placed on a combination of chlorpromazine 
and trifluoperazine. The dose of "e 
azine ranged from 50 to 200 mgs. q.i.d., and © 
the dose of trifluoperazine from 1 to 10 mgs. 
b.id. They were kept on this combination 
of drugs for 4 to 8 months, and at the end — 
of that period their progress was evaluated | 
as follows : 8 patients were markedly im- - 
proved, ie, in remission and able to be 
released from the hospital ; 60 were 
ately improved, i.e., although not tk 
enough to live outside of the hospital, | 
were now usually cooperative, more n 
more interested in their environment, more - 
sociable, and more active in the hospital A 
programs ; 47 were slightly improved ; 35 К. 
were unimi and 30 were worse, be- 
coming restless, irritable, hostile and ag- — 
gressive despite adjustment of drug dosage. | 
In the latter group it was finally necessary - 
to discontinue the trifluoperazine, leaving А 
chlorpromazine alone. The disturbed e 
toms then gradually disappeared. It should — 
also be noted that 30 of the moderately im- ~~ 
proved patients and 28 of the slightly im- 
proved patients showed most of their im- 7 
provement early in therapy, but after — 
several months they began to manifest 
increased irritability and restlessness, neces- 
sitating a reduction of trifluoperazine and 
a raise of the chlorpromazine dose. {> 
In summary, although trifluoperazine is 
most useful in activating the withdrawn, a 
gressed schizophrenic, the drug often tends 
to produce increased restlessness, irritabil- 
ity, hostility and even aggression when it 
is used in long-term therapy. By combining ~ 
trifluoperazine with chlorpromazine w 
has a greater sedative action, we have been 
able to control the increased irritability in - 
most instances, without sacrificing anti- 
psychotic potency. е. 
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_ The recent clinical note by Ford(1), as 
well as papers by Mahrer, et al.(2) and 
— Ext(3), on mepazine (Pacatal)—induced 
heat-stroke has suggested that it would be 
useful to report on a similar kind of occur- 
| fence associated with the use of chlorpro- 
~ mazine. In all of these reports, heat-stroke 
is attributed to a peripheral atropine-like 
. action of mepazine or mepazine with pro- 
clorperazine. The almost uniform presence 
— in our cases of a sub-normal oral tempera- 
| ture would tend to suggest a different con- 
_ dition than that described by these authors, 
апа a mechanism other than the atropine- 
- like action of a phenothiazine. However, 
_ the inference that the two conditions may 
_ be related, as are heat-stroke and heat- 
- exhaustion, cannot be escaped. Based on 
Our observations, the phenomenon to be 
_ described is termed "light-exhaustion." 
_ __In the summer of 1957, about 40% of the 
Т5 boys, ranging in age from 12-16, resident 


© ing arrived at the playground T. 3. 
- time, they had playground. In this short 


— It was quickly noted that the boys were 

ually pale. The skin of ELA felt 
to be cold and wet. Pulses were determined 
and described as rapid, somewhat difficult 
to palpate, and in two i 
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headed.” With assistance and encourage- 
ment, three boys walked back to the build- 
ing. It was necessary to carry one of them. 
After 10 minutes of bed-rest, pulses became 
full but remained a little rapid. Within 30 
minutes, the boys were again "normal," 
subjectively and objectively. In the next 
few weeks, 8 other boys were similarly 
affected. By this time, we had started to 
take oral temperatures, which ranged from 
96.6? to 98.7°F. Most temperatures clus- 
tered around 97.6°F. Substituting thera- 
peutically equivalent doses of other tran- 
quilizers, or discontinuing tranquilizer * 
medication in some cases altogether, we 
experienced no further difficulties that 
summer. 

By the summer of 1958, having forgotten 
our previous summer's experience, we had 
30% of our boys on chlorpromazine. Another 
incident similar to the ones mentioned, this 
time involving 3 boys, again occurred. At 
this point, we kept all the boys indoors for 
a week while we changed tranquilizers 
from chlorpromazine to perphenazine ( Tril- 
afon) and had no further difficulties. In this 
past, very hot summer of 1959, chlorproma- 
zine was replaced early by perphenazine. 
There were no mass attacks of weakness. 

Prior to these incidents, the characteristic 
dermatologic and occasional systemic reac- 
tions due to the photo-sensitizing properties 
of chlorpromazine had been partially pre- 
vented through the use of sunhats and the 
somewhat bothersome application of an 
ultra-violet ray screening ointment. These 
precautions had not been needed for our 
negro boys, who comprised 10% of our 
population. 

Although the number of boys involved is 
small, it may be proper to report that not 
one suffering an attack of weakness was a 
negro. Further, it appeared to us that these 
incidents occurred only when the sky was 
unclouded, and that they did not occur on 
equally hot but slightly cloudy days. Also, 
they did not occur in the Unit proper which 
became very hot at times, being located on 
the top floor of a four-story brick building. 
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In summary, the occurrence of attacks of 
weakness in adolescent boys taking chlor- 
promazine, associated with very mild exer- 
tion, high environmental heat, and possibly 
more significantly, high energy levels of 
ultra-violet radiation, and accompanied by 
sub-normal oral temperatures, is reported. 
The low body temperatures noted, as well 
as the possibly significant role of ultra-violet 
radiation, suggest that the mechanism of 
this effect is a central one, rather than a 
peripheral atropine-like inhibition of sweat 


THERAPEUTIC IMPORTANCE OF EXTRA-PYRAMIDAL 
PHENOMENA EVOKED BY A NEW PHENOTHIAZINE 


JOHN DENHAM, M.D., anp DAVID J. E. L. CARRICK, M.R.C.S.! 


During a trial of 2-dimethylsulphamoyl- 
10-3 ( 4-methyl-1-piperazinyl)propyl pheno- 
thiazine, 7843 К.Р.,2 resemblance between 
the neurological manifestations induced by 
this drug and those occurring as sequellae 
of epidemic encephalitis was noted. 7843 
R.P. produces with more constancy and 
intensity than any previously tested drug, 
extra-pyramidal disturbances. These may be 
employed as therapeutic indices and disap- 
pear entirely after withdrawal of the drug. 

During the treatment of 40 male schizo- 
phrenic patients, with durations of illness 
ranging from 2-40 years and refractory to 
all forms of treatment, in a majority the 
state of akinesia without hypertonia; the 
akineto-hypertonic state; the hyperkineto- 
hypertonic state was produced, Excito- 
motor phenomena and autonomic distur- 
bances like hypersudation, hypersialorrhoea, 
and seborrhoea occurred in a number of 
patients. Tremors, myoclonic movements 
and inversion of the sleep rhythm were 
frequently observed, Additional signs and 
Symptoms, which increased the similarity 
to epidemic encephalitis, included painful 
Joints ; positive and inverse Argyll-Robert- 
son phenomenon ; ankle oedema ; and local- 
ES Sweating, erythematous plaques and, 
аа, hyperaesthesia of the soles. The 
E о appearance of the various symp- 
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A Бг 7843 was provided through the courtesy of 
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secretion. For the reasons stated, ted, we 
term, “light-exhaustion,” in ch га 


this phenomenon. 
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toms was also observed to be very similai 
to that of von Economo’s disease. 1 
Correlation of drug conditioned е› 
pyramidal disturbances with the thera: 
efficacy existed throughout the t 
Twenty-one patients have shown total 
mission of their schizophrenic sym; 
after producing marked extra-pyra 
disturbances. In the remaining 19 pa 
extra-pyramidal symptoms were less n 
and slower in appearance. Of these, 
have been very much improved ; 4 muc 
improved; 6 improved. The one fe 
has shown no effects of the drug at all. Th 
prophylactic administration of anti-parki: 
sonian agents, whilst reducing or abo. 
extra-pyramidal disturbances, redu: 
efficacy of the new phenothiazine. 
Delays "discontinuous treatment" w 
adopted, i.e. the patient receives gradua 
increasing doses of the phenothiazine un 
maximum muscular hypertonicity . 
achieved, avge. dose 30-50 mg. t.d.s.). Th 
level is maintained for 5 days wh 
drug is withdrawn. Improvement 
mental state usually occurs as the d 
induced neurological abnormalities dis: 
pate. Should total remission be achieve: 
that stage, a maintenance dosage of 24 
—10 mg. daily is given. If psychiatric 
toms remain, further courses of trea 
are started with the dosage which was 
viously found to produce maximum h; 
tonicity. Hallucinations and aggressivi 
haviour commonly disappear within 


ке —=——+- : 
hours of inception of the first course. 
_ "Defect States" may require several courses. 
р. SUMMARY 
The neurological manifestations evoked 
RP 7843 were observed to be analogous 
— with those of epidemic encephalitis. These 
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А recently introduced iazine de- 
- rived drug, thioridazine (Mellaril, TP 21), 
3 known chemically as 10-[2-(N methyl- 
eridyl) ethyl] phenothiazine hydro- 
is widely used as a neuroleptic of 
reduced toxicity and side-effects. 
- In a number of previously published rapid 
tests for various phenothiazine drugs 
) we pointed out the purpose and im- 
nce of objectively testing for actual 
g intake, primarily on the wards of 
l hospitals, in outpatient drug clinics, 
also in private psychiatric practice. 
the above-mentioned urine tests 
ed for specific drugs and specific 


reported 


urine 


c containing thiorida- 
Some extent and in a limited dosage 
do not produce sufficiently 
х уан over the entire 

e range Or | i- 
titative evaluation. aU A 


sie 2,500 
ormed by placing 1 ce, of urine 

tube, adding 1 б d 
g gently. The resulting color reaches 
if Respectively, Research Biochemist, Chief, Acute 


„and Director, Professional i 
| Brockton, Mass 50сы, УЛ. 


because of the associated therapeutic bene- 
fit but also for the control of dosage and as 
prognostic pointers. This sulphamoyl phe- 

ine is of extraordinary value in the 
treatment of all stages of schizophrenia and 
raises new theoretical considerations. 


A RAPID URINE COLOR TEST FOR THIORIDAZINE 
(MELLARIL, TP 21, SANDOZ) 


IRENE S. FORREST, Рн.р., 
AND AARON S. MASON, M.D.1 


FRED M. FORREST, M.D., 


its maximum intensity within 20 to 30 sec- 
onds, and is read thereafter against the color 
chart. In doses below 150 mg. per day, a 
pale purplish pink will result (the +- level 
of the color chart), with more intense purple 
to violet shades of color being formed for 
increasing daily doses to approximately 
1,000 mg., (++ to 4-4-4-4- levels of the 
chart). At drug intake of more than 1,000 
mg. per day, opaque, deep violet to blue 
reactions are obtained. 


RELIABILITY OF TEST, 
LIMITATIONS AND POTENTIALLY 
INTERFERING FACTORS 


The Mellaril color complexes are stable 
enough at all dosage levels to permit lei- 
surely reading against the color chart. No 
false negative tests have been seen to date 
in more than 1,800 urine specimens contain- 
ing Mellaril as the only phenothiazine com- 
pound. In cases of extreme urine dilution 
after fluid intake of 3,000 cc. or more per 
day, a urine of a patient ingesting e.g. 
600 mg. thioridazine per day might read only 
+ to ++, while a 200 mg. urine might 
appear negative. In these cases, as well as 
in testing urine specimens of patients re- 
ceiving less than 75 mg. per day, it might 
be advisable to double check by carrying 
out a supplementary and equally simple 
test for small amounts of all phenothiazine 
drugs(4). Two false positive tests have 
been encountered in a series of 500 control 
urine specimens free of phenothiazine com- 
pounds, They were due to the excretion of 
large amounts of antitubercular medication, 
especially paraaminosalicylic acid and me- 
tabolites thereof. No false positives in the 
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LAPID URINE COLOR TEST FOR 
THIORIDAZINE (MELLARIL, SANDOZ) 1 
а 
Place of urine in a test tube, add 1 cc. of test solution,* mix by shaking e 
gently. «low color development to reach its maximum intensity (20 to 30 _ 
secon then read against the color chart : a} 
E Г 
Daily Drug Dose: P 
ч ++ +++ ++++ 


75-150 mg. 150-450 mg. 450-800 mg. 800 mg. & over · 


* Test Solution consists of; 2 parts of 5% ferric chloride solution жш 
98 parts of 30% sulfuric acid (by volume). n 


Each color of the chart represents an average of 500 urine tests per dosage — 
level. At each level of intensity some deviations towards more pink or more — « 
violet shades have been encountered. х 
Unspecific darkening of urine on addition of test solution, and/or absence 

of pink or purple color development is considered a negative test. N 


even of large amounts of acetyl- 
acid and its metabolites were seen 
to the low pH of the mixture of urine 
reagent. (The total sulfuric acid con- 
on amounts to 15% which may cause 
“unspecific darkening of some urine speci- 
ї but precludes the false positive reac- 
due to urinary aspirin, commonly seen 
in the presence of ferric chloride at an over- 
all acidity of less than 5% of a mineral acid.) 
— Urinary bile metabolites arising at im- 
| paired liver function might conceivably 
_ yield false positive tests, but have not been 
— encountered in this series of 500 control 
urines. 
_ All urines from patients suffering from 
phenylketonuria react to some extent with 
- the Mellaril test reagent. The color de- 
| velopment in these cases ranged from traces 
——to the ++ level of the color chart in vary- 
— ing shades of pink. 


ministered simultaneously or previously 

discontinued even as long as 12 weeks 
e Mellaril therapy—interfere with the 
т interpretation of the Mellaril test, 


_ Chlorprothixene [trans-2-chloro-10-(3-di- 

opropylidene) thiaxanthene hy- 
tide] is a new, non-phenothiazine, 
nervous system depressant which is 
urally identical with chlorpromazine 
than for the fact that a carbon has 
substituted for the nitrogen in the 
thiazine configuration. Preliminary 
L and human studies seem to sug- 
that its pharmacodynamic and thera- 


sing in that they indicate a high level 
toxicity. 
5505 report pertains to 50 chronically 
Jehotie hospitalized patients with an av- 
age of 41 years and an average 
City of illness of 5.8 years who were 
ed to test the therapeutic efficacy of 
Apound. This test-group consisted 


1 CLINICAL EVALUATION OF CHLORPROTHIXENE 
I PAUL E. FELDMAN, M.D.1 


compounds, for which it is a potential, but — 
not an optimum reactant. р: 
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of patients in both "hyper" and "hypo" 
states and the majority of them were of the — 
schizophrenic variety. Eleven evaluators, И 
with an average case load of 4+ patients о 
participated in this study. E 


Prior to the onset of medication and at | 
two week intervals thereafter, each patient _ 
received a battery of liver function tests . - 
(Alkaline Phosphatase, Indirect van den 
Bergh, Thymol Turbidity and Cephalin 
Flocculation), complete blood studies in- - 
cluding micro-hematocrit and complete — 
urinalyses including a determination of _ 
urobilinogen. 

The usual tranquilizer side effects (фе, _ 
drowsiness, dizziness, ataxia, jaundice,  ' 
parkinsonism), were not encountered, Two 
patients, both receiving in excess of 300 
mg. chlorprothixene per day developed 
slurred speech. In one instance this was 
persistent and in the other was ameliorated 
by the reduction of dosage. 

In no instance was it necessary to discon- 


nue therapy because of adverse drug 
ts. The average duration of treatment 
t the time of final evaluations was 106 
days. Various dosage levels were employed 
by the individual clinicians. The usual 
ting dosage was 50 mg. b.i.d. or t.i.d., 
d some patients received up to 250-500 
mg./ day. 
_ The usual, intermittent, abnormal liver 
function tests were noted. These were in 
all respects similar to the sporadic, ab- 
-mormal readings encountered in unmedi- 
ated control groups of hospitalized psy- 
tic patients. 
; he most effective dosage levels appear 
_to be 50-150 mg/day. No particular ad- 
“vantage was apparent by exceeding this 
vel. Forty-five percent of the schizo- 
enic patients showed significant, overall 
ovement and 525 of the *hyper" states 
spective of diagnostic category) 
ed significant overall improvement, 
tive changes in mental status usually 


à .Ro 1-9569/12 is 2-oxo-3-isobutyl-9, 10-di- 
methoxy-1, 3, 4, 6, 7, lIb-hexahydro-2H- 
benzo quinolizine. 

he derivation of this compound from 
phenylethylamine and the similarity of its 


apeutic problem in mental hospitals. 
undertaken to test 
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Director of pigs Research, University Hos- 
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wotk was carried out usin funds provid 
ockefeller Foundation and the Feder font 
Ve would like to express our thanks to Hoffman- 
he Inc., for supplying Ro 1-9569/12 and place- 
and also to Dr, H. F, Osmond, the Super- 
of the Saskatchewan Hospital, Weyburn, 


[ April. 
became apparent at about the 10th to 14th 
day of treatment. The response of “hypo” 
state patients was disappointing, 21% show- 
ing a significant overall improvement, 

The target symptoms which appear to 
respond most effectively to chlorprothixene 
therapy are 1. Interest in environment; 2, 
Delusions ; 3. Hyperactivity ; 4. Hostility ; 
5. Combativeness; 6. Tension and 7. 
Affect. 

Upon the basis of this study it appears 
that chlorprothixene compares favorably 
with most of the phenothiazine tranquiliz- 
ers. It has the added advantage of being 
non-toxic and should be a valuable addition 
to our armamentarium of psychotherapeutic 
drugs. Because of its non-toxicity, it may 
be useful in the treatment of outpatients 
where adequate clinical supervision is not 
feasible. It may also be indicated as sub- 
stitution therapy in patients who have re- 
sponded adversely to a phenothiazine com- 
pound. 


TRIAL OF Ro 1-9569/12 ON A GROUP OF APATHETIC 
CHRONIC SCHIZOPHRENIC PATIENTS 


T. E. WECKOWICZ, M.B., Cu.B., D.P.M.,! T. WARD, М.Р. 
AND A. HOFFER, Рн.р., M.D.2 


Twenty chronic male schizophrenic pa- 
tients were chosen from a chronic ward of 
a mental hospital. The clinical picture in 
all the cases was that of profound lethargy 
and apathy. Over-feeding was a problem 
with many. The patients were rated on the 
Weyburn Assessment Scale. On the basis 
of this rating and also on the basis of the 
age and length of hospitalization, they 
were divided into two matched groups, 
10 patients in each group. The sample 
included a pair of identical twins who had 
developed schizophrenic illness within a 
few months and who presented identical 
clinical picture. One twin was included in 
the first group, the other in the second. 

A double-blind method was used; one 
group received placebo, the other received 
the drug. The trial lasted 14 days, during 
which time both groups received one 50 mg. 
tablet twice daily. After two weeks the 
patients were rated again on the Weyburn 
Assessment Scale and assessed clinically by 
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the psychiatrist in charge and the ward su- 
pervisor *. The patients were weighed be- 
fore and after the trial and also a white cell 
blood count was carried out. Blood pressure 
was checked daily. 

There was no difference between the 
groups on the Weyburn Assessment Scale 
at the completion of the trial. On clinical 
assessment, in the placebo group, there was 
no change in 8 cases, slight improvement 
in 1 case; 1 case was worse. No patient 
became more active. 

In the drug group there was no change 
in 4 cases, 2 patients improved slightly, 
the remaining 4, although no “improve- 
ment” was noticed, became more active. 
One of these patients tried to escape. In two 


* Neither the rater nor the nursing staff was aware 
of the hypothesis. They were looking for overall 
improvement rather than “overactivity.” 
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patients this “overactivity” became a prol 
lem from the point of view of nursing « 
and management. The other side effe 
were "hot flushes" in 2 subjects, and 
iness in 3 subjects. The identical twin 
received the drug became over-active. 
There was no change in blood p 
in weight, and in white cell blood co 
Thus one can conclude that, although 
9569/12 in the doses given does not b 
spectacular "improvement" in chronic 
ophrenic patients, it activates these 
and as a result, could make them 
cessible to psycho-therapy and group 
SUMMARY dEBO 
During a pilot study it was found | 
Ro 1-9569/12 tended to activate 
schizophrenic patients, although it c 
produce marked clinical improvement. - 
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DISCONTINUATION OF TREATMENT WITH ATARACTIC DRU! 
A Preliminary Report 


MARTIN GROSS, M.D., IRENE L. HITCHMAN, M.D., WALTER P. REEVES, M.D., Б 
JORDAN LAWRENCE, M.S., anp PAULINE С. NEWELL, M.S.? 


Thousands of patients are yearly released 
from mental hospitals after successful treat- 
ment with ataractic drugs. This preliminary 
Teport is designed to answer the following 
questions : should drug treatment in these 
patients be continued indefinitely or can it 
be discontinued without causing a relapse ? 
Can clinical or psychological investigation 
identify factors to guide the decision ? 


PROCEDURE 


A double blind study was made in the 
Outpatient department of Springfield State 
lospital under controlled conditions. Re- 
eased chronic psychotic patients were con- 
tinued on medication, generally with the 
Same ataractic drugs they were receiving 
9n leaving the hospital. All patients were 
pbserved for a preliminary period of at 
“a 5 months, during which they were 
29 regularly in clinic visits by a psychia- 

* This investigation was supported in part by re- 
a Brant $MY.2147 (R-1 ) from the National In- 

ae of Health, Public Health Service. 

Pringfield State Hospital, Sykesville, Md. 


trist and examined at least twice by 
chologist ; their families or careholders 
interviewed at least twice by а soci 
worker. Evaluations made during this p 
od served as a base line. Medication w: 
given in unidentifiable capsules or tabl 
The drugs used were chlorpromazine, 
phenazine, proclorperazine, promazine 
reserpine. ї 
At the end of the preliminary period or 
group, continued under the same regime 
constituted the control group. The rest r 
ceived the same number of unidentifiab! 
capsules or tablets as before but with d 
creased drug content. Thus, the amount of 
drug given was unknown to the patient, to | 
the treating physician, the psychologist and | 
the social worker. Patients were assigned ' 
to the two groups at random. They wer 
otherwise treated alike, being seen eve 
3 or 4 weeks by the гана hes a 
iod of gradual dose reduction (4 weeks 
to 5 ома чт 2 months) patients in 
the experimental group were receiving - 
nothing but placebo. a 
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months ; 2. All controls for an 

of 7 months; 3. All re- 
experimental subjects from the be- 
drug reduction to the time of 
All non-relapsed experimental 
for 7 months from beginning of 
tients served as experimental 


RESULTS 


tal subjects, 41 (73% 
Coe up Rp Ren toe 


ates of the incidence of thi- 
agranulocytosis re ter 
with the consensus being about 
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during the first 7 months, the percentage 
in the experimental group was 
B times greater than in the con- 


CoMMENT 


report indicates that 
medication with ataractic drugs should not 
be discontinued indiscriminately in chronic 
patients after their release from 
ospital At present we have no data dis- 
crimina between those cases in which 
ataractic drugs can safely be withdrawn 
and those in which they cannot. (We hope 
to be more specific about this point in our 
final report.) The relapse rate was some- 
what higher in patients with a diagnosis of 
catatonic schizophrenia or “depressive psy- 
chosis” (of any type), and in those under 
р treatment ; somewhat low- 
er in those with a diagnosis of schizophrenia 
other than paranoid or catatonic types and 
in those under reserpine treatment. There 
was no significant difference as to sex, age, 
length of stay in the community or dosage. 
Those who lived in the community alone, 
or in foster care, had a slightly higher 
relapse rate than those who lived with 
their families. Long hospitalization did not 
reduce chances for survival in the commun- 
ity. To the contrary, 4 of the 15 patients 
who weathered the 7-month period had 
been in hospital more than 10 years. 
Preliminary data seem to indicate that 
the relapse rate continues at about the 
same level even after the 7 months covered 
by this report. Therefore, we shall have to 
prepare our patients for the necessity of 
long continued medication. If a drug is to 
be withdrawn, it should be done gradually 
and under close supervision which should 
continue for a prolonged period after with- 
drawal. 
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1:700. The presence of anemia as а сот- 
Plication is exceedingly rare, and has in- 
variably been part of a pancytopenia. 

The following case is reported as an ap- 
parently unique complication of pro- 
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clorperazine (Compazine) administration, 
since the patient developed a severe anemia 
without evidence of granulocytic impair- 
ment. 


Case Report: A 25-year-old girl was hos- 
pitalized on February 7, 1958, in an acute 
psychotic state. During the preceding 3 years 
she had received reserpine, promazine, and 
perphenazine with no untoward results. 

The patients physical history was unre- 
markable, and there had been no previous 
anemia. The physical and neurological exam- 

© fnations were normal. The initial blood studies 

| showed : Hgb 13.3, RBC 4.25, PCV 42; WBC 
11,000 with 602 PMN's. On March 29th the 
hemoglobin was 15.1 grams, studies of 
liver function and post-prandial blood sugar 
were also normal. 

At no time during the hospitalization was 
there clinical evidence of blood loss. Menses 
were described as scanty. Dietary intake was 
adequate. 

After admission, the history of medication 
is as follows : Amobarbital, 0.1 to 0.2 grams 
h.s., until March 11th; proclorperazine, 180 
mgm. daily, begun April 3rd; neostigmine 
(15 mgm.) and methanesulfonate (Cogentin) 


(1 mgm.), begun April 24th. Weekly leukocyte. 


counts during the period of proclorperazine 
py ranged from 6500 to 9200. 

The patient began to complain of dizziness, 
weakness, and easy fatigability early in May. 
On May 16th, 6 weeks after beginning pro- 
clorperazine, the RBC count was 2.68 million, 
the Hgb 8.4 grams, and the PCV 23. Wintrobe 
indices were : MCV 85.8, MCH 31.3, MCHC 
36.5. All drugs were discontinued approximate- 
ly 7 weeks after they had been started, At 
that time the PCV was 24 and the van den 

test normal. Weekly blood studies were 
done thereafter, including a reticulocyte count. 
Several platelet counts were normal, as were 
Periodic WBC and reticulocyte counts. 
€moglobin determinations were 7 to 8 
grams until mid-July, when they began to rise. 
August 12th the hemoglobin was 9.6 
Sams. Ferrous gluconate, 300 mgm. tid., 
Eun on August 28th as a diagnostic 
кое. However, there was no reticulocyte 
| oponse, and the iron was discontinued on 
ber 17th. On September 26th the hemo- 


fending agent, if only because of the length - 
of time between its use and the 


known. Thus, we feel this case to be an 
unusual toxic complication of proclorpera- - 
zine therapy. ITE 
SuMMARY 
1. A case is presented of anemia attribut- | 
able to proclorperazine, without 1 


or other abnormality of the peripheral | 


blood. : 
2. The patient subsequently received 


wn 
"T. MA UB 


1 


243. 42Àhd De" oe” ios 


courses of triflupromazine and trifluopera- | 


zine without complications. 


Remarkable similarities in behavior have 
been reported in twins, but there has been 
only one documented case of suicide in both 
ы members(1). The following is a report of 
concordant behavior in twins, including 
uicidal attempts (one being successful), 
occurring during a close interval of time in 
different circumstances. 

_ From birth until age 25 these twins were 
not separated. They went everywhere to- 
her, received identical scholastic marks, 
cipated in like activities, entered upon 
itary careers together and received all 
their promotions on identical dates. 
"Their advancement in the military was very 
id and both were referred to as the 
of non-commissioned officers by their 
eriors. Direct reference was made to 
‘each twins close attention to details, 
marked conscientiousness and dependabil- 


h were married in their early twenties 
d had children of approximately the same 
Twin #1, at age 22 and 24, was hos- 
ized for complaints of nervousness, 
ness and “something I couldn't put 
finger on.” He received electroshock 
uring the initial hospitalization. Twin #2 
iid not appear influenced by these illnesses, 
monstrating jovial, outgoing behavior 
had always been more prominent in 
a in Twin #1. 
age 28 the twins were separated by 
g military assignments. They rarely 
onded and their awareness of each 
"s activities was indirect and through 
correspondence. Their successful 
ny careers continued on different con- 
ts, one in Europe and the other in 
ia. At age 30, Twin #1, was again hos- 
ed with complaints of uneasiness, in- 
ty to sleep and loss of appetite. He ex- 


С 1$uf Physician, Illinois State Psychiatric Institute, 
í go, Illinois. Appreciation is expressed to the 
on General's Office, United States Army, for 
cooperation, 
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SUICIDE IN IDENTICAL TWINS 


DAVID W. SWANSON, M.D.' 


pressed feelings of guilt, unworthiness, with 
suicidal intent. One month after admission 
he broke away from attendants and threw 
himself beneath a heavy military truck, 
receiving a serious chest injury. He later 
stated this was a planned effort at suicide, 
and there was no cause for question as to 
the sincerity of the gesture. 

The patient's wife was aware of her hus- 
band's suicidal attempt ; but Twin #2 and 
the remainder of the family, were only 
informed that he had experienced another 
"nervous breakdown." 

Approximately 4 months after the onset 
of symptoms in his brother, Twin #2 was 
hospitalized because of inability to con- 
centrate, loss of appetite, sleeplessness and 
something he was going to "straighten out 
himself." He expressed feelings of guilt but 
seemed improved after a short hospitaliza- 
tion and was released. He was observed by 
colleagues to become more quiet and intent. 
Then, unaware of his brother's suicidal ac- 
tion, this twin 3 months later was found 
dead by self-inflicted strangulation. 

Family History : The father, age 51, once 
threatened suicide by placing a loaded gun 
to his head. He was regarded as strict with 
his children and somewhat excessive in 
wanting them to excel. The mother, age 54, 
is described as tolerant, kind and under- 
standing. Both twins were close to their 
mother and felt she best understood them. 
A successful, well-adjusted brother com- 
pletes a family group described as close. 

Members of the family felt the twins to 
be identical. Their features, physical di- 
mensions, expressions and responses were 
strikingly similar. One of the twins com- 
mented, ^We looked so much alike, l 
couldn't tell the difference in our picture.” 


DISCUSSION 


Numerous similarities in achievement, be- 
havior and psychopathology are present in 
these twins. Features frequently concord- 


1960) Á 
ant in identical twins have been thoroughly 
discussed from a genetic viewpoint(2, 3, 4, 
5). Conclusions from these extensive studies 
indicate that the basic personality make-up 
is largely determined by heredity, and that 
adaptive failure follows a course primarily 
genetically determined. 
Kallman, in a study of 18 identical and 21 
fraternal twins, found they were discordant 
| for suicide with but one exception. This 
` single pair of twins known to have been 
concordant as to suicide killed themselves 
4 years apart(6). 
: Since the frequency of suicide in the gen- 
eral population is one in 10,000(7), and 
— identical twins represent 0.3% of the popula- 
tion(8), the likelihood of chance concord- 
ance for suicide is understandably slight. 
The foregoing is offered as an instance in 
which sincere suicidal attempts were made 


MULTIPLE TICS 


DORIS Н. MILMAN, M.D." 


Prompted by the article “A Clinical Study 
of Gilles de la Tourette's Disease in Chil- 
dren" by Eisenberg et al. ( Am. J. Psychiat., 
115: 8, Feb. 1959) and the exchange of 
correspondence between Drs. Rapoport and 
Eisenberg, I am moved to report a long- 
term experience with a patient with maladie 
des tics. 

In 1950 I saw and treated a boy, then 9 
years old, who had been afflicted from the 
age of 6 years with multiple tics, including 

izarre body movements and vocalizations. 
In early childhood he was hyperkinetic, 
rocked, and banged his head. At 7 years 
of age he was thought to have chorea and 
was treated with fever therapy. At 8 he 
developed severe asthma. When I saw him 
at 9 years, he was incessantly grimacing, 
arking, slapping his face, and twitching 

5 neck, shoulders, trunk, and legs. He 
compulsively verbalized obscenities and 
gave evidence of obsessive thinking. He 

ad been withdrawn from school because 
4 s bizarre behavior. His somatic activity 
aS SO excessive that he was unable to 
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during the same interval of time by id 
cal twins, in one twin successfully. 
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maintain an adequate caloric intake and _ 
was markedly malnourished. An electroen- _ 
cephalogram was normal. Intelligence was _ 
in the normal range with evidence of à 
much higher potential. Projective material zn 
pointed in the direction of neurotic develop- - 


ment. Р, 
I treated the boy with medication (drags E 
of the amphetamine series) and with week- _ 
ly psychotherapeutic sessions over à period _ 
of 1% years, with parallel sessions of guid- — 
ance for the mother. At the age of 11 years _ 
10 months the boy was free of tics, Һай | 
gained a lot of weight, had no obsessional | 
thoughts, and was attending school. At 13 — 
years he had a religious confirmation with- 4 
out undue reaction. $ Р 
In February 1959 I received a telephone - 
call from the patient's sister. He had been 
well through the years, had completed high. 
school, and now, at the age of 18, was in 
the army. The sister called to tell me that he | 
was being considered for secret intelligence А 
work and to ask if his past history would be ~ 
a deterrent. ; 
Although many neurotic elements were 
clearly identifiable in the clinical picture, 7 
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Of the three statues of physicians (Rush, 
Gross and Hahnemann) which stand in the 
| Capital City, one is of especial interest to 
{ members of the American Psychiatric As- 
| sociation, namely that of Benjamin Rush. 
Many Washingtonians are unaware of 
the fact that the “Patron Saint” of the 
Association has been thus i ч 
ТЕ they know of the existence of the statue, 
they may wonder why it; raised in honor 
|) of the Surgeon General of the Continental 
Army, should stand, as it does, on the 
"Brounds of the old Naval Hospital (now 
the Bureau of Medicine and Surgery) at 
23rd and D Streets, N.W. 
In view of the fact that Rush was the 
first American to write on mental disorders, 
"and that his profile appears on the Seal of 
(Gur Association, the Editor has thought a 
Rote, together with a photograph, to be of 
p sulicient interest to warrant publication in 
I the Journal. The author is greatly indebted 
Pto Rear Admiral B. W. Hogan, Surgeon 
General of the Navy and Honorary Fellow 
Of the American Psychiatrie Association, for 
the data on which this note is based. 

In 1896 the American Medical Association 
participated in the establishment of a Rush 
onument Committee under the chairman- 
Ship of Dr. Albert L. Gihon, then a Med- 

al Director in the United States Navy, 
obtained authority from the Secretary 
Е Ше Navy to erect a monument “upon the 
rounds facing the United States Naval 
museum of Hygiene.” The Army had al- 
y authorized the erection of a monu- 

to Dr. Samuel D. Gross, near the 
у Medical Museum (7th Street and 
dependence Avenue, S.W.), a fact men- 
Опей by Doctor Gihon in suggesting the 
Y useum site in view of Rush's early 
Jocacy of hygiene, Thus the interests of 
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HISTORICAL NOTES 


NOTE ON BENJAMIN RUSH 


the Army and the Navy were balanced! 
The committee óf the American Medical 
Association, under the 
J. C. Wilson of Philadelphia, 
general appeal for su. p 
5j 


William Osler, Dr. William H. Welch, 
Surgeon General Rixey of the Navy, Sur- _ 
geon General Wyman of the Marine Hos- — 
pital Service, Sir Frederick Treves, р 
Frank Billings, and Dr. Н. D. Holton. І 
The monument stands іп а onan -— 
eminence just north of the original build- 
ing of the U. S. Naval Hospital, on a base 
of granite, the base and effigy І 
about 17 Ж, Тһе front pene ЧИН the 
inscription “Benjamin , Physician WE 
and Philanthropist, 1745-1813." s 
clockwise, the next inscriptions are "Stu- - d 
dium Sine Calamo Somnium" (Study with- 
out a реп is folly) ; "The First American _ 
Alienist”; “Signer of the Declaration of ч, 
Ind dence.” 
Aa the photograph indicates, the monu- 
ment is а worthy memorial to а gre: 
physician and patriot and the father of — 
American psychiatry. a 


Winfred Overholser, M.D., 
Washington, D. C. 


E г The year 1959 was the centennial of the 


over the world learned societies have 
marked the event with conferences on 
- evolution. Knowledge of the evolution of 
the brain has advanced in the recent 
“decades, and physicians interested in brain 
_ and mind can learn much from the report 
. of these meetings. 
— Brain size is too often emphasized as 
rtant for intellectual capacity. Of 
se, a certain minimum size is necessary 
include all the nerve cells and fibres 
cessary for the processes of learning and 
adaptation ; below that minimum there is 
functional defect. Normal brains of Homo 
sapiens vary from about 1000 to 2000 
"grams. The brain of Anatole France 
weighed only 1017 grams, and that of 
Bismark weighed 1807. In any one species, 
‘size of brain varies directly with size of 
Jody; man has from 230 to 250 grams of 
brain per foot of his length. But between 
cies relative size of brain is of interest 
ly ae the weight of the various 
ts e brain appear to be positivel 
ted to the importance and tocar) 
the functions they control. The relation 
brain weight to the total weight of the 
y is too variable to be significant. 
ared to body weight, the brain of a 
- Japanese mouse is over twice as big as that 
a man! 
a The development of a head-ganglion in 
the nervous system had been going on for 
many millions of years before a vertebrate 
veloped a brain with even a primitive 
resemblance to the brain of a mammal. 
eontology gives evidence by endocranial 
asts that a reptilian ancestor of present 
day mammals had fore-brain, mid-brain, 
cerebellum and medulla arranged in a form 
esembling that of m 


a pea 
took 
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Iblication of Darwin's Origin of Species. ` 


BRAIN AND PERSONALITY 


But, as Rüger said to Tilly Edinger, it 
is impossible for one to grasp such figures, 
so he translated them into terms of one 
year: There has been life on this planet 
for about 2,000 million years; if one 
represents this as twelve months, fish de- 
veloped in October, reptiles in early Novem- 
ber, mammals in late November, and man 
at eleven-thirty on the night on December 
31st! In other words, man has existed for 
only % an hour according to this scale. 
With the vertebrate brain evolving since 
October, one cannot expect much struc- 
tural evolution to have taken place in the 
last half hour of December. 

The human brain had already attained 
its present state of anatomical complexity 
and functional potential in the Stone 
Age, some 50 thousand years ago. The 
evidence for this is found in paleolithic 
skulls and artefacts. The evidence from 
ancient history indicates that men like 
Pythagoras in the sixth centnry B.C. and 
Plato in the third, had brains just as good 
as present day savants. In fact the very 
formation of the first language was à 
constructive intellectual feat of the first 
order, and this was accomplished long 
before recorded history began. The fact 
that neolithic man did not produce an 
atomic bomb or write The Origin of Species 
was not because he did not have the 
brain, but because the experience and 
culture of a few thousand years was needed 
before man could accumulate the data for 
such intellectual feats. It is even probable 
that the functional potential of the human 
brain has never been fully used, the limit 
has never been reached. Occasional in- 
dividuals have perhaps approached it. They 
are scattered in time all over the span of 
recorded history, and the earliest of them 
seem to have been about as superior to 
common man, as the latest. One might 
ask how it happened that such a marvelous 
instrument as the brain was developed so 
long before it could be fully exploited. The 
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1 Personal communication, 


- answer is that it takes long training to use The resulting behavior 

any instrument up to capacity. Many organs transmissible, but e 

of many vertebrates have reached an evolu- dividing the species of man 

tionary development which surpassed en- differing groups. 

vironmental needs. All this indicates that Homo sapiens, 
The rapid civilization that has taken all his races, has an essentially s milar bti 

place during the known history of man is 

due to social evolution, not to anatomical young of any race can equal in intel! 

evolution. When man began to master his capacity that of any other. On 

environment he set aside the laws of Patagonia, Darwin wrote in his d 

natural selections. The “fittest” was no the voyage of H.M.S. "Beagle" : 

longer the best adapted to environment, “It was quite melancholy leaving 

but the one who circumvented the environ-  Fuegians amongst their barbarous 

ment and changed it to his advantage. With men—In contradiction of what has ¢ 

environmental pressure removed "natural' been stated, three years has been s 

selection has stopped changing man's brain to change savages into, as far as 

and cultural selection has exploited the complete and voluntary Europeans. 

brain with extraordinary speed and success. Stanley 


HUMAN BETTERMENT 


There are societies and organizations galore whose activities are concerned with human 


betterment in our day, and whose existence bears witness to the urge that is inherent in — 
so many of us to do something to help our fellows. There is a large body of good in- 
tention, backed by tradition and culture, and supported by wealth, whether of the indi- ; 
vidual or of the state, available for social hygiene. The question arises, is all this expen- 
diture of good endeavor directed into the channels which are calculated to produce the 
most fundamental, and the most enduring, benefits? I do ‘not think that they are. This 
does not mean that schemes for social hygiene are intrinsically unhelpful, still less does 

it mean that they should not be encouraged. АП it means is that, in the view of the 
eugenist—a view which I share with utter conviction—the economic advantages, using - 
the term in its widest sense, lie with efforts made towards racial betterment rather than | 


ith soci ice i i eration. 
with social service in a particular gen ЦАРИ. . 


PHILANTHROPY 


Have not hosts of intelligent and highly educated men and women—penologists, soci- 
ologists, psychologists, зу ИШ», jurists, and sheer philanthropists—labored at ne 
reform and refined the treatment of the delinquent until it may be said tae convict 
felon receives more social consideration than the law-abiding working man? That as | 
be a question which would not justify an unequivocal answer оп the part of counsel for _ 


the defence. Earnest A, Hooron, 
Er * » 


Former Professor of Anthropology, 
Harvard University. 


CORRESPONDENCE 


M- INTRAVENOUS PENTOTHAL WITH ECT 


Editor, Tue AMERICAN JOURNAL or Psycu- 
ATRY 


7 Sm: The question of using intravenous 
| Sodium Pentothal in electroshock therapy 
n when Anectine is used to prevent the trau- 
_ matic effect of the convulsive movement, is 
| still controversial. In the experience of the 
M Writer, its use is not necessary if, following 
injection of Anectine, a short prelimary 


anxiety and creating an 
whole treatment. 


=o 


- on. If Reiter's Molac No. 2 is being used, all 
is to give the Anectine, 
hen by pressing the button, give the shock 
prescribed below. If Reiter’s cerebral 
imulator is used, the current is turned on 
th the lower right hand button in the 
mple position. The current is set at the 
maximum, The shock is given by momentar- 
' itching the lower right hand button to 
eat,” and then switching again to “sam- 


í "After Anectine is administered, there is a 
ause of one or two seconds, then the 
minary, "anesthetic" shock is given, If 
machine is used, the button is 
ed for a period of one second ; with 
the cerebral stimulator, approximately two 
econds, This produces a degree of un- 
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E. THE AMERICAN JOURNAL оғ Psycut- 
© Sm : The American Journal of Psychi 

— for October, 1959 (Vol. 116, No. ty тй 
(a "Comment" by Charles E. Goshen, M.D., 


- titled "Interdisciplinary Trends in M 

- Hygiene Research and Training." “De 
= reports his classification (by meth- 
ods used and by professional specialties of 
_ principal investigators) of 947 research 
- grant proposals in the field of mental health 
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ROBLEMS OF PROGRAM ANALYSIS IN MENTAL HEALTH RESEARCH 


consciousness. After 10 to 12 seconds the ` 
treatment shock is administered in the usual 
manner. 

Occasionally, with the initial shock, a 
patient may cry out, fling his arms about, or 
half raise himself from the bed. If left alone, 
this is followed by subsidence into the semi- 
conscious state, in which the patient lies 
quietly, breathing normally, not responding 
to demands, etc. Most patients react to the 
preliminary shock by immobility and semi- 
consciousness, 

The rationale of waiting for a longer 
period after Anectine is given is not clear. 
The necessity for fibrillation to take place, 
thus prolonging the period after Anectine, 
may initiate some anxiety, and in the 
opinion of the writer, does not create as 
complete an anesthesia nor amnesia. Some 
patients, not all, recall the anxiety and may 
complain of having "felt" the shock. This 
may account for the need of using intra- 
venous pentothal. Eliminating intravenous 
Pentothal is perhaps of not too great im- 
portance, except in uncooperative and dis- 
turbed patients. However, its use does add 
some additional respiratory risk that can be 
avoided by the procedure outlined. 


Walter A. Thompson, M.D., 
Clinical Director, 
Pinewood, Katonah, N. Y. 


receiving U. S, Public Health Service sup- 
port in December 1958. 

The erroneous impression might be 
gained from Dr. Goshen's article that his 
break-downs are based on the total number 
of grants active in December 1958. It 
should be made clear that the mental health 
research grants described by Dr. Goshen 
were less than one third of those receiving 
U. S. Public Health Service support at that 
time. While it is difficult, in retrospect, to 


1990) — 


identify the exact number of active grants 
at any point in time, the approximate num- 
ber for the month of December, 1958, was 
825; analysis of the entire body of data 
might yield quite different results. Further- 
more, Dr. Goshen's data were derived from 
sources other than the complete files at the 
National Institute of Mental Health, 

To a degree, any general break-down of 
the content of a large research program 
must inevitably result in arbitrary cate- 
gories with some considerable overlap 
among them. Thus, for example, Dr. Gosh- 
en's 21-way classification by methods used 
includes the following : “psychological test- 
ing,” “psychotherapy,” “psychopathology.” 
Clearly, these categories do not comfort- 
ably belong within a single dimension; 
only one of them (the first) can be re- 
garded as a method. More important, a 
number of studies may have all 3 ingredi- 
ents—for example, a study of the interaction 
between therapist and patient, in which a 
battery of psychological tests is used as a 
method to measure the variables under in- 
vestigation. Does such a study belong under 


Editor, Тне AMERICAN JOURNAL OF PsycHI- 
ATRY ; 

Sm: I have recently had occasion to 
Speak with Julius Segal, Ph.D., who has 
begun the analysis of the NIMH data 
Which is referred to in Dr. Sapirs com- 
ment. My note in the Oct. 1959 issue of 
the Journal was a preview of this analysis, 
as interpreted by a psychiatrist. When the 
ММН report is completed it will most 
likely represent a different type of interpre- 


Editor, Tw; AMERICAN JOURNAL or Psycur- 
ATRY : 

Sm: I am writing to you in connection 
With what appeared as a "scientific neg- 
1Бепсе” in the otherwise excellent article 
of Dr, Rosenzweig on "Sensory Deprivation 
and Schizophrenia" in the October issue of 
e JOURNAL. 


REPLY TO THE FOREGOING 


SENSORY DEPRIVATION 


“psychological testing” or “psychotheray 
or “psychopathology ?" The decision « 
be dangerously arbitrary. ON 

Earlier this year, the Research orar 
and Fellowships Branch of NIMH initia 
a detailed analysis of the entire pro ram 9i 
research under its sponsorship which, it i 
hoped, will overcome many of the diffi 


ties inherent in a global, “one-shot” cl si 
cation scheme. A large-scale coding го 
gram is under way through which detail 
data about each project are being ext 


and stored for analysis via electronic ma 
chine methods. By recording hundreds 6 
items of information about the content anc 
methodology of each project, it will 
possible later to sort and combine various 
“bits” of data in ways permitting a variet 
of analyses of the overall program. — 
initial body of project data now be 
codified are all those which received NIME 
support during the fiscal year 1959. — — 
Philip Sapir, Chi 
Research Grants and Fellowships B; 
National Institute of Mental H 
Bethesda, 


tation, and this will probably be of | 
sort which could be most appropriat 
called “interdisciplinary.” It will undou 
ly be much more sophisticated and impre 
sive than my feeble sample. Let us 79 
that it will also be more accurate. ; 
much greater investment in funds and 
sonnel should make this hope a certainty, _ 


Charles E. Goshen, M.D., 
Bethesda, Md. 


Dr. Rosenzweig seems to have been 
unaware of the first studies on so-called - 
sensory deprivation in mental patients, - 
which were realized at the Allan Memorial | 
Institute under my direction in 1954. The - 
first of these studies was presented at the ~ 
Society of Biological Psychiatry in 1955 - 
and subsequently published in 1956 in Dis. ` 
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Nerv. Syst., 27 : 117. This was followed by 
three other reports, two of which have been 
blished : Can. J. Psychiat., 1: 60, 1956 
d Dis. Nerv. Syst., 18: No. 8, 1957. One 
port was presented at Symposium of Sen- 
sory Deprivation Harvard Med. School in 
June 1958. 

- The main reason for my bringing this 
matter forward is that several of the U. S. 
authors, who were well aware of the experi- 


ог, THE AMERICAN JOURNAL or Psycut- 


m: Thank you for sending Dr. Azima’s 


t work of Dr. Azima. I regret that 
за feels his work has been neg- 
the United States, but I do not 
d guilty to “negligence.” There was no 
mpt in my paper to make a complete 
of all work done on sensory dep- 
n. Had this been the case, many 
authors would also have claim to Dr. 
na's complaint. 
е intent of that portion of my paper 
n to a review of experimental literature 
er to cite some of those experiments 
symptoms characteristic of schizo- 
were induced by sensory depri- 
otherwise "normal" people. Dr. 


zima 


Out of one hundr 
side of the right. 


ments at the Allan Memorial Institute have 
neglected to mention in their published 
reports the above mentioned studies which 
had preceded their experiments and had 
tackled the problem from a different angle 
and for a different purpose. 
H. Azima, M.D., 

Assistant Professor of Psychiatry, 

Allan Memorial Institute, 

Montreal, P. Q. 


REPLY TO THE FOREGOING 


Azima, on the other hand, has been using 
perceptual isolation as a therapeutic tech- 
nique with mental patients who already 
demonstrate these symptoms to some de- 
gree. As Dr. Azima may recall, I tried 
to point out this distinction during the 
discussion of his fine paper at the Harvard 
Symposium. 

I trust that the publication of the refer- 
ences cited by Dr. Azima in his letter will 
enable many more people to become ac- 
quainted with Dr. Azima’s worthwhile 
efforts in this field, and thus perhaps correct 
what Dr. Azima considers to be an in- 
justice. : 


Norman Rosenzweig, M.D., 
Assistant Professor of Psychiatry, 
University of Michigan, 

Ann Arbor. 


BASIS OF ETHICS 
ed human beings fifty-one will be found in the long run on the 


—OrivER WENDELL HOLMES 


NEWS AND NOTES ks 


ÅLFRED Konzvsski MEMORIAL LECTURE. 
—The ninth annual memorial lecture spon- 
sored by the Institute of General Semantics 
was given by Warren S. McCulloch at the 
Plaza Hotel, New York, March 12, 1960. 
Dr. McCulloch is at the Research Labora- 
tory of Electronics of the Massachusetts 
Institute of Technology and was formerly 
at the College of Medicine, University of 
Illinois. 


INTERNATIONAL CONFERENCE ON GENERAL 
Semantics, 1960.—The conference will be 
held July 31-August 4, 1960 at the Univer- 
sity of Hawaii, Honolulu. Information may 
be obtained from the Institute of General 
Semantics, Lakeville, Conn. 


SECOND INTERNATIONAL CONGRESS OF 
Grouer Psycuotuerary.—The papers given 
at the Congress which was held in Zurich, 
August 29-31, 1957 have been published by 
S. Karger A.G., Basel, Switzerland. There 
are contributions by well-known representa- 
tives of various therapeutical orientations as 
well as a brief outline of the first Congress 
held in Toronto, in 1954. The papers are in 
French, English or German, The cost of 
the volume (pp. 596) is Sfr. 85. 


Тнівр Wonrp Concress oF PSYCHIATRY, 
First Announcement. —The Congress will 
be held June 4-10, 1961 in Montreal, Can- 
ada under the auspices of the Canadian 
Psychiatric Association and McGill Uni- 
versity, Those wishing to present papers 
should communicate with the General Sec- 
retary, Dr. Charles A. Roberts, Allan Me- 
morial Institute, 1025 Pine Ave. W., Mon- 
treal 2, P.Q., Canada, by September 1, 1960. 
The official languages of the Congress are 

nglish, French, German and Spanish. The 
executive committee are : D. Ewen Camer- 
on, M.D., Chairman ; Lucien La Rue, M.D., 

ice-Chairman ; A. E, Moll, M.D., Deputy 

ìce-Chairman ; Baruch Silverman, M.D., 

arman, Arrangements Committee ; C. A. 

Oberts, M.D., General Secretary ; Camille 

urin, M.D., Treasurer. The second an- 
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nouncement giving detailed informatior 
will be mailed to those interested in Sep- 
tember, 1960. aue 
University or Cuicaco Rorscuacn SEM 
Nans.—The Department of Psychology. 
versity of Chicago presents two Rors 
Seminars, July 1960 : id 
I. The Foundations. Basic problems of 
administration. Processing the association: 
Psychologie significance of the test vari 
bles. The whole personality in the Ro 
schach test, July 5-9, 1960. 
П. Advanced Clinical Intepretatio 
Overt symptoms and their underl 
source traits as leads to diagnostic dif 
entiation. The problems of differentia 
neurosis or schizophrenia ; organic or 
chodynamic reaction patterns. $ 
phrenia in children. Implications for 
ment. July 11-15, 1960. УУ 
Doctor $. J. Beck will conduct both 
nars. For information write to : Rorscha 
Workshops, Department of Psychol 
University of Chicago, Chicago 37, Ш 


Tue FIFTH INTERNATIONAL POLIOMY 
Conrerence.—The conference will be he 
in Copenhagen, Denmark, July 26-28, 1 
under. the sponsorship of the Natio 
Foundation and the Danish Infantile 
ralysis Association. The general cha 
is Dr. E. Juel Henningsen, Deputy M 
of Health of Denmark. 

Chief attention during this conferen 
will be given to the prevention of polio 
myelitis. The opening section will deal with 
overall viruses 1960. The second section 
will be a discussion of the present status of 
the killed or inactivated virus vaccines 
the third section will deal with all asp 
of the live attenuated virus vaccine. 

Further information may be obtained 
writing to Mr. Stanley E. Henwood, 
tive Secretary, International Poliomye 
Congress, 120 Broadway, New York 5, N 


AvstriaN MEDICAL SOCIETY ror PSYCHO- 
THERAPY.—On January 26, 1960, the Society 


held its 10th anniversary meeting in the 
auditorium of the Vienna Polyclinic. Pro- 
fes sor Dr. Viktor E. Frankl was elected to 
'the presidency. 
Tn the following scientific session, an ad- 
s on "Logotherapy" was given by Dr. 
onald F. Tweedie, chairman of the psy- 
ological department of Gordon College, 
Mass. Professor Tweedie is spending a sab- 
batical year at the Vienna Polyclinic where 
he is studying the psychotherapeutic meth- 
_ od developed there by Professor Frankl. 


* 


Dr. Freperick H, PackARD.—AÀ former 
edical Superintendent of McLean Hos- 
ital, Dr. Packard died in July 1958. He 

d been a member of the McLean staff 
fifty-two years. 


, going to McLean directly after his 
nship. During this long period of serv- 
he had one academic year’s leave of 
for study at the University of 
after which he served for a period 
gist at McLean. In 1919 he was 
Medical Superintendent, and 
n he retired ten years later he was 

Superintendent Emeritus. 


RSITY OF VincINIA SCHOOL or 
E Lecrures.—Under the sponsor- 
the Department of Neurology and 
atry in the medical school audi- 
February 26 at 5 pm. Dr. J. H. 
uas el, Professor of ЖЫ ыу at 
оС University and Director of McGill- 
[. Research Institute in Montreal, 
talk on "Biochemical Aspects of the 
in in Health and Disease." 
March 28 at 8 p.m. Dr. Joel Elkes, 
ef of Psychopharmacology Research 
T, National Institutes of Mental 
will talk on “Psychopharmacology : 
t Day Problems and Future Trends.” 


_ A. E. BENNETT Awanp.— The Socie 
Biological Psychiatry offers an deas 
ard made possible by the A. E. Bennett 
opsychiatric Research Foundation. The 
d will consist of $500, part of which 
be used for traveling expenses to the 


meeting. It will preferably be given to a — 
youngish investigator and not necessarily 
a member of the Society of Biological Psy- 
chiatry, for work recently accomplished and 
not published. The paper will be read as 
part of the program of the annual meeting 
of the Society and will be published with 
the other papers read at that meeting in 
the book: Biological Psychiatry, Volume 
III. The honorarium will be awarded at the 
annual banquet. Please submit papers in 
quadruplicate to Harold E. Himwich, M.D., 
Chairman, Committee of Award, Galesburg 
State Research Hospital, Galesburg, Illi- 
nois. Deadline for manuscripts is April 30, 
1960. 


AMERICAN Sociery or Group Рвүсно- 
THERAPY.—The 19th annual meeting of the 
Society will be held at the Barbizon Plaza 
Hotel, New York City, from April 27 to 29, 
1960. Kindly mail papers to P.O. Box 
311, Beacon, N. Y. 


Linpau Psycnornerapy Weex.—The 10th 
Psychotherapy Week at Lindau (B) under 
the direction of Dr. Helmut Stolze will be 
held May 2-7. The main theme will be 
group therapy. Films illustrating psycho- 
therapy willalso be shown. Training demon- 
strations will be given during the following 
week, May 7-14. 

For information address the Sekretariat 
der Lindaur Psychotherapiewoche, Mun- 
chen 2, Dienerstr. 17. 


MxNrAL Derecr Duk ro PHENYLKETON- 
urtA.—Dr. Paul H. Hoch, Commissioner of 
Mental Hygiene, announced that New York 
State will provide supplies of the necessary 
diet for patients requiring financial assist- 
ance. The diet will be supplied for all 
children up to the age of 5 suffering from 
the disease who are expected to respond 
to the treatment. An estimated 20 new cases 
of this rare form of mental deficiency 
occur each year in New York State. 

The operation of the pilot program, be- 
lieved to be the first state project of its 
kind in the country, will be centered at 
Letchworth Village, Thiells, under the 
direction of Dr. George A. Jervis. All cases 
will be reviewed in the project center, but - 
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the general medical supervision of the 
patient will be in the hands of the family 
physician. Supporting laboratory services 
will be provided wherever requested. 
Information on the service may be ob- 
tained from Dr. Jervis at Letchworth Vil- 
lage, Thiells, N. Y. 


JOINT INFORMATION SERVICE PUBLICATION. 
—Fifteen Indices has been issued by the 
Joint Information Service of the APA and 
NAMH. The tables indicate how all the 
states stand in relation to one another ac- 
cording to a mental health index or an 
index concerned with state and local govern- 
ment finances. Bar graphs for each state 
and the District of Columbia indicate where 
each state stands in relation to the U. S. 
average of the 15 tables. There are com- 
parative figures for 1956 and 1958. This 
aid in reviewing state and local mental 
health and hospital programs is available 
at $2.00 per copy from the APH-NAMH 
Joint Information Service, 1700 Eighteenth 
St., N.W., Washington 9, D. C. 


PsvcHoLocican ProsLeMs or MAN IN 
Space Fricur.—An article bearing this title 
by George A. Peters of the Douglas 
Aircraft Company, Inc. appeared in the 
March, 1960 issue of “Astronautics.” In it 
he discusses some of the psycho-social- 
sexual problems which may occur in 
Manned space flight and points out that 
careful selection of crew members is neces- 
sary because of the severe problems which 
may be caused by isolation, or close con- 
finement with minimal environmental 
Variety or activity or close confinement 
Tequiring constant vigilance or activity. 

The article suggests that a psychiatrist 
should be included in the crew because of 
the psychological problems arising and to 
Provide medical care in case of illness or 
Accident. In space flights which are of a 
scientific nature, the psychiatrist could also 

© engaged in research. 


1 Plebe s 


Corumsra Universtry DEPARTMENT OF 
SYCHIATRY,—John Bowlby, M.D., Deputy 
President, British Psychoanalytical Society, 
and Director, Department for Children and 
Parents, Tavistock Clinic, London, will de- 


liver the Sandor Rado Lectures at the 
Columbia University Psychoanalytic Glin 
on April 29 and 30. His titles : Anxiety and 
Grief in Infancy and Some Problems of 
Mourning. D 


Dr. Jones ArromvrEeD 8 


ment of Dr. Charles H. Jones, Supei Д 
ent of Northern State Hospital, Sedro 
Woolley, Washington, as Superintendent of 
the Butler Health Centre, Provide 
Rhode Island was announced February 23 
by Mr. Alfred H. Joslim, President of the 
Board of Trustees. Dr. Jones will assume his 
new post May 13, after having served as 
Superintendent of Northern State Hospi 
for more than ten years. 


' Laure, (Мр.) Sanrrarrom Firry-Frera 
Anniversary.—The establishment of t 
Laurel Sanitarium fifty-five years ago rec: 
one of the “wonder cures” bs ae . 
their day and passed away. In fact the birth” 
of the tierna and the death of the — 
"Keeley Cure" for alcoholism, alias a 
“Gold Cure,” coincided, and Dr. Jesse Cog- . 
gins, founder of the sanitarium was able to " 
purchase at a bargain price the near-by - 
Keeley Institutes, a summer hotel accom- 
modating some 60 guests, and transport it — 
bodily with all its equipment to his pro- ^ 
perty, where it forms an essential unit in - 
his ee Ke for. alla i 
Origi operating it for a es of | 
feat lent, Dr. Coggins has of late 
years restricted admissions to his hospital” 
to women requiring geriatric care and treat- 
ment. It is the only facility of its kind in the 
State of Maryland. t 


ЧЕ 


University or VimcrwiA Seconp BEHAV- 
10RAL Science Symposrum.—The Symposi- - 
um at the University of Virginia will be held 
April 4 and 5, 1960. Under the chairman: 
ship of Arthur J. Bachrach, it will be on” 
“The Lawful Nature of Behavior,” and wil 
include papers by В. F. Skinner, Donald В. 
Lindsley, Ernest R. Hilgard, William А, 3 
Hunt and Carl Pfaffman. Information те 
garding registration, housing, and fees may 
be obtained from Mrs. Katherine Tiffany, 
Secretary, Division of Behavioral Scien 
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946 (azine 
University of Virginia School of Medicine, 
Charlottesville, Va. 


Coxcnes pe PsvciaTIE er Dr. NEuRroLo- 


ant Syndromes” (P. Abely and P. Delaville, 
Paris), the division, “From 
Somesthesia to Somatognosis” (F. Lher- 
mitte, Paris) and the therapeutic division, 
_ "The Utilization of Analytic Data in Cur- 
rent Psychotherapy” (M. Eck, Paris). In- 
formation may be obtained from Docteur 
Paul Cossa, Le Secretarie General, 29, 
Boulevard Victor-Hugo, Nice, France. 


___ Fmsr Eprrion or MenicaL Dmecrory or 
ост ee printing of the first 
edition directory is nearing comple- 
1. Compiled with the co-operation of the 

\ Association of South Africa, it 
ontaín: detailed professional biographies 
d provides the only compendium of medi- 
Ж practice—administration, schools, re- 
е апа - Dh South Africa. The 

— retau price is $7.50 plus postage. As the 
Directory is being printed to order, those 


l desiring copies are requested to order in 
вае "shes we B. Crowhurst Archer, 
X , ting Company (Pty. 
-Ltd, P.O. Box 1509, 30-36 Baker i 
— Durban, Natal, South Africa. 


Ж INTERNATIONAL Concress or INDIVIDUAL 
y Psvcuotocy.—The congress will take place 
^. from August 28 to September 1, 1960, at the 
Neuropsychiatric Clinic in Vienna. The 

- theme of discussion will be “Theoretical 
| and Practical Implications of Social Inter- 

с est. Professor Dr. Hans Hoff, Chairman of 
the Department of Neuropsychiatry of the 
_ Vienna University, will be honorary presi- 
_ dent of the Congress; and Dr. Alexandra 
Adler, New York, President of the Inter- 
national Society for Individual Psychology, 


WEM 


will preside. For further information ad- 
dress Dr. Walter Spiel, International Con- 
gress for Individual Psychology, Neuropsy- 
chiatric Clinic, Lazarettgasse 14, Vienna 9, 
Austria. 


Seconp Unirep Nations Concress ON 
THE PREVENTION OF CRIME AND THE TREAT- 
MENT OF OrreNveRS.—This international 
congress will be held at Church House and 
Carlton House, London, England, from 
August 8 to 20, 1960. One of the topics for 
discussion will be *New Forms of Juvenile 
Delinquency : their origin, Prevention and 
Treatment." The government of the United 
Kingdom, acting as host, will sponsor an 
exhibition, visits to institutions, and lectures. 
Participants will include members officially 
appointed by their governments, repre- < 
sentatives of specialized agencies of the 
United Nations, and individuals having à 
direct interest in the prevention of crime. 
Applications for membership should be 
made not later than April 15, 1960. For 
information write to the Chief, Section of 
Social Defence, United Nations, New York 
17, N. Y. 


Tue ACADEMY or PsycHoANALysis.—The — 
annual meeting of the Academy will be 


held May 7-8, 1960 at the Hotel Claridge, 


Atlantic City, N. J. There will be morning 
and afternoon sessions on both days. In- 
quiries many be addressed to Joseph H. 
Merin, M.D., Secretary, The Academy of 
Psychoanalysis, 125 East 65 Street, New 
York 21, N. Y. 


Dear Memsper: The 1960 convention 
provides new air-conditioned—sound proof 
meeting rooms plus speeded up registration _ 
procedures and smoother direction. Name - 
“Talent” features wordless banquet for en- 
tertainment. Ladies arranging fashion show — 
—brunch and special luncheon. Multitude _ 
of modern hotel accommodations near by. 
Innovations in program make Atlantic City 
a must. 
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Tue American Boarp or PSYCHIATRY 
ахо NEvnoLocv, Inc.—The following can- 
didates were certified by this Board after 
examination in New York, №, Y., December 
14 and 15, 1959. 

PSYCHIATRY 

Abeles, Walter, Jum House, 67-41 Burns Sc, Forest 


Hills 75, N. 
Addison, Ruth Glueck, Pleasantville Rd., Briarcliff’ Manor, 
kison, 


HY 
Adlestein, Joseph, 229 Wood Sc, Camp Hill, Pa. 
Allinson, Elihu E, 11 East Chase St, Baltimore 2. Md. 
Akman Sidney Irving, 2603 North Fifth St, Philadelphia 33, 
a. 


Antonelli, Romano, 8 East 10th Sc, New York 3, N. Y. 
Arbuckle, Howard D., 1708 Aiken Ave, Cleveland 9, 


Ohio. 
Ashbury, Howard Hicks, Box 1080, Staunton, Va. 
Barad, Martin, 50 Fast 72nd St, New York 21, М. Y. 
Barnes, Francis F., Geor, n University Hosp., 3800 


Reservoir Rd., ЇЧ. W., Wasi 7, D. C. 
m. Bernard Michael, 722 Мен House Rd., Elkins 
» Ра. 

Blumenthal, Mortimer Jacob, 40 Ease 83rd Sc, New 
Bouma. Join ii. 2805 Byron Se. Si Spring, Md. 

ohn H., топ 5t, ver ing, Я 
Bradiow, Paul A, 1140 Fifth Aves New York 28, N. Y. 
Buchwald, Julius, 100 Eighth Ave. Brooklya 15. N. Y. 


Carr, Thomas Wood, 1300 Park Place, Brooklyn 13, N. 59 


Rochelle, N. Y. 
Crider, Donald B., 20 North Market St, Staunton, Va. 
Curtis, Thomas Edwin, Dept. of Psychiatry, University of 
North Carolina School of Med., Chapel Hill, N. C. 
Dachtera-Bobowski, Celina, State 'Hosp., Cin- 
сіппагі 16, Ohio. 
Day, Max, 1419 Beacon St., Brookline 46, Mass. 
ete, Thomas, 333 Cedar St, New Haven 11, Conn. 
Diels, Gero, 17536 Muirland Ave., c/o Gordon, Detroit 21, 


ich. 
Dolinsky, Aaron, 205 Soundview Ave, White Plains, 


Durant, Nancy Agnes, Box 674, Massachusetts General 
Hs i ae 14, Mass. Bi Cosi 
» Truman G., 60 Н: ., Manchester, 5 
Esquibel, Augusto Jo 2 E Read Ses Baltimore 2, Md. 
in, Simeon L., 120 East 36th St., New York 16, N. Y. 
ут уг ke Shirley M., 35 Shady Glen Ct, New 
elle, N. Y. 
Ee Jay W., Jr, 930 Madison Ave, Plainfield, N. 


Finger, Avram Carrel, 155 East 76th St, New York 21, 
Fisher, Alvin H., Jr, Abington Memorial Hosp., Abington, 
Hamm, Gerald Howard, 1225 Park Ave, New York 28, 


Furst, Sidney S., 4670 Waldo Ave., New York 71, N. Y. 
Gabriele, Domenic John, Anderson Hill Rd, White Plains, 


Galdston, Richard, 300 Longwood Aye. Boston 15, Mass. 
Gang, vine Vorhaus, 280 M coded "Ave. White Plains, 


Gaylin, Sheldo 
in, Sheldon G., 50 East 72nd St., New York 21, N. Y. 
бап, Willard M., 9 East 96th St, New York 28, М. Y. 
Ghia ss Bernard, 70 South Munn Ave., East Orange, N. J. 
Glick Burton S., 111-29—66th Ave., Forest Hills 75, N. Y. 
Сорап, Lewis S., 100 Eighth Ave. Brooklyn 19, N. Y. 
read Warne, РО, Box. 100, Fort Worth 1, Tex. EM 
à ^ 5 Reservoir Ave, Bronx 68, N. 1. 
(don, John Newton, 308A Stewart Ave, Fort Benning, 


Graubert, David Nuchim, 141 East 55th St, New York 22, 
Harding, George Tryon, IV, 445 East Granville Rd., Worth- 
t 10, 
ирег, Robert N., Dorothea Dix Hosp. Raleigh, ЇЧ. С. 
ris, James Radcliffe, Philadelphia General Hosp, 34th 
Harti and Curie, Philadelphia 4, Pa. 
Harford, James J, 97 Frederick St., Kitchener, Ont., Can. 
aycox, s T. 22 Winthrop Sc, Wer Newton 65, Mass. 
* » James A., Box 8, Waverly, Mass. . 
СЯ Robert F., 1619 South Fountain Ave, Springfield, 


Jonas, Murr, 
< ay, 2 East 65th St, New York 21, М. Y. 
Joren; George Clegg, 612 North Michigan Ave, Chicago 
Jordan, Fred 
E H., i ini N. Westmoreland 
AVES uin. Peer HIN Сш 


Longview 


Klein. Donald Franklin, 147:54—76 Ave, Floshing 
Krims, Marvin Bennet, 184 Ward Sc, Newton Center 
is, Jean-Louis, H 


Loeb, Laurence, 30 " . N. Y. ғ 
Malev, Milton, 67 East 8200 Sc, New York 28, N, Y. 
Mena. Walter, Massachusetts General Hosp., Fruit Sta 


Mele, 
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., 98-30—67t«h Ахе., Forest 
Herbert S., 110 Rd., New Haven 15, Cony HU 
Sarnoff, Charles A. $8-44—161st St. sn , N, Y. 
ae Jd se, New Yon js. NY, f 
jesse, 4 East 95: jv Yich 


Een 31 Haven 11, — 
E jami ood Rd., Boston 15, Mass. 
Shambaugh, Benjamin, 74 Fenwi 150. e 
pue oe Sure Hos dici Ars Bldg, 16th and МАР 
EO Philadelphia 2, PA i f 
-ehes Edgar 4 ., Baltimore 1, > 
Smith. James Edar, Ih. 74 раат Int. 1055» We ; 


Patrick R., 


? T 'oodl: Ave., S. Wu 
Stroo, Hans H., 3012 Woodlawn AS Bugalo 9, №. Y. 4 
Stulberg. Buron, 276 Lie Aen falo Chicago! S3 ИШ 


Tannor, Herman. 350 Cen рак Moe S1 NOD 

тес бза 000 REN Has Thee SE, New York, М.Ү, 
“Hans 5., 400 Forest Ave., o 13, N. Y, E 

eri Fick Jan, 17 Vermont Ave., Binghamton, N. Y. а 
"фаш Louis, 51 Brattle Sc, Cambridge 38, Mass., 


eai: Robert J. Ly 222 East 35th St, New York 16, 


E Thomas Glenn, 274 Commonwealth Ave., Boston 
Weinberg, “Martin Herbert, New Jersey State Hosp. at —— 
Hammonton, Paice Pl, Brooklyn 1, N. Y 
iner, Aaron D., 3 oe Pl., Br , N. Y. 
Wetkusn Sidney Lee, Suite 325, 2025 Eye St, N. W. 


| chi ешын los, 710 West 168 
"iP АУЕ The | сз m er He, Mak 

a › 2121 Highland Rd. Ana Arbor, М 

Langley Park, Silver Spring, Md. ER rs do сга DLE D 
yg! Donald W.. 1221—Sch Sc N. W.. Rochewer Mia 
“Ave: and. 100 S ¥ Ra x ^ Philadelphia 7, Pa. i | 
r. fe Dea Manaan Enon York eN P5 * S p. “Ж Overbrook Ave., Philadelphia 51 
Patrick F. Hosp, Sinton, David W., Albany Hosp. Albany 8, N. Y. 
West 168th SN York 2N. pem qao Yemin, Robert, зрна Нор, SU Ne Yak 25, NOS 
: New York 32, N. £ х *Denotes Supplementary Certification 


' “ARCHAIC AND MISCREANT BELIEFS” 


Worry about the problems of sin, of the origin of evil, and of predestination is, as _ 
Emerson said, evidence of “the soul’s mumps, and measles, and whooping-cough.” 
who worry about these questions need to consult a physician, and not a the- 
unless he happens to be one of that small group of clergymen who clearly 
nize the biological significance of religious problems. 
—Srewart Paton 
(Signs of Sanity, 1922) 


PROGRESS 


SIP Pipetite’ an шышы it 1 1 

am 5 word, but it is logically evident that it is illigitimate 

cm m. Wis a sacred word, a word that could only rightly be used by rigid believers and 
ur 


—G. К. CHESTERTON 
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Dedicated to the purpose of appraising 
problems in the field of mental retardation, 
the Conference, held at Portland, Me. from 
July 27 to 31, 1959, marked the first of its 
type to be held in the world. As evidence 
of the widespread interest, representatives 
from 33 foreign countries and from 40 
states of this country, attended. Although 
the Conference was primarily directed to 
physicians, the final session was opened 
to related professions. Total Conference 
attendance was a little over 600. Wives and 
families registering for social activities with 
the Women’s Auxiliary of the local medical 
association, which served as Hospitality 
gue for the Conference, totaled 

In addition to pointing up the need for 
continued research in the field of mental 
deficiency, one of the principal aims of 
the Conference was to continue the work 
begun in this direction through a permanent 
organization. To this end, a small group 
of physicians representing leading countries 
of the world met as a Steering Committee, 
chaired by H. Bair, M.D., Parsons, Kan., 
U.S.A., early in the Conference period, to 
consider the next step. After thorough 
deliberation, a permanent committee was 
organized and the decision made to hold 

e Second International Medical Con- 
ererce on Mental Retardation in Vienna, 
Austria, in 1961, Dr, K. Kundratitz of that 
city was named chairman. Other committee 
oen appointed were: J. D. Spillane, 
te Cardiff, Wales; H. Bickel, M.D., 
Marburg, Germany; H. Asperger, M.D., 
arsbruck, Austria ; T. Arneus, M.D., Stock- 

olm, Sweden; S. Nielson, M.D., Copen- 
A M Denmark ; G. Frontali, M.D., Rome, 
шу; F, Groer, M.D., Warsaw, Poland ; 

à, Minkowski, M.D., Paris, France; A. 
potas, M.D., Cordoba, Argentina; P. 

Owman, M.D., and H. Mautner, M.D., 

Ownal, Me., U.S.A. 

€ Conference program, designed 
‘round the daily о иса of scientific 
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papers in plenary sessions, followed by a 
discussion period, featured 35 speakers. 
Summary highlights of these papers in- — 
cluded : Reports about pathological findings 
in the brain of mentally retarded patients. 
(P. Yakovlev) ; malformations produced in 
animals by abnormal food, poisons, or othe: 
types of damage (J. Warkany) ; inborn 
metabolic errors explained by abnormalities _ 
in the enzyme function (D. Y. Y. Hsia); ` 
report on experiments concerning autonom- - 
ic regulation in the brain (E. Gellhorn) ; 
pathological findings in birth trauma and. 
asphyxia (P. Schwartz) ; relation of breath- | 
ing in the newborn to the acid base equilib- 
rium and its importance for asphyxia (L. 
James) ; observations in differences of me- 
tabolism and oxygen utilization in animals | 
before and after birth (W. Himwich) ; 
sequels of infectious diseases of the central _ 
nervous system in respect to mental devel- — ^ 
opment (H. Asperger) ; prenatal infections — 
and other results in mental development 
and malformation (J. Sutter); a report on 
the present knowledge of metabolism and — 
the amino acids and the diseases which are 
now considered to be related to abnormal- — | 
ities in the amino acid metabolism (R. - 
Paine); a survey of the chemical back- 
ground of lipid thesauroses including gar- 
goylism (P. Diezel); a report on metabo- 
lism of copper, iron, and lead and about _ 
related diseases with mental deterioration 
(J. Cuming) ; erythroblastosis as base of 
mental retardation (W. Zuelzer); recent 
findings of chromosomal abnormalities in 
mentally retarded persons (P. Polani); | 
childhood schizophrenia (L. Bender); - 
mongolism (C. Benda) ; and many others. — 
Scientific exhibits portrayed the subjects — 
of phenylketonuria (Centerwall) ; a simple _ 
method for the detection of amino-aciduria | б. 
(Ghadimi and  Schwachman); dietary . 
treatment of phenylketonuria (Paine) A. 
some rare types of mental deficiency (Pine- _ 
land Hospital and Training Center); tox- 
oplasmosis (Barr) ; atarax in the treatment 


of mentally retarded children (Carter) ; 
abnormalities in the region of the foramen 
magnum (Spillane) ; acrocephalo syndac- 
(Holzer) ; a significant collection of 
tions on many aspects of mental 
ency. These, together with several 
commercial exhibits, attracted the attention 
of a large group of delegates during the 
visiting periods accorded for this purpose 
at each session. 
Daily film sessions averaged an attend- 
ance of some 100 delegates. 
The Conference closed on the following 
_ mote : the unanimous adoption by the dele- 
ptos of a resolution to “recommend to all 
и of the World that sufficient funds 


x The report which follows has : 
Cd ERA been au 


1957 action of the Council of o niu 
upon recommenda- 
District Branches, 
the agreement between the two 
~ Parent groups that certification was an ac. 
- ceptable form of legislation for psychology. 
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E- RELATIONS BETWEEN PSYCHOLOGY AND PSYCHIATRY 


JOINT REPORT ON RELATIONS BETWEEN 
PSYCHOLOGY AND PSYCHIATRY 


be provided in their annual budgets for ir 
t and deepening of our prese 
сеси of Mental Retardation, and @ 
further its medical treatment, its social and 
educational needs, its research, and 
create a better understanding for the psy- 
chological, social, economic, legal and meds) 
ical needs of the mentally retarded indi- 
vidual.” a 
The Conference proceedings, includir 1 
the printing in full of the scientific paper 
presented as well as the ensuing discussions” 
on these, will be published and should be^ 
available in the spring of 1960. 
Howard V. Bair, M.D, 
Parsons, Kansas. 


another joint meeting of these two com- 
mittees to discuss further ways of establish- 
ing and maintaining liaison between our 
two professions at a dignified level as col- 
leagues in allied scientific disciplines. 
Joel S. Handler, M.D., 
Chairman, Committee on 

Relations with Psychology 


The psychiatrists were informed of the 
extended history that led to the action of 
the Council of Representatives of the 
American Psychological Association at its 
September 1958 meeting, and published in 
the December 1958 issue of the American — 
Psychologist. 
Members of both committees felt that — 
the Newsletter report of the American - 
Psychiatric Association under date of De- — 
cember 14, 1958 had not clearly interpreted — 
or defined the areas of agreement and disa- | 
greement between the two parent groups. — 
This present report is intended to clarify | 
the issues, representing as it does a joint — 
report of the two committees, ‘7 
The members of both committees felt it 
essential to re-establish more effective com- 
munication in order to avoid a continued — 
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public quarrel that might eventually dis- 
credit both parent groups. The public need 


is such and the professional manpower 
problem is such that both parent groups 
cannot fail to recognize the legitimate in- 


terests of society as a third party in their 
negotiations and in their interprofessional 
relations. 

Some part of the confusion and conflict 
appears to derive from a real ignorance on 
the part of psychiatrists and psychologists 
of the functions, roles, and activities in each 
others fields. A few statistics about the 
memberships of the parent groups are rele- 
vant in clearing up this area of misunder- 
standing. 

For example, the American Psychological 
Association presently numbers somewhat 
over 17,000 members, of whom 55$ pres- 
ently hold the Ph.D. degree; among the 
remaining 45$ are many who are in the 
process of completing this earned degree. 
Slightly under one-half of this total mem- 
bership find their primary employment in 
college or university appointments ; an ad- 
ditional 35 to 40% are employed by the 
Federal Government, state or local govern- 
ments, or by non-profit organizations in- 
cluding private hospitals and clinics. It is 
estimated that less than 5% would be found 
to be engaged in full-time private practice. 
The field of clinical psychology is the 
Specialized interest of a large number en- 
gaged primarily in institutional employ- 
ment. It is not known what percentage are 
Ш part-time private practice of psycho- 
therapy. 

The American Psychiatric Association has 
10,500 members. A statistical survey of 10% 
of the membership this year shows that 63% 
treat private patients, Of this number, 14% 

st no other professional activity, but 40% 
Who say they are in “full-time” practice do 
hold academic or clinic or consultative 
Positions of a service nature, and 3% see 
mY Occasional consultations. Sixteen per 
cent of the total membership work solely 
in hospitals, 13% engaging exclusively in 
Public hospital work, but actually 30% of 
„© Members do some work in public hos- 
ang One third of the membership hold 
nu demic appointments ; 25% work in out- 
ent clinics or social agencies ; although 


Ошу 3% do so on an exclusive basis. During 


the years 1956 to 1959, the membership 
increased 21% while the population 
per member has been 17%, 
To highlight the discussions the 
covered at this joint meeting appear b 
in numbered form : [. 
1. Regardless of the recent history of ine 
terprofessional relations, the basic so 
issues remain clear to the members of bot 
committees ; these social issues are the prob- 
lems of collaboration and supervision be- 
tween psychiatry and psychology in re ` 
crie in carae and | 
ucation, in psychotherapy, and in practice 
of the respective professional specialties, 
whether this practice be private, or 
institutional. These are the probleme wht 
ee 
tegrity for the тет! groups and - 
for the society which is served by be 


of extremely heavy case 


chiatry nor 
adequate job of supervision and 
Because of the pressure and the 
psychotherapy some individuals with : 
than adequate training are nevertheless 
encouraged to enter private practice pre- 
maturely. Instances were cited where psy- 
chiatrists too were deemed responsible for 
encouraging some psychologists to do this, 
and failing to provide adequate collabora- 
tion or supervision to meet the standards ` 
of either parent organization. Several psy- 
chologists felt that if there was more of a 
trend to private practice by their group it 
was of concern to them because it might 
vitiate their traditional academic and re- 
search position. Yet both groups recog- 
nized that there is a public demand for more | 
service which must be met. There was some _ 
discussion about the variable quality of 
training in psychotherapy of both psychi- _ 
atrists and psychologists, and further of the © 
dearth of published data on the supervisory 
process for either group. Here was an area 
where further collaborative research was | 
indicated. i 

3. The psychiatrists felt that the statistics 
presented for employment of psychologists 1 
were not really indicative of the trend to- —.— 
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psychiatry and psychology 
two committees will suggest hat 
branches of the American P 
Association and the state assod 
American Psychological > 
proceed to the establishment of 

essional committees to provide 
for local discussions and local com 
of the basic issues between the 


ШЫ 


4 
| 


t also seems imperative to member 
of both groups that some machinery be 


8. The committees discussed the im 
portance of communication between thé 
two central offices in Washington ; it ap 
pears self-evident that this situation ca 


private practice and psychotherapy, and 
the attribution of motivations, both groups 
argued about the relative weight of eco 
nomic forces. The necessity for the oppor 
tunity to obtain clinical material from psy- 
chotherapy for research in the understand 
ing of human behavior was recognized 
legitimate by the psychiatrists, although 
again, the question of a private-practice. 
setting for this was debated. Certainly 
neither group could evaluate with precisio 
the various motivations which operate i 
these areas of our interprofessional relations: 

10. It was compellingly clear to the mem- 
bership of the two committees that such 
meetings must continue ; we are presenting 
here this narrative account of the May 
meeting to indicate to our parent groups 
that discussions have been re-opened, that 
some progress has been made in difficu 
areas, and that we propose to continue these 
conferences after a lapse in relationships of 
almost two years. 
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акам» ix Fortxone. By Sigmund Freud and 
D. EF Oppenheim. (New York; Interna- 

tional Universities Press, 1958, pp. 111. 

$3.00 

The manuscript of this book holds con- 
mderable historical interest, Oppenheim, a 
professor of Creek and Latin at the Akade- 
misches Gynasium in Vienna, had dedicated 
to Freud one of his studies in classical mythol- 
egy. This led to a collaboration in this present 
work in 1911. Shortly after Freud left the 
manuscript with Oppenheim for his comments, 
the latter dissociated himself from Freud and 
the Vienna Psychoanalytic . The manu- 
script, the existence of which was E 
traced to a daughter of Oppenheim g in 
Australia ; it had survived travels from a con- 
centration camp to another continent, and 
was eventually acquired for the — 
Freud Archives, It is the only original Freud 
Manuscript written prior to 1914 which is 
Ее. The book presents the text both in 
and English, contains of 

the first manuscript page and of a letter from 
Freud to Oppenheim and a preface by Dr. 
Bemard L. Pacella, one of those whose efforts 
om acquisition of the text. of 

contents of the — consist 

brief items from German and folklore, 
indicative of two main themes. The first 3 


| 


of dreams. The second set of 11 references 
from the folklore deal with the Ee Fen 
9f the symbolism of feces in the of 

vp of dream which deals with bodily feelings 


Senital sensations tend to disturb sleep. 
The stories of these simple folk who "inter- 
c e bolin Ча cm | 
, either directly or gave í 
Freud the o а аео Tue Genenat Semantics ОР WALL STREET. 
artistic work, the theme of which may seem By John Magee. Sete Mass, : John 
common knowledge today, but which, € Magee, 1955, pp. 423. $12.00.) A. 
theless, will repa readers handsomel ‘ 
brief time that the reading takes. К This book is pc xim арр ee aa 
Norman Rewer, M.D. SERA р d 
Francisco. motivations and evaluations that commonly — 
ae * influence those who invest in the stock market, 
Tue Burg EwcvcLorAEDiA OF MEDICAL The roots of erroneous functioning to which ~~ 
Practice, Medical Progress, 1958. Editor Korzybski attributed much of human mal- — 
in Chief, Lord Cohen of Birkenhead. (Lon- adaptation are amply and vividly illustrated — 
: Butterworth & Co., 1958, pp. 352.) by the author in many attitudes adopted to- 
, Since the last war there has been sufficient ward Wall Street. Here, as elsewhere in human k 
і for the proper digestion of much of the conduct, he demonstrates the inaccurate, апд 


sometimes disastrous, results that may arise 
from assuming that the map is a real equiva- 
“ent of the territory, or from failing to dis- 
- tinguish between mere verbal constructs and 
the actualities of experience. Many of these 
ploits may to some readers seem little more than 
"truisms when they are merely stated in general 
terms. Mr. Magee by applying them in his 
" numerous concrete examples and relevant illus- 
trations shows that they cannot be lightly 
dismissed. 

The authors presentation of general se- 
mantics is lucid and readily understandable to 
- those unfamiliar with the more elaborate and 
‘technical exposition of Korzybski's principles 
embodied in Science and Sanity. Before turn- 
ing to the specific problems of the stock 
— market Magee demonstrates the faulty con- 
- clusions that can arise from popular but 
_ unwarranted, and chiefly unconscious, assump- 
tions that are, so to speak, built into our 
neural functioning, and which emerge unhap- 
B n the result of our efforts to evaluate and 

al adequately with our environment. In 
addition to its value for the ordinary reader 
| seeking a realistic orientation in the relatively 
circumscribed but complex set of forces that 
letermine the success or failure of financial 
investments, this volume can also be recom- 
mended as an interesting and sound introduc- 
tion to the discipline of general semantics. 

- Since so much of psychiatric theory and 
psychiatrie thought is today still at the con- 
i ae level it should be particularly helpful 
and a propriate for psychiatrists to consider 
ыу е numerous and impressive illus- 
trations in which the author shows how readily 
_ even learned and highly intelligent people can 
lose awareness that they are dealing with 
abstractions, and, lacking this pertinent in- 
mw work their way logically to conclusions 
of excessive implausibility. 
Hervey W. CrEckrEy, M.D., 
Augusta, Ga. 
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Edited by D. Brower and L. Abt. (New 
ES and Stratton, 1958, pp. 249. 


The first 2 volumes of this series appeared 
1952 and 1956. The present volume con- 
s 18 chapters arranged in 4 parts and 
tten by 20 authors. 

TThe introductory section reveals that clinical 


a 


to understand and to help individuals and 
of individuals in the conduct of their 

and interpersonal transactions." Yet, 

clinical psychology has not come of age 
scientifically or professionally. It tends to 
separate itself from experimentation, research 
and theory construction. Like much of psy- 
chology in general, it “is short on scientific 
and theoretical material.” Clinical psychology, 
says one of the contributors, now faces a 
critical struggle with organized medicine, 
organized psychiatry, and organized psycho- 
analysis. This struggle began when clinical 
psychologists entered independent practice. 
Here we interrupt our paraphrasing mood to 
comment on a gross inaccuracy in the text. 
It is true that a moratorium on legislation for 
psychology was jointly recommended by par- 
allel committees of the American Psychiatric 
and American Psychological Associations. Al- 
though this moratorium was accepted by the 
Council of the American Psychiatric Asso- 
ciation, it was never accepted by the American 
Psychological Association. The APA cannot be 
accused therefore of independently denying 
the moratorium, as is done in this book. The 
Council of the American Psychiatric Asso- 
ciation, rather, rescinded its approval of legal 
certification of psychologists because of mount- 
ing evidence that many psychologists were 
really interested in, and pushing for, licensure 
to establish themselves to practice on sick 
persons independently of medicine, and be- 
cause the meaning of legal certification was 
being misinterpreted by the public as licensure 
and as broad competence to care for the sick. 
Part two, the Psychodiagnostic Test Battery, 
reveals a wide variety of attitudes and prac- 
tices. However, many of the authors lean 
heavily upon psychoanalytic formulations. Most 
are inclined to regard testing as one way of 
placing individuals in situations from which 
they attempt to extract information about 
psychodynamics, psychopathology, personality, 
and diagnosis and to make recommendations 
regarding psychotherapy. The psychological 
examination tends to be considered as an 
interpersonal transaction between client (pa- 
tient) and psychologist. The tests are catalytic 
agents to facilitate the examiners' observations 
and inferences. Most of the authors take the 
position that the individual tests, especially 
projective tests, have low validity and low 
reliability. Thus a battery of tests is employed; 
and the assumption here is that somehow out 
of the battery a more meaningful description 
of personality may be obtained. Most fre- 
quently mentioned tests are the Rorschach, 


_ 1960] 
the T.A.T., the M.M.P.I., one of the Wechsler 
scales, Sentence Completion, and the House- 
Tree-Person drawings. Some of the authors 
believe that they must also interview the 
patient, sometimes at considerable length, to 
give the tests much meaning. The tests, in 
short are not objective. The results depend 
more on the experience of the examiner. In 
different settings the use of the tests may 
vary. For example, in an institution, the psy- 
chologist after giving many tests "chews over 
his results ad nauseam” before writing a 
report. When the psychologist works as a 
consultant to a private psychiatrist, the test 
battery frequently undergoes a suspicious 
shrinkage. And, the psychologist in private 
independent practice finds himself "slipping 
the client a quick Bender and sending him 
home with a group M.M.P.I. to be filled out 
between sessions." A further difficulty is that 
an adequate useful personality theory to which 
the tests many be related does not exist, These 
chapters suggest that projective tests reveal 
the theoretical biases, the clinical experiences 
and the personality of the tester as much as 
they reveal the personality of the person tested. 
In projective techniques the examiner projects 
himself into the results. 

The third section of the book, Changing 
Conceptions in Psychotherapy, discusses client 
centered counselling and psychotherapy. 
Freudian psychoanalytic progress, research and 
diagnosis in therapy, mysticism and psycho- 
analysis, group psychotherapy, play therapy, 
rehabilitation therapies, рака aids 
to psychotherapy, and newer approaches. The 
last section reviews clinical psychology in other 
lands, covering western and eastern sk 
and the United Kingdom. There, generally 
speaking, much of what is called clinical 
Psychology is closely tied to, or is in the hands 
of, psychiatry, and psychiatrists publish on 
on testing and do much of the projective 

sting. 

This book hangs together better than most 
Which have so many contributors. It is in- 
ormative, well written, and at points amusing- 
Y self-critical of clinical psychology. Wo 
Teading for those who wish to keep abreast of 
Current attitudes and practices in this field. 

P. E. Husrow, M.D., 
Department of Psychiatry, 
State University of Iowa, 
Iowa City, Iowa. 


An ANTHROPOLOGIST AT WORK. By Margaret 
Mead. (Boston : Houghton Mifin Com- 
pany, 1959, pp. 583. $6.00.) 

This biography by Margaret Mead brings 


together the principal writings of her te 
and friend Ruth Fulton Benedict. The 
contains Benedict’s important journal 
literary fragments, published and unpub 
poetry, and some of her co 
ticularly that with Franz Boas and Edw 
Sapir. Through her narrative and the present: 
tion of Benedict's work, Mead treats the rea 
not only to the hidden side of a social sci 
tist’s career but also to the ideas and 
dividuals which shaped the course of Ami 
anthropology, E 
Although Boas remains the dominant histori- _ 
cal figure, it fell to Benedict as his in 1 
successor in the Columbia University to pull | 
together the elements of a growing "science 
of man." In this role, Benedict brought to an- 
thropology her own unique background. An | 
overly sensitive and shy woman, her academi ei 
interests began in literature with a con 
for Ше meaning. Her early writings re 
an intense introspection. Later she found 
anthropology a vehicle whereby she co 
project this same search into the study i 
man. Although poetry remained of interi 
to her, it was in her prose that she so 
and beautifully presented her 
manistic point of view. Patterns of Culture re- 
mains her most imaginative and popular work. 
As a transitional figure in American anthro: 
pology, Benedict carried forward the Boas tra 
dition but added her own dimensions, While 
she continued to be concerned with culture - 
she turned to the individual as well and in- | 
veighed against those determinists who neg- a 
lected one or the other. This concern for the . 
interrelationship of the individual to his culture 4 
culminated іп her own “configurational” ap- 
proach and also greatly influenced Mead and 3 
Sapir, who were at this same time developing | 
their interests in the field of culture and _ 
personality. T 
This is a good book. Anyone interested in. 3 
the social sciences, their development, and : 
point of view will find this a valuable contri; ue 
bution, We are indebted to Mead for compil- - 
ing and presenting the writings of this gre 
woman in so lucid a style. ^ 
Rosert C. Daey, Pa. D., 
Toronto, Ont, К 
Hjir 
Tue Віктн оғ Normar Bases. By Lyon P. 
Strean, (New York: Twayne Publishers, - 
1958, pp. 194. $3.95.) 3 
Dr. Strean has for many years been inter- - 
ested in the effects of all sorts of experiences 
undergone by the mother during pregnancy 
upon the development of the intrauterine or- 


~ 
Y 


ganism. In the t book, which is appar- 

_ ently written En audience, the 
© author recounts his own tions on a 
T Variety of ad hoc cases—cases that have, 

T the most part, come fortuitously to his atten- 

L tion. It would be easy to dismiss Dr. Strean's 

> cases with the easy statement that they hardly 

T constitute adequate scientific evidence. Al- 

КИ rape иней rg caase, 

But Dr. Strean is well aware of the of 

T a planned controlled study with human be- 

T ings, and I quite agree with him that in the 

T absence of such studies the evidence presented 

| by the ad hoc case should not be hastily dis- 

— missed, Dr. Strean has, indeed, gone further, 

» and with Dr. Lyndon А, Peer has made a 

ive study on human mothers which 

disturbances 

are 

anomalies 

usually of the cleft- 

studies 

and Peer on mice yielded results 

their in- 

stress in the 

first trimester of 


tionary remarks to young people embarking 
on the creation of a family will serve a use- 


b _ Currone. By Frederick D. McCarthy. 
-— (Melbourne, Australia : Colorgravure Pub- 
| lications, 1957, pp. 200, $13.00.) 

This beautifully produced volume contains 
er 90 plates in color and numerous plates in 


been very considerable indeed. 
Asit.ey MoNTAGU, Pri. D. 


Brovocican. Рвүсшлтвү, Vor. І. Edited by 
Jules H. Masserman. (New York : Grune к 
Stratton, 1959, pp. 338. $9.75.) к 
This first volume contains the papers pres. 

sented to The Society of Biological Psychiatry, 
May 1958. Dr. Masserman's Presidential Ads 
dress again stresses the basic role of motivation, 
adaptation, displacement and conflict. Study, а 
diagnosis and treatment must be in terms of 
the uniqueness of the individual and the limits” 
of the situation. Among other papers, évoked 
yawning in monkeys is reported. The sexual 
behavior of cats appears to be largely a 
matter of experience rather than instinct. A 
contribution of Dr. James Papez (probably his 
last) is a posthumous fragment with a sug- 
gestion that the caudate and putamen аге 
dominant in toxic extrapyramidal efferent 
action by mobilizing cholinesterase. 

Twenty-two of the 26 papers were neuro- 
chemical, as: studies of reserpine, 
plasmin and triflupromazine with schizo- 
phrenia ; iproniazid in melancholia ; a research 
for alternatives to iproniazid ; a comparative 
study of phenothiazine tranquilizers; L.S.D. 
and mescoline studies. The uses of drugs im 
treating depression, and in research and treat- 
ment generally, are reviewed. A conditioned 
reflex technique is suggested for use in psy- 
siti diagnosis and for measuring the effect 

igs. 

Glutamic acid and glutamine appear to be | 
involved in the chemical maturation of the ~ 
brain, Increases of epinephrine and norepine- 
phrine follow E.C.T. Water intake and output —- 
varies with the mood level. Other reports in- - 
clude diethazine effects during E.C.T ; studies | 
of dimethylaminoethanol on evoked cortical 
activity and in clinical trial with normal and — 
schizophrenic patients; the effects of crystal- | 
ized adrenochrome ; the influence of person- | 
ality on the action of phenyltoloxamine and Дд 
reserpine. Chapman and Wolff find a po | 
in the c.s.f. in subjects with sustained у. i 
head pain. This finding appears also in young ` 
adult patients with chronic schizophrenia. 

The annual record of the transactions of 
this distinguished American group should be ~ 
of regular interest to those who wish to ke A 
themselves informed of the application of 
biological sciences to psychiatric problems. 

ALLAN Watters, M.D. 
Toronto, О 
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Cum лхо Insanrry. Edited by R. W. Nice. 
(New York: Phi i , Inc., 
1958, pp. 280. $6.00; 


This compilation of 12 unrelated essays 
contains two of outstanding merit, both by 
lawyers : Simon E. Sobeloff, formerly Solicitor 
General of the U. S. and now Circuit Judge 
of the U. S. Court of Appeals in Baltimore, 
presents a lucid and authoritative exposition 
and critique of Anglo-Saxon concepts of crimi- 
nal responsibility “From MeNaghten to Dur- 
ham and Beyond." This includes a trenchant 
criticism of the proposals by the American 
Law Institute. (The volume also includes a 
chapter by Herbert Wechsler, the principal 
proponent of the American Law Institute 
Code. Coherence and continuity would have 
been better effected had this chapter by 
Wechsler (XII) immediately preceded the one 
by Sobeloff (VIII).) 

Another chapter of merit is that by Wei- 
hofen. Incidentally the views of both Sobeloff 
and Weihofen have been widely publicized 
to psychiatrists and there is virtually nothing 
new in these essays. 

Davidson presents his views on irresistible 
impulse with journalistic effectiveness; they 
аге unexceptionable. An original and pro- 
voking sociological consideration of criminality 
is presented by Cressey of the University of 
California, 

The section authored by William F. Burke, 
Jr. identified as “Founder of The National 
Psychiatric Reform Institute in Albany, N. Y." 
contains some statements which are little short 
of astonishing. For example : 

"Operations without permission should be 
outlawed, and patients suffering from syphilis 
should not be forced to submit to spinal taps, 
ecause such spinal taps often injure the pa- 
tient, causing him to become a paresis case 
years before he would haye if the disease 
Were allowed to take its normal course.” 

Honest doctors admit that while there have 
een a few permanent successes with shock 
therapy—there have also been untold numbers 
of tragic failures. The human brain is the 
Center of the nervous system, the seat of con- 
Sclousness and volition. It is for this reason 
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life “to this glorious cause" and is “happy 
not (e, omitted—one of many misprints) that 
i in momentous and 


authoritativeness. Unfortunately his qualifica- —— 
tions and background are not spelled out. His — 
introduction does appear to reflect considerable — 
familiarity with the problem. 5 
All in all this volume, despite its shortcom- — - 
ings and misprints, contains enough of merit 
to warrant its purchase by psychiatrists with a a 
special interest in criminal behavior. : 
Harry L. Kozor, M.D., 
Boston, Mass, 


OSKAR VOGT, 


With the death of Professor Dr. Oskar 
ogt on July 31, 1959, in his ninetieth year, 
r one of the eminent international 
s in neurology and psychiatry of the 
alf of this century has passed. 
Dr. Vogt was the former director of the 
Kaiser Wilhelm Institute for Brain Research 
| Berlin-Buch, now in the Russian zone. 
| "The scope of this institution was shown by 

its departmental organization. There was 
lepartment of anatomy, headed by Cécile 

t; histology, directed by Max Biel- 
; human physiology ; experimen- 
electrophysiology ; human genetics ; 
al genetics ; chemistry and pharmacol- 

; psychology; engineering and elec- 
nics ; photography. 
skar Vogt was born in Husum, Schles- 
the son of a Lutheran minister. His 

hers in psychiatry were Otto Bins- 
ger (Jena, 1893) and August Forel: 

rich-Burgholzli, 1894). Asked by Forel : 
do you want to study ?" Vogt re- 
"Hypnotism and brain anatomy." 
inogenesis of the brain, which inter- 

Vogt intensely, was in those days an 
t issue, and from Zürich he pro- 
© Flechsig at Leipzig, who was 
thority on this subject. The years of 
saw him in Paris, doing ward 
| and laboratory work at the Sal- 
with Déjerine. Here he met Cécile 
| Who worked as an externe in the 
Pierre Marie at the Bicétre. They 
ed in 1899. And with this begins 
dyssey of this unique pair of savants. 
the beginning of the century, “the 
as they soon became known in 
tific circles, established a neurobiologic 
atory in Berlin, which after a few 
Was incorporated into the Univer- 
of Berlin. Here was carried on the 
of the structure of the brain, which 

time was in the hands of psy- 
and neurologists. In 1902 the 

| für Psychologie und Neurologie 
under their editorship. For 
е financial support of the 


M.D., 1870-1959 


neurobiologic laboratory came mainly from 
a strenuous private practice of neurology 
and the neuroses. 

So great was the success of the Vogts 
that in 1931 the imposing Kaiser Wilhelm 
Institut fiir Hirnforschung was built for 
them in Buch, a suburb of Berlin. The 
institute was financed by contributions 
from the German Reich, the State of Prus- 
sia, the City of Berlin, the arms manu- 
facturing Krupp family, and the Rockefel- 
ler Foundation. 

Early in their career, the Vogts were 
occupied with the investigation of the 
myelinated fiber systems. This soon led to 
more intricate studies, culminating in what 
is known today as myeloarchitecture of the 
brain. They also analysed the relationship 
of the myelinated nerve fibers (myeloar- 
chitecture), to the arrangement, number, 
size, and form of nerve cells within the 
laminae of the cortex (cytoarchitecture), 
with a view of subdividing the brain into 
regions of specific structure, i.e., into fields 
(architectonics). Much of the work on 
cytoarchitectonics was assigned to their co- 
worker Korbinian Brodmann (1868-1918), 
who during the period of 1901-10 was large- 
ly instrumental in establishing the science 
of cytoarchitectonics of the mammalian 
cortex. Some of this work has been criti- 
cized in recent years as not completely 
accurate. One should, however, not 
forget that such pioneering work can not 
be complete in the finest details, other- 
wise it would never see the light of publi- 
cation. 

Morphologic studies were only a part 
of the Vogts’ research. Starting in 1903, 
physiologic mapping of the cerebral cor- 
tex in monkeys became routine with them. 
They mapped altogether about 25 function- 
ally different fields, each of which was 
shown to have its characteristic cytoarchi- 
tectural structure. The importance of this 
work can only be appreciated, when one 
realizes that the functions of only six or 
seven regions of the cortex were known at 
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From: Grosse Nervenarzte, Band 11, 
herausgegeben von Kurt Kolle, 
Georg Thieme Verlag, Stuttgart, 1959. 
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t time. These studies, in turn, laid the 
mdation for O. Foerster’s (1919) map- 
of the human cortex by means of 
etrical stimulation. The maps of О. 
ter and of Oskar Vogt differed only in 
Ш detail, and in these, Foerster con- 
ded later that Vogt was correct. The 
d numbers employed by Foerster were 
e previously used by the Vogts. 
ГЪ: „ты names, especially Céciles, have 
| а permanently linked with diseases of 
th ы ganglia, to refer only to the 
— work on status marmoratus (a marbled 
“or mottled appearance) of the striatum 
‘in some cases of athetosis. Up to that time 
athetoid and choreiform movements were 
dered a hysteroid manifestation. The 
eteristics of the glial pattern (glia- 
tonics) and the vascular pattern 
ioarchitectonics) of the basal ganglia 
first mentioned by them. 
The Vogts’ many observations appeared 
П Monograph form or as regular publica- 
üs, written either in the German or 
nch language. 
Oskar Vogt was also an expert in ge- 
the new science which revolution- 
Since 1900 the entire field of biology. 
t was possibly due to Forel's interest in 
studying ants to determine race differences 
n the standpoint of behavior, that Oskar 
ОБЕ became an avid collector of bumble- 
and beetles. In the quest of these 
ts the Vogts traveled to the Caucasus 
noun ains, North Africa, Balearic Islands 
the сае гапда and to the Balkans. 
e collection finally numbered approxi- 
у 400,000. One rare specimen cost 
m the equivalent of 100 U. S. Dollars. 
new species were discovered by the 


e interest in bumblebees and beetles 
an im entirely different objective from that 
Е Forel's study of the life of ants. Vogt 
interested in the laws underlying ge- 
mutations, and thus concentrated on 
Variations of the color bands in bum- 
es and in the size, shape, and position 
Color spots on the wings of beetles. He 
nded that just as the body hair and 
I Spots of these insects are subject to 
tion, so is the brain of man subject to 
variation, even so far as indi- 
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Ecc, combination of genetics, 
field mapping, and ко e 
perimentation, some of the latter d 
their daughter Marthe, furnished the È 
wark to the Vogts' theory of "pati 
later applied to diseases of man. In d 
connection, they created the pesse o 
“topistic units,” which, in a re е 
physiochemical units, coi 
ly to anatomical fields. Individual cl 
istics within topistic units were balle 
sible for their varying | 
succumb to a great variety of noxious 
and to genetic defects. For this 5 
topistic reactivity, Oskar Vogt coined in я 
1922 the term “pathoclisis.” He design T 
for instance, the striatum and the g 
pallidus as two separate topistic - 
Thus, the tendency of the globus palli 
to bear the brunt of the attack in 
bon monoxide poisoning, or the selec 
damage of the substantia nigra in | 
Economo’s encephalitis, was to them m 
readily explicable on this basis ‘oe 
peculiarities of vascularization, as ac 
cated by others. à 

Not being in sympathy with the dose t 
of the Nazi party, Oskar Vogt resigned from — ^ 
the directorship of the Berlin institute. 
With private means and assisted by the 
wealthy Krupp family, the Vogts built their 
own brain research institute deep in the _ 
scenic Black Forest, on a sunny hillside — 
above the town of Neustadt, in Southern _ 
Germany. Here they could and did work 
undisturbed. Cécile, liking sunshine and f 
warmth, would have preferred to build the 
institute in Southern France, but existing x 
foreign exchange restrictions prohibited this 
desire. - 

The brains for their studies came now ^ 
from the not too distant University of. 
Freiburg, where Ludwig Aschoff was pro- — 
fessor of pathology, and from other univer- | 
sities. The Institute at Neustadt houses! 
serial sections of over 500 brains. In this 
collection are also to be found the “élite” 
brains of many distinguished persons, in- 
cluding those of the pathologist JE 
the neuroanatomist A. Forel, the poet Su- 
dermann, the linguistic genius Krebs, 
psychiatrist Sommer, the Swedish ne 


S. E. Henschen, and others. They used 
s material for the study of the structural 
culia Ое doe who 
а ifted. The approach was 
both One ant iri In a per- 
son, who spoke some 60 languages fluently 
‘Krebs, who was attached to the embassy 
in Berlin), the temporal lobe was greatly 
-overdeveloped. In a man of remarkable 
lect, but who was so lacking in visual 
eciation that he could hardly find his 
y home, a 50% reduction in the area 
ata was found. In a talented violinist 
saye of Belgium) there was a high de- 

gree of development of the transverse gyri 
_ of Heschl in the temporal lobe and of parts 
the ventral lip of the Sylvian fissure. 
n one part of the brain was particularly 
developed, other parts were in the 
of normal. Hence, universal genius 
considered impossible. Studies of this 
rt, only in their incipiency, could have 
practical sociologic importance in the 

e. The many different cortical fields, 
ineated by the Vogts, were assumed to 
an equivalent number of functions, 
d the interworking of these in myriad 
binations—with each field subject to 
dividual variation—was believed by them 
ount for the many variations in human 


Oskar Vogt himself was endowed with 
| extraordinary memory, which remained 
th him until his death. This is a pre- 
requisite for the research man, who is 
engaged in the study of the cytoarchitecture 
_ of the brain. It is essential to be able to 
n the countless characteristic details 
the cellular layers of the many cortical 
s. Individual variability of cerebral 
chitecture has barely been investigated 
relation to mental abnormality. A more 
in average memory becomes particularly 
portant, when one is dealing with pos- 
le subtle changes as observed, for exam- 
e, in schizophrenia, the pathology of 

was reinvestigated by the Vogts and 
co-workers in the past two decades. 
еу presented their work, full of minute 
tails, and carried out with an endless 
jence and the greatest sincerity, at the 
rational Congress of Neuropathology 
952, where they introduced new points 
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into the discussion. They insisted that it is 
the persistence of diseased cells rather than 
the Joss. of nerve cells which causes the 
schizophrenic or any other mental sympto- 
matology ; and furthermore that certain 
regions of the brain are more involved than 
others. Extensive control material was used. 
Positive findings as these, coming from 
such a source, cannot be brushed aside 
lightly. 

In more recent years, the aging of the 
brain was investigated, particularly the 
significance of the Nissl substance, and the 
life history of the nucleolus. It was Oskar 
Vogt’s belief that mental activity retarded 
the aging of the nerve cells. He himself 
was the living example for this theory. 

The Vogt Institute at Neustadt became 
the mecca for scientists from every corner 
of the world, some coming for brief re- 
search consultations only, and others staying 
longer for special studies. Those of us, who 
had the privilege of being guests of Cécile 
and Oskar Vogt will always cherish the 
stimulating hours, when after the evening 
meal, one withdrew into the huge drawing 
room, where conversation on almost any 
subject went on, often in several different 
languages. 

Recognition and honors came from many 
lands. Oskar Vogt held 9 honorary doctor- 
ates, among them the Honorary D. Se. by 
Oxford University. He was the recipient of 
the Erb (1926) and the Kraepelin gold 
medal (1928). When Lenin suffered a 
stroke, he was called as a consultant. On 
his death (1924), the Russian Government 
commissioned him to examine Lenin’s brain, 
and to organize a Brain Research Institute 
in Moscow, which was staffed by some of 
his former Russian pupils. Several years ago 
he received the State Price of the Soviet- 
zone, and only recently was awarded the 
highest German Civilian Order in the field 
of science. 

He is survived by his wife Cécile Vogt 
and two daughters, Marthe, an interna- 
tionally known pharmacologist, and Mar- 
guerite, a geneticist, of Pasadena, Califor- 
nia. 

Walter L. Bruetsch, M.D., 
Indianapolis, Ind. 
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Muller(27) has remarked that the. he- 
redity-environment controversy is an ex- 
cellent example of wishful thinking by two 
sets of fanatical opponents, both of whom 
ought to know better. Neel and Schull(28) 
comment that the problem has often been 
approached with more bias than per- 
spicacity, and that there is a tendency to 
overemphasize the material with which the 
observer is familiar. Continuing lack of 
certain knowledge concerning the etiology 
of most common forms of mental disorder 
is often compensated by strong emotional 
convictions and dogmatic assertions. It 
is the purpose of the present paper to 
examine critically certain hypotheses as to 
the role of genetic factors in the causation 
-of schizophrenia. 

It is well established that profound dif- 
ferences in human structure and function 
may result from either predominantly ge- 
netic endowment or environmental influ- 
ences (particularly when the latter act dur- 
ing early stages in maturation). It is per- 
haps less generally recognized that very 
similar forms of abnormality may arise from 
different modes of inheritance, or from 
predominantly environmental experiences 
(either biological or psychosocial in na- 
ture). The significance of genetics in psy- 
Chiatry is most clearly seen when rare 
hereditary traits are examined, such as 
Huntington’s chorea or phenylketonuria, 
and the influence of heredity in the cau- 
Sation of the common mental illnesses is 
much more obscure(30). However, there 
is widespread agreement concerning the 
role of genetic factors in the determination 
of intelligence and mental deficiency (oligo- 
phrenia ), 

In spite of certain difficulties in definition 
and precise measurement, it is generally 
accepted that intelligence has a continuous 
m. 
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frequency distribution in the population — 
that corresponds closely with the T - 
Gaussian curve. This quantitative variation — 
has heritable and non-heritable determi- _ 
nants, the former being attributed to poly- ~ 
genes that are considered responsible for 
some 50 to 75% of the total variability (3, 
33). The bulk of high-grade mental d 
ficiency (associated with an Intelligence” 
Quotient greater than about 50, and largely _ 
unaccompanied by gross brain pathology), | 
corresponds with the lower end of 
normal frequency distribution of intelli- 
gence. The bulk of low-grade mental de- . 
ficiency, on the other hand, consists of a. n 
variety of clinical entities, commonly as- 
sociated with gross brain patho 
tributable in some instances | 


The importance of genetic factors in 
etiology of other degenerations of the 
tral nervous system is well recognized(3 у 
However, with the single exception of the - 
organic psychosis associated with Hunting- - 
ton's chorea, 


which is transmitted by 
single dominant gene (3l, 32), the ro 
of genetic factors in psychiatric disord 
having their clinical onset during adult 
life is far less accurately established. — | 

It has long been known that “functio! : 
psychoses, psychoneuroses and other d re 
viations of personality and behavior 
be found in much higher frequencies am 
the relatives of affected individuals than i 
the population at large. Such intrafamili 
concentration, however, has been various]: 
attributed to three different types of cau- - 
sation :—(a) similar genetic predisposition, 
(b) direct non-genetic transmission of dis- - 
ease-producing agents or experiences, 
the sharing of similar exposures in a path 
genic environment. EM - 

In order to examine genetic hypotheses | 
of causation, two main approaches have 


= been adopted, either separately or in con- 
junction: 1. The investigation of twins 
including at least one affected member, 
— 2 The estimation of frequencies of ab- 
normality in various classes of relatives, 
Much more extensive data of both kinds 
- аге available on schizophrenia than on any 

other form of "functional" psychiatric dis- 
. order, due probably to two special sets of 
^ circumstances : 1. A presumed high degree 
_ of ascertainment, such cases tending to 
manifest severe and persistent signs of ab- 
normality, which have traditionally led to 
admission to mental institutions, 2. The 
- relatively high frequency of this diagnosis 
- among both admissions and total popu- 
— lation of such institutions (approximately 
_ 50% of the latter, due to early onset and 


tendency to chronicity). 
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"STUDIES ON TWINS 
_ The genetic studies best known to psy- 
| chiatrists in this country are probably those 
.. attempting to compare frequencies of schiz- 
_ ophrenia in monozygotic and dizygotic 
еш ot individuals diagnosed as schizo- 
hrenic. Theoretically, differences in the 
- frequencies of concordance between the 
_ two types of twins might be expected to 
1 е an accurate measurement of rela- 
e contributions of genetic and environ- 
factors, but there are a number of 
s methodological difficulties which 
Will be discussed below. 
| А rough index of the proportion of 
phenotype variance attributable to “hered- 
is obtained from the following formula 


_ CMZ-CDZ 
100-CDZ ' 


ere CMZ and CDZ are the percentages 
concordant MZ and DZ twins respective- 


data recorded by 5 investigators and 

ulated by Kallmann (1953) are shown 
ї 1, from which we might be 
pted to conclude that the contribution 
genetic factors in the development of 
ch ophrenia is slightly higher than in the 
"termination of intelligence. 
t should be emphasized, however, that 
validity of these studies is open to the 
ollowing serious doubts(98, 42). 


1. The diagnosis of schizophrenia is not 
made by objective laboratory tests, but on 
the basis of clinical criteria that vary some- 
what from one psychiatrist to another. Data 
recorded by Elkind and Doering and re- 
produced by Gruenberg(16) show a dis- 
crepancy of approximately 30% between 
diagnoses of schizophrenia (and other 
psychiatrie disorders) made on the same 
individuals at Boston Psychopathic Hospital 
and various Massachusetts State Hospitals, 
It is to be hoped that there has been some 
improvement in uniformity of psychiatric 
diagnoses during the past 30 years, but 
Bóók(2) suggests that some of Kallmann's 
recorded cases of schizophrenia would not 
have been diagnosed as such by European 
psychiatrists. Moreover, the problem of 
unconscious bias is introduced when the 
diagnosis of one twin is made with full 
knowledge of the status (and presumably 
diagnosis) of the twin partner. This is 
true whether diagnoses are made by the 
investigator at the time of entry of propositi 
into the study, or revised after some years 
of observation as in a number of Kallmann's 
cases. 

2. The diagnosis of zygosity. Using mod- 
ern serological techniques to investigate 
twins and other close relatives (preferably 
both parents and siblings), it is possible to 
arrive at accurate probability statements 
as to zygosity (28). It is not yet established 
how closely the results of traditional meth- 
ods of zygosity determination correspond 
with those of the more sophisticated sero- 
logical techniques. However, Walker and 
Reid(42) made the following comments 
regarding Slater’s(38) scrupulously docu- 
mented study of psychotic and neurotic 
illnesses in twins : 


. . . The differentiation between uniovular 
and binovular twins was based, in part, on 
similarity or history of similarity, and, in parts 
on anthropometric measurements such as dig- 
ital patterns, height, hair color, eye color, an 
skull measurements. Unless the report is exam- 
ined critically, the reader may fail to notice 
the large proportion of instances where the 
diagnosis of zygosity was based only on the 


first criterion—sometimes on photographs 0! : 


hearsay, both of which can be misleading 
This is illustrated by the fact that of the true 
total of 61 uniovular twins there were 26 pairs 
for whom no fingerprints were available ; these 


Apparent 
Zygosity 
of Twins 
$ MZ 
t DZ 


Investigator 


Luxenburger, 1930 


( MZ 


Rosanoff, 1934 t DZ 


Essen-Möller, 1941 
Slater, 1953 


Kallmann, 1953 


TABLE 1 


ESTIMATED CONCORDANCE RATES IN MONOZYGOTIC AND 
Drzycoric COTWINS OF 


Rate Percent 
66.6 } 
3.34 


67.0 , 
10.0 } 


71.4 ) 
16.7 § 


76.3 
14.4 


86.2 
14.5 


(а) Modified after Kallmann (1953), Table 14, Page 145. 


are all designated ^? Uniovular.” In any case, 
to base a diagnosis of zygosity on the derma- 
toglyphics of fingerprints alone (disregarding 
palmar and plantar configurations) is open 
to question. 


. Walker and Reid also pointed out that 
іп a number of instances the verdict of an 
objective criterion such as fingerprints was 
ignored, and they cite two specific cases 

(involving three propositi, all classified 
às uniovular and concordant for schizo- 
Phrenia) in which they regarded zygosity 
as definitely misdiagnosed. 

.3. A further point raised by these re- 
viewers concerned the procedure of count- 
ng twin pairs twice wherever а pair 
ман two propositi. This procedure has 

een used by both Slater and Kallmann 
and is considered appropriate, provided the 
abnormal individuals have been detected 
independently of one another (which may 

difficult to judge in certain cases). 
d рег of potentially serious sources 
in A45 in twin studies have been discussed 
ki some detail by Neel and Schull(28), and 
hay be grouped as follows: 
z at Unequal probabilities of ascertainment 

5 € two classes of twins. 

-Biological biases with prenatal or 


natal onset (natal factors, lateral 
and the effects of mutual ci dd ion). - 
6. Biases of postnatal onset (due to g Y 
er environmental similarities for MZ than | 
DZ twins). ЫЯ 
In view of all the preceding difficulties, 
it must be concluded that the results of 
twin studies hitherto conducted leave con- 
siderable doubt concerning the precise con- 


tribution of genetic factors in the etiology — 


of schizophrenia. An attempt will now be 
made to examine the evidence derived 
from recorded frequencies of schizophrenia 
in the relatives of schizophrenics. 


THEORETICAL AND RECORDED FREQUENCIES 
OF SCHIZOPHRENIA IN RELATIVES OF 
SCHIZOPHRENICS 

By combining data obtained in the course 


^ 
К 
3 


К. 


of his own extensive longitudinal study | 


with those recorded in 19 other European . 


investigations, Fremming (11) estimated the и 


lifelong expectation of schizophrenia in the 
general population as 0.80 = 0.08%, a 


figure which has found wide acceptance ^ 


_ 


both in Europe and North America. (Rates - 


in the two sexes did not differ significantly); 
On the basis of this estimate, the theo- 


retical expectancy of schizophrenia may be 


2 


THEORETICAL EXPECTANCIES OF SCHIZOPHRENIA, IF INHERITED THROUGH 
COMPLETELY Dominant OR RECESSIVE AUTOSOMAL GENES, AND 
FnkQuENCIES RECORDED BY VARIOUS INVESTIGATORS 


Frequencies Recorded 
(Corrected for Age) 
with Standard Errors 


Theoretical Expectancy 

if Inherited Through 
Completely | Completely 
Dominant Recessive 


I 


Gene 
General population 
Children of first cousins 
_ Relatives of schizophrenics (а) 
Parents 


0.008 


0.503 


. Children (b) 0.503 


Children of two 
schizophrenics 


LT Full siblings 


| 5 MZ cotwins 
| * Half siblings 
Y Nephews & nieces 
E _ First cousins 


Gene . 5. NEL — 
0.008 = 0.0008 ( Fremming, 1951) 


0.013 0.011 (quoted by Slater, 1958) 


{0.093 = 0.008 (Kallmann, 1950) 
10.041 = 0.011 (Slater, 1953) 


0.164 = 0.013 (Kallmann, 1938) 


0.454 = 0.063 (Schulz, 1940) 


0.634 + 0.075 (Kallmann, 1938) 
(045: + 0.130 (Elsässer, 1952) 


0.142 + 0.008 (Kallmann, 1950) 
{0:054 + 0.009 (Slater, 1953) 


0.003 to 0.167 1 
Ѕее ТаЫе 1 

0.666 to 0.862 ) 

0.071 + 0.029 (Kallmann, 1950) 

0.039 (quoted by Kallmann, 1946) 


0.026 (quoted by Kallmann, 1946) 


Ascertained through affected individuals. 
Children of either one or two schizophrenics, 


ated for different classes of relative, 

der various hypothetical modes of genetic 

nsmission (involving varying gene fre- 

encies and rates of manifestation in 
homozygotes and/or heterozygotes). 

Theoretical expectancies in relatives, un- 

r the alternative hypotheses of simple 

mohybrid autosomal dominance or re- 

уйу (еасһ with complete penetrance 

expressivity) are shown in Table 2, 

together with the actual estimates recorded 

Г various investigators. It is evident that 

? latter do not conform with the theo- 

al expectancies under either of these 

lle hypotheses, but they appear closer 

the expectancies associated with the 

ОЁ complete recessivity than to 


those associated with complete dominance. 
Under the hypothesis of simple reces- 
sivity, the theoretical expectation of schizo- 
phrenia in MZ cotwins, and in the children 
of two schizophrenics, is 100%, whereas 
recorded estimates (corrected for age) are 
considerably lower. Kallmann(19, 20, 21, 
22) has long maintained that the poten- | 
tiality for schizophrenia is inherited as à 
simple recessive unit characteristic wi 
incomplete penetrance and expressivity, de- - 
termined by “a genetically non-specific 
constitutional defense mechanism” (poly- 
genic in nature). He cites as evidence 
distribution of the trait in affected families, 
and also an excess of consanguineous mar- | 
riages among the parents of schizophrenics 


D 


1960 | 
(approximately 5% of his American index 
cases being offspring of consanguineous 
matings ). 

Bóók(2), however, points out that under 
this hypothesis the frequency in children 
should not be higher than in siblings, and 
the risk in siblings with one schizophrenic 
parent should be higher than in those with 
two normal parents (not found by Kall- 
mann). He also argues that it would be 
necessary to assume an assortative mating 
of 94%, and that the high rate of con- 
sanguinity would not be expected for a 
genetic trait with a frequency as high as 
nearly 1%. 

During the course of his own extensive 
and careful study of a North Swedish 
isolate, Böök recorded the following es- 
timates of morbid risks: population 3%, 
parents 12%, siblings of propositi of two 
non-schizophrenic parents 9%, and siblings 
of propositi of one schizophrenic and one 
non-schizophrenic parent 12%, He examined 
three alternative monohybrid genetic hy- 
potheses, involving 1. Recessivity with vari- 
able penetrance in the homozygote, 2. Par- 
tial dominance with equal variable pene- 
trance in heterozygote and homozygote, 3. 
Partial dominance with variable penetrance 
in the heterozygote and 100% penetrance in 
the homozygote. From his analysis he con- 
cluded that “the type of schizophrenia 
prevalent in the investigation area was 
due primarily to a major simple dominant 
gene with a heterozygous penetrance of 
about 20% and a homozygous penetrance of 
about 100%. The frequency of the gene in 
the population was estimated at about 7%.” 

The present writer, however, considers 
that Bóóks three formulae for morbid 
risks of schizophrenia in parents of schizo- 
Phrenics are incorrect (and hence also the 
estimates of gene frequency he derived from 
them, and applied in computing morbid 
risks in siblings). In each instance the 
ormulae he presented as "frequency of 
affected individuals among parents of schiz- 
Ophrenics" appear to be in fact the a priori 
expectancies of affected children from all 
matings capable of producing affected off- 
Spring. Observed frequencies in parents of 
schizophrenics are, however, obtained a 
Posteriori through their affected offspring, 
and it therefore appears appropriate to 


derive the relevant theoretical 
by means of Bayes’ theorem. If this is dor 
that these ‹ 


is may be shown 
expectancies in the parents of 
dividuals are in fact identical with the a 
priori expectancies in the children of these 
same affected persons, The following 
a general statement of the relevant 
pectancies for the case of two 
and a having frequencies p and q (= 1-p) 
respectively :— | 
) 


of an AA individua] are p (AA) : q (Aa): ` 
O (aa), the probabilities in parents and 
children of an Aa individual are ip (AA) : 
% (Aa) : Aq (aa), and the prol : 
in parents and children of an aa individual. 
are О (АА): p (Aa) : q (aa). It may also - 
be shown that phenotypic expectancies are | 
the same in parents and children of given - 
individuals, regardless of considerations of 
dominance and penetrance. NW 
It is now proposed to examine briefly - 
certain expected frequencies of schizo- | 
phrenia in relatives of schizophrenics, un- — 
der three hypotheses involving carlisle j 
rates of manifestation in heterozygote — 
and/or homozygote. For this purpose, the — 
existence of a Hardy-Weinberg equilibrium — 
is assumed (but will be discussed sub- 
sequently). In each situation the normal 
gene has been designated as A, occurring 
with frequency p in the population, and the 
gene assumed responsible for schizophrenia 
as a, with frequency q (= 1-р). The rate _ 
of manifestation. (under the conditions 
specified for each hypothesis) has been 
recorded as m, each numerical value of 
which is associated with a single numerical 
value for q. The frequency of schizophrenia 
in the population (= s) is assumed through- 
out to be 0.008. 
Hypothesis A. Simple recessivity with in- 
complete manifestation (m) in homozygote. 
( Table 3, Figure 1) Я 
Three of ће 4 phenotypes will be normal - | 
(AA, Aa, aa,) and the remaining one 4 
schizophrenic (aam). Phenotypic frequen: _ 
cies in the population will be p? (AA): 2 pq 1 
(Aa) : (1-m)q? (aao) : mq? (aam). Р 
y 


uae oa THE 


Formulae for the theoretical expectancies 
of schizophrenia in relatives of schizo- | 
phrenics are listed in Table 3, and those - 


a а. 
T rents, children and M rr eas 
ítems m ors 


2 manifestation in homozygote but in- 
plete manifestation (m) in heterozy- 
te. (Table 4, Figure 2). 

wo of the 4 phenotypes will be normal 
, Aas) and the other two schizophrenic 


onded most closely. However, at- 
on may be drawn to what appears to be 
а minor error in Table 39 on page 89 of his 


MONOHYBRID AUTOSOMAL REcessivity, 
IN Homozycous 


Fic. 1 
Theoretico! Expectoncies of Schizophrenio under Hypothesis A 


Manifestation Rote in Homozgote (=m) 
10 05 0.2 


0.1 0.05 


1. Children of two schizophrenics 
2. Siblings (DZ cotwins) 


3. Porents, and children (of one or 
' two schizophrenics ) 


o o o 
^ o w 


Theortical Expectoncy of Schizophrenia 
о 
ю 


30 40 
Gene Frequency (=q) 


article. It is suggested that the expected 
frequency of affected children from his 
fifth type of mating (DR, X DR,,) should 
be d??p? + 2 d?r?p? (the final exponent 


TABLE 3 
THEORETICAL EXPECTANCIES OF SCHIZOPHRENIA Unner Нүротнкѕ1 A : 


WITH INCOMPLETE MANIFESTATION 
INDIVIDUALS 


Theoretical Expectancy 
of Schizophrenia(a) 


mq? = s=0.008 
1 (mq+15s) 
ives of schizophrenics (b) 
E. Parents, and 
^. | Children (c) } mq 
e Children of two schizophrenics m 
m 
Prou ee у 
} (2-q)* 
Not less than m 
m 4(E + s) 
f cousins “(mq 32 35) 


* 5 is the frequency of schi hrenia in th 
EPEAN Srt oen for авй 
IS for this gene. 
of either one or two 


m i 


individuals, 
chizophrial 


general population (20.008), q is the frequency of the 


s the manifestation rate of schizophrenia in persons 


(9) Children of either one or two schizophrenics. 


being 3 instead of 2). When this correction 
is made, the total affected children from all 
matings reduces to the anticipated value 
of d? + 2dp(1-d), which is simply the 
expectancy of schizophrenia in the general 
population (according to Bóók's notation). 

Although formulae obtained by this 
method are equivalent to those derived by 
Slater(38) under the same hypothesis, the 
latter author used a simplified approach on 
which Table 4 and Figure 2 have been 
based. In these theoretical expectancies, h is 
the proportion of schizophrenics who would 
be homozygous, given a certain manifesta- 
tion rate and associated gene frequency. 
In the symbols of the present study 

—q?/(q*--2mpq) —q?/s-q?/0.008. 

Slater cited several recorded frequencies 
in children and siblings of schizophrenics, 
that roughly corresponded with theoretical 
expectancies (under this hypothesis) asso- 


Theoreticol Expectoncies | 
(modifi 


o 
e 


o 
o 


2 
> 


Theoreticol Expectancy of Schizophrenia 
о 
nm 


1004 02 


94 06 08 
Gene Frequency (*q) 
TABLE 4 
THEORETICAL ExPECTANCIES OF SCHIZOPHRENIA UNDER Hypotuesis B : 


MONOHYBRID AUTOSOMAL DOMINANCE WITH COMPLETE 
Homozycous MANIFESTATION, BUT INCOMPLETE MANIFESTATION 


1N HETEROZYGOUS PERSONS 
Theoretical Expectancy 
pei of ‘Scbizopbreniala 4) 
General population Ф + 2 mq (1—4) = s=0.008 
Children of first cousins ts (q+15s) 
Relatives of schizophrenics (©) 
{Parents, and %(1 + h) (m + q)-hmq 
| Children (4) ря 
Children of two 1-h) 4- 1 4- h! 
schizophrenics secs fant e j 
Full siblings, and ‚{ 2m +h + 1-2mh) + q*(1-2m 
{bz cotwins E тени vd 
MZ cotwins Not less than h + m(1-h) 
Half siblings ЖЕ +5) 
Pint exei А la +h) (m +q) + (7-h) (s + mq?) 


Where s i Я izophrenia in the general population (20.008), q is the frequency of tl 
на pe renard m is the manifestation rate of schizophrenia in persons he 
zygous for this gene, and h is the proportion of schizophrenics who are homozygous (—4*/). 

(b) The first five formulae correspond with those derived by Slater (1958) under this hypothesis. 


(9 Ascertained through affected individuals. - 


| 


1 with a heterozygous tion “Qe A Fic. 3 CL 
of about 0.26 and a gene frequency Of Theoretic! expectancies of Schizophrenia under Hypothesis C 
ut 0.015. However, he ecc айн) Manifestation Rote in Heterozgote ВЯ 
' to ignore recorded BETES ш. 1005 0.2 0.1 ).05 ) 
р р e гөнү ma bs : Y | js Mahifestolion Role in Homozgote er | 
of persons w] ve been selected | 
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survival and for health"—as indeed are 
propositi and relatives who have lived 
enough to develop a schizophrenic 
osis. It may also be of interest to note 
under these conditions of manifesta- 
gene frequency, only 3$ of schizo- 
s would be homozygous, and over 
those having the gene assumed re- 
ble for schizophrenia would fail to 
t the disease—which might be at- 
utable to the influence of other modify- 


1, Children of two schizophrenics 
Siblings (D-Z cotwins) 

*4Porents, ond children (of one | 
or two schizophrenics) 


Theoretical Expectancy of Schizophrenia 
o 
ъ 


о 
to 


gSr----------- 


c 
.04 


Gene Frequency (= д) 


hesis С. Partial dominance with ho- гдин S 98 


TABLE 5 


THEORETICAL EXPECTANCIES OF SCHIZOPHRENIA Unper Hyporuesis C: 
Mononysrip AUTOSOMAL PARTIAL. Dominance, WITH MANIFESTATION RATE IN 
Howozxcores DOUBLE THAT IN 

HxrEROZYGOUS INDIVIDUALS 


Category Theoretical Expectancy 
T. of Schizobbrenia(«) 
al population Эша — s=0.008 
en of first cousins s 


‘es of schizophrenics (>) 


Children (c) Joa + 3ч) 


. Children of tw 
тігем m(1 +q) 


Full siblings, and т(1 +q?) + s(2-q) = E 
DZ cotwins н 2+ q(1—q) 

MZ cotwins Not less than m(1 + q) 
Half siblings 4(E + s) 


Km (1+ 17q + 7q*-q?) 


2, fix is the frequency of schizophrenia in the general population (=0. 008), q i f the 
' 4 а Х » q is the frequency o 
е assumed ep oye for schizophrenia, m(<0.5) is the manifestation rate of schizophrenia in per- — — 
cere aida es 1.0) is the manifestation rate in homozygous individuals. | 
"ОЁ either опе or two schizophrenics, 
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mozygous manifestation rate ($m 1-.0) 
double that of heterozygous rate of mani- 
festation (m<0.5). (Table 5, Figure 3.) 

The second of Bóók's three hypotheses 
concerned the assumption of equal pene- 
trance in both homozygote and heterozy- 
gote. This possibility appears much less 
likely than that of the assumptions just 
considered under hypothesis B. However, 
another plausible hypothesis would appear 
to be that of penetrance (and/or expressiv- 
ity) proportional to the number of patho- 
logical genes present, and this situation 
will now be examined. 

Five phenotypes must be considered, 
three of which will be normal (AA, 
Aa, aa,) and two schizophrenic (Aam, 
aam). The phenotypic frequencies in the 
population (for m<0.5) will be p? (АА): 
(1-m)2pq (Aao) : 2mpq (Aam) : 1-2m)q* 
(aas) : 2mq? (ааш). 3 

The proportion of schizophrenics that are 
homozygous will in this case be equal to 
the gene frequency (q), and it is quite 
convenient to derive theoretical expectan- 
cies by means of Bóók's method of exhaus- 
tive enumeration. The types of mating 
(from which affected offspring arise) are 
in fact identical with those listed in table 
38 on page 88 of his article, but the ex- 
pected frequencies of most matings and 
affected children are somewhat different. 

Theoretical expectancies in relatives are 
recorded in Table 5, and those for parents, 
children and siblings depicted graphically 
in Figure 3. In this instance, the expectan- 
Cies in siblings are not appreciably different 
from those in parents or children for all 
rates of manifestation (as is the case under 
hypothesis B for relatively high rates of 
manifestation and low gene frequencies). 
However, the lower expectancies in the 
children of two schizophrenic parents under 
hypothesis C result in a poorer fit with 
Observed frequencies than that obtained 
under hypothesis B and discussed above. 


CONSANGUINITY, HARDY-WEINBERG 
EQUILIBRIUM, ASSORTATIVE MATING, 
MORTALITY, FERTILITY AND MUTATION 


It was mentioned previously that Kall- 
mann has cited a high rate (5%) of con- 
Sanguinity (unspecified) between parents 

schizophrenics in support of his hypo- 


thesis of recessivity—and that Book ha 
pointed out this would not be ex 1 
a genetic trait with a frequency of nea 1 
one percent. Assuming the minimum gi 
frequency (under the hypothesis of ree 
sivity ) to be 0.089, the application of Lenz's 

formula(18) indicates that in fact the - 
expected frequency of first-cousin marriage — 
would be no higher than that in the 
population (which is about 1%). Slater (38) ` 
has also found the expectation of schizo- 
phrenia in the children of first cousins an 
insensitive measure of dominance-r 
sivity under hypothesis B (and this exp 
tion is the same as that in the general 
population under hypothesis C.). 

The theoretical expectancies present: 
in the previous section are all based on tl 
assumption that the conditions for t 
Hardy-Weinberg equilibrium are satisfied, 
these conditions being as follows(28) : | 

1. No tendency for like genotypes to 
i.e., random mating), and all matings equal- 
ly fertile. ; 

2. The absence of selection for or against. 
any of the genotypes involved. 

3. Stability of the gene (i.e. no m 
tion). ay 
4, Non-overlapping generations. ‘ae 

5. An infinitely large population. 

However, there is evidence suggestin 
that the first 3 of these criteria are violat: 
in the case of schizophrenia. Thus, it has | 
been established that people tend to select. 
mates of similar intelligence, and there їз 
reason to suspect assortative mating in реси 
sons predisposed to certain forms of mental | 
disorder, including schizophrenia(15, 29). 4 

Moreover, schizophrenics are subject to 
strong negative selection on account of both | 
high mortality and low fertility. The 
tality some years ago was estimated a 
from two to three times that of the co 
responding general population(1, 9, 26) 
Data from several further investigations: 
indicate that the reproductive fitness of 
schizophrenics is not greater than 0.70 
(2, 4, 5, 9), due mainly to selection against: 
marriage of schizophrenic males, but also 
in at least one study to diminished fertility 
of married schizophrenic females. " 

In view of the evident selection against 
schizophrenia, there. are three possibl 


explanations of its apparently undiminished 
_ prevalence (24). 


1. It is not, or some yarieties of it are not, 


tary. 
2. Outwardly healthy carriers of patho- 
| logical genes might reproduce at a higher 
— rate than normal—a possibility that seems to 
| have been excluded by studies on the 
j M of siblings of schizophrenics(9, 
~~ 19). 
1 3. The pool of pathological genes might 
| be constantly augmented by means of 
— mutation. Böök estimated the mutation rate 
~ in his North Swedish isolate as 5 x 10- 
— (or l in 200) genes per generation. Es- 
_ timates of a similar high order of magnitude 
| have been considered generally applicable 
— by other authorities(33), and would be 
required by the monohybrid hypotheses 
examined earlier. І 


ALTERNATIVE HYPOTHESES 


| Several leading geneticists have remarked 
on the impossibility of forcing the data 
on schizophrenia into a simple Mendelian 
pattern of inheritance(30, 37). The present 
— writer is now convinced that, even when 
_ modified by various degrees of penetrance 
| and expressivity, no monogenic hypothesis 
is compatible with all the data recorded. 
| Three alternative hypotheses (that are not 
am E y exclusive) may be considered 
H y E 
1. That schizophrenia is predominantly 
ermined by environmental influences, 
е is much more theory than fact 
ting to this proposition, but a number 
studies have been made of such objective 
as parental ages, permanent loss of 
nts, family size, birth order, ordinal 
n and sex of siblings(19, 13, 14). 
That the genetic component of the 
ophrenic syndrome is heterogeneous, 
includes two or more types, each 
5 erent genetic mecha- 
ns(37). In view of the difficulties in the 
etic analysis of schizophrenia, detailed 
ence in support of this hypothesis is 
ng at the present time, but some in- 
ing data have recently been presented 


hat at least part of the genetic com- 


of sahizophrenia is polygenic in 


asso- 


ciations appear to exist between schizo- 
phrenia and presumed polygenic systems- 
such as genetic determinants of intelligence, 
resistance to bodily disease, and somatotype. 

It is recognized that individual patients 
with schizophrenia may have very superior 
intelligence, and also that the disease itself 
is apt to be accompanied by marked de- 
terioration in intellectual function. How- 
ever, Terman(40) has shown an association 
between high childhood intelligence and 
low adult rates of mental illness (and also 
mortality). Dewan(6) has demonstrated an 
association between intellectual perform- 
ance at induction, and subsequent psy- 
chiatric discharge from the Canadian army. 
Larsson and Sjégren(23) have reported 
an unduly high frequency of concurrent 
oligophrenia and schizophrenia, and dis- 
cussed the possibility of a genetic con- 
nection between these disorders. 

Since intelligence is also related to socio- 
economic status(40), such a connection be- 
tween schizophrenia and intelligence would 
be quite compatible with studies indicating 
the frequency of schizophrenia to be in- 
versely related to social class(17). The in- 
creased mortality of mothers during the 
early childhood of schizophrenics may also 
be associated with the latter relationship to 
social class(13, 14). 

Attention has already been drawn to the 
relatively high mortality recorded in pa- 
tients with schizophrenia. This may be at 
least partly related to impaired resistance 
to tuberculosis(22) and deficient immune 
responses to other infections(7, 41). Evi- 
dence of some association with somatotype 
is extensive, but controversial (22). 

In discussing the testing of complex data 
for agreement with a simple genetic hypo- 
thesis, Neel and Schull point out that 
there are diseases with a hereditary element 
in whose study one may encounter several 
simultaneous statistical problems, such as 
incomplete penetrance, a variable age of 
onset, and an uncertain degree of ascertain- 
ment (and at the same time also genetic 
heterogeneity). They conclude that there 
are times when the proper genetic analysis 
of a given disease must await certain medi- 
cal advances, and that the student of 
human: genetics- should become: familiar 


D 


ET 


with the limitations of his approach and the 
data with which he works. 

Penrose(30) has enumerated the princi- 
ples of investigation to be applied to the 
particular problem of the genetics of mental 
disorder, and has rightly concluded that un- 
til these things are done on a large scale 
most of our theories about inheritance of 
psychoses will remain in the realm of specu- 
lation. 


SUMMARY 


It is generally accepted that intelligence 
in the general population, and high-grade 
mental deficiency, are largely determined 
by the cumulative effects of polygenes. 
Simple Mendelian inheritance is well es- 
tablished as causative of certain forms of 
(usually) low-grade mental deficiency, and 
other degenerations involving the central 
nervous system, including Huntington’s 
chorea. 

There is still considerable doubt con- 
cerning the significance of genetic factors 
in the etiology of "functional" psychiatric 
disorders. Schizophrenia has been exten- 
sively studied by means of twin and family 
data, but the extent and nature of possible 
genetic factors in this syndrome remain 
uncertain. 

Twin studies suggest that heredity may 
be slightly more important in predisposing 
to schizophrenia than in determining in- 
telligence, but these studies are complicated 
by very serious methodological difficulties, 
some of which have been discussed. 

The frequency of schizophrenia is sig- 
hificantly greater in families of schizo- 
Phrenics than in the general population, 
but observed frequencies in different classes 
of relatives do not conform with those 
expected on the basis of simple Mendelian 
dominance or recessivity. 

Expected frequencies in various classes 
of relatives have been examined under each 
of three hypotheses involving incomplete 
Penetrance and/or expressivity (in homozy- 
Bote and/or heterozygote). Data on con- 
Sanguinity, assortative mating, mortality 
ind fertility have been outlined. 

It has been concluded that no monogenic 
hypothesis is compatible with all the data 
recorded, and three alternatives (that are 
not mutually exclusive) have been briefly 


considered с 1. Predominantly en 
tal causation, 2. Genetic heteroge: 
Polygenic inheritance. " i 
Statistical associations between o. 
phrenia and limited intelligence, infe 
socio-economic status, maternal mortali 
and immunological or other somatic char- 
acteristics of schizophrenics, are all сош-_ 
patible with the latter hypotheses. (5s 
The data recorded on schizophrenia are 
complex and do not conform with апу | 
simple genetic hypothesis, Pending the 
results of considerable further investigation 
theories concerning the role of po 
genetic factors in the development of s 
ophrenia and other “functional” psychia 
disorders will remain in the realm ‹ 


speculation. 
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D. WILFRED ABSE, M.D., W. С. DAHLSTROM, Рн.р. 
AND A. G. TOLLEY, M.D.? * 


In 1956, a preliminary report of the pres- 
ent research project? was published(1) 
based on a small group of 36 subjects 
studied over the period of a week. Each 
patient in the study was felt to be in need 
of day-time sedation because of excessive 
tension, anxiety or emotional disturbance 
causing severe personal discomfort or dif- 
ficulties in ward management while hos- 
pitalized for short-term intensive psychi- 
atric treatment. Each was assigned to one 
treatment (reserpine, powdered opium, or 
placebo) on a random basis and given a 
fixed dosage without the patient or staff 
knowing the drug being administered. AII 
medication was dispensed in equal numbers 
of identical capsules such that patients re- 
ceived 2 capsules 4 times daily for the first 
2 days and then 1 capsule q.i.d. for the re- 
mainder of the medication period. This 
provided a total daily dose of reserpine of 
8 mg. for the first 2 days, then 4 mg. daily 
and for powdered opium 400 mg. the first 
2 days, then 200 mg. daily. Lactose was 
dispensed in equal numbers of capsules. 
Data from daily nursing checklists, psy- 
chiatric ratings and checklists and psycho- 
logical testing were reported, most of which 
Suggested that the patients were all im- 


—— 
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EVALUATION OF TRANQUILIZING DRUGS IN THE MANAGEMENT __ 
OF ACUTE MENTAL DISTURBANCE * a 
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proving during the period of observa 
without any one treatment showing € 
clear advantage over the others. That 
for this group of acutely disturbed pa 
reserpine did not appear to show 
special benefit not obtained by stand 
ward care and the semblance of medica 
tion. Several questions were obviously left 
open in the previous report: the dosage 
chosen may well have been on the average — 
too low to be physiologically effective for — 
this kind of patient ; the period of time may | 
not have been sufficient to allow the tran- 
quilizer to reach optimal effectiven 
reserpine may be inferior to other tra 
quilizing agents for the management of 
these disorders. The present report offers - 
additional evidence on each of these q 
tions. . зе 
Since the initial report, а total of 68 pa- С 
tients have been studied in the reserpine _ 


tose). The dosage level for chlorpromazine _ 
was set at 600 mg. for the first 2 days and _ 
then 300 mg. daily. In addition it has been 
possible to study some of the cases over - 
a longer interval than a week. The same 

evaluative procedures, cautions for patient — 
safety and secrecy concerning the drug - 
used, and objectivity in assessing the | 
changes. noted have been adhered to in - 
these subsequent procedures. T 
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TABLE 1 


Mean Broop Pressure REApINcs Berore AND AT Two Day t 
INTERVALS AFTER MEDICATION. (Six Cases ІЧ EAcH GROUP.) Ў; 


CHLORPROMAZINE RESERPINE POWDERED OPIUM PLACEBO E 
Time $ул. Diastol. $ул. Diastol. Syst. — Diastol. Syst. — Diastol 0 
Initial 1327 853 1398 888 180 797 1403 880 
Эу 1187 753 1207 773 1133 700: — 1940 83340 
Sth day 1667 753 1120 693 183. 713 1300 780 | 
тау цот: 693 1160 727 1133 700 1187 7534 


973 


PHYSIOLOGICAL MEASURES 
In Table 1 and Figure 1 are provided the 
mean values of blood pressure recording 
\ initially and on alternate days during 
first week of medication. Analyses of 
ance of the systolic and diastolic pres- 
values over this interval indicates 
for both indices, the time changes 
larger than chance, and that the 
lic readings showed an_ interaction 
the drug being administered. The 


K TABLE 2 


pu 

— Mean NUMBER or Pieces PLACED OR 
] ON THE PURDUE PEGBOARD BY 
S IN THE RESERPINE AND PLACEBO Groups 
TO MEDICATION AND AFTER A MoNTH's 
MENT, (Five Cases ın Eacu Gnovr.) 


RESERPINE PLACEBO 

RLB Assembly — RLB Assembly 
tial 133.8 17.8 168.0 21.1 
Week 180.6 19.0 182.4 25.8 
Week 180.6 17.7 175.9 . 97.9 


DRUGS [] \ 
wA 


reserpine group showed the most rapid | 
drop in mean blood pressure. 


PSYCHOMOTOR PERFORMANCE 


Support for some systemic effect of the 
tranquilizing drug at the chosen level also 
comes from the performance of the reser- 
pine group on the Purdue Pegboard. It was 
previously noted that this group failed to” 
show the expected increase in proficiency 
over a week’s interval on the assembling 
sub-test in which several small pieces must 
be put together in a prescribed order. The 


Fic. 3 


NUMBER OF PIECES 
~~ = =- ONNAN гого N 
я ш 4 фо О — NUA A ON O 


reserpine group shows normal performance 
on a simple placing test based on the right 
hand, left hand, and two handed perform- 
ance combined (RLB) but fails to im- 
prove on the assembly task even over the 
period of a month’s time (Table 2, Figures 
2and 3). 


TABLE 3 
Mean NUMBER OF ADVERSE BEHAVIORAL ITEMS 
NOTED BY THE NURSING STAFF ON A STANDARD 
CHECKLIST FOR EACH OF THE TREATMENT 
Gnours Durinc THREE WEEKS or MEDICA- 
TION. (SEVEN САѕЕЅ IN EAcH GROUP.) 


A : H 

E 5 ES 

ЖН В: 

x $ = & x 
13 72,4 63.1 82.4 71.4 
4-6 68.6 50. 75.1 64.9 
7-9 44.6 33.9 47.4 54.9 
10-12 33.9 26.4 30.7 50.0 
13-15 30.4 27.3 30.0 45.6 
16-18 28.9 24.4 23.3 27.9 
19-21 25.6 28.7 21.6 45.7 

TABLE 4 


MEAN NUMBER OF ANXIETY Irems CHECKED 

BY THE PsvcuraTRic RESIDENT FOR EACH 

TREATMENT Group INITIALLY AND AFTER A 
WEEK OF MEDICATION 


f 
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Ti Berti i 

Initial “TO E 2 devised by Barron(2). Contrary to a п 

Ist Week 4.3 5.7 35 ber of studies on the changes on the MM] 
TABLE 5 


MEAN Scores ом THE MMPI ron RESE 
TO MEDICATION AND AFTER ONE WEEK OF 


Group Scales 

Reserpine ; к 1, р: УНН | Pe Mf Pa Pt Se Ma Si 
Initial 54 63 54 67.78 73 69 49. 07, "71 73 56 .59 
l week 57. 74 .50:.609 160 71 78 55 80 73. 80. 62 

Placebo ; "е 
Initia 56 59 54 65 16 67 59 85:401 $68 100 
lwek i'd nd Be 7] Gb 55 Of NTE 69 5 


Over a week's time the ob: 
the nursing staff as recorded on a 
(Figure 4) that they completed 3 
day were previously found to show 
sistent improvement for all groups 
special interaction with the specific m 
tion was found. There was some su 
that the drug condition was beginnin, 
show some advantage at the end of | 
period, however, warranting continued о 
servation. Table 3 and Figure 5 show com 
parable findings for a 3-week period o 
observation. Again it can be seen that 
groups all show a consistent and grati 
decrease in psychiatrically adverse 
ior but no one group shows any spe 
change either in magnitude or rat 
change. The same general findings 
obtained on the mental status and a 
ratings made by the psychiatric staff it 
charge of these cases. Figure 6 shows th 
anxiety rating sheet used by the ps 
atric residents. Table 4 and Figure 7 s 
marize the number of items rated pri 
and after a week of treatment. No dru; 
effect was found to be significant. — 


PERSONALITY TEST FINDINGS 7 
The difficulties in administering the | 
sonality test at the start of the treatm 
to the more disturbed cases assigned to th 
project have made it necessary to limit 
report to a small group of cases given re 
pine and a corresponding group given. 
inert placebo. Table 5 shows the 
scores on each of the scales in the 
MMPI profile and the ego strength s 


RPINE AND PLACEBO Cnmours Prior E 
TREATMENT. (10 Cases Елон Group.) _ 
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readiness for psychotherapy for both 
groups, the reserpine group showing a 
statistically reliable advantage over -— 
placebo group. These findings seem to show 
that there is a shift from regressive disin- 
tegration towards a restitutional effort 
characterized by externalization and by de- 


fenses of a more synthetic order. 
| 
Patient 
Date Shift 


A NEW CHECKLIST OF BEHAVIORAL OBSERVATIONS BY PSYCHIATRIC NURSES 
Complete this form on each patient in the study for each shift. 


Place а 


each item characteristic of the patient during the period of 


‹ fione Place a (++) opposite each item which is present in extreme 


СОР the behavior checked in this 11 
BEHAVIOR AND MANNERISMS: 
pos 


ат ants 
ve and voluble 
: р g excessively 
gi cing 
oherent in conversation 
‘ucinating or appears to be 
to himself 
11дегей and perplexed 
restless and fidgeting 
ors 


te 
circumstantial in conversation 


I» : 

D picking and rubbing bod rts 
E Ancontinent 5: dr 
pacing floor 

nyperactive 


depressed 

anxious 

brooding and preoccu 
Бате р cupied 
calm 

cheerful 

pleasant 

Spontaneous 


NTROL: 
) erforms many irratio: 
К Е loud and foley soos Sask 
\ swearing and cursing 

М destructive 
assaultive or combative 
| impulsive 


1 
A 


in the routine po notes in the chart specific instances 
st. 


MENTAL CONTENT: 
féelings of guilt 
feelings of unworthiness 
feelings of influence 
apprehensive 
fear of loss of control 
hysical complaints 
Se tales of suicide 
disoriented 
confused 
delusions 
* 


RELATIONS WITH STAFF: 
resentful of staff requests 
tube feeding required 
poor self care 
suspicious and distrusting 
negativistic and resistent | 
demanding | 
complains about ward and routine _ 
over -submissive to suggestions 
misidentifies personnel 
threatening to personnel 
friendly and responsive 
quiet but responds on approach 


RELATIONS WITH PATIENTS: 
—___S0cially incommunicative 
usually alone 
bullying others 

dominating 

seeks contacts freely 

insecure 

actively participates with group 


Pertinent comments: | 
Ropetvog EST, | 
Seventh day of Medication —Á 
Refused medication av. ee е 
Other sedation Blyon 1. 
Sleeping pattern 


lin aie aptas quist 
Seclusion necessary .  .  . — 
Other 


gru 
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NUMBER OF ANXIETY 
CHECKLIST ITEMS 


ю ш hà OO 4 o vo o 


] 
ТІМЕ 


Mean number of items checked by 
Psychiatric residents — 


: 
2] time patient observed: 
INSTRUCTIONS 


(0) for absence of the sign. 
i for presence of the з oF: 
eck (++) 1f sign is present 18 severe, 


Overt signs of tension or anxiety: 


* ^ . shift in chair, fidget 
NI. кепн Mr Mule reaction i^ Eon 
à 4. (545; ep — blocking, pressure 
" ch, excited speech inj 


sod. Ec facial m muscles 
"d: COLD Si AUS S FOREHEAD PERSPIRA 
ч. E REACTION с sudden motor Д to 
incidental or abrupt stimuli) 
1 E. HAND AND FINGER MANIPULATIONS (e.g., of oplect se. 
wringing o 8 
jw IMPAIRED CONCENTRATION OR ATTENTION (e.g., failure to 
simple statements, 
CER Кш өн гүг to iu 
4 s 8, preoccupied 
СА _ котон AWKWARDNESS pL » Hos of objects, bunps 
чы objec 
‹ 1. HYPERSENSITIVENESS (e.g., overreaction to slight 
Stimulation, to slight verbal 
criticism) 


(Normal adult (Overt, m 


individual in panic | 
this situation) state) E 
} к 


D. W. 


Discussion 


In the light of the physiological and 
psychomotor changes noted With the ad- 
ministration of reserpine and chlorproma- 
zine it does not seem possible to discuss the 
clinical findings on the basis of ineffective 
levels of medication. No undesirable side- 
effects have been noted with this level of 
medication, nor have the patients in any 
of the groups expressed any dependence 
upon medication. 

We have retained our usual psychothera- 
peutic endeavors when a patient is in need 
of a sedative including the usual “milieu 
therapy" which obtains on our psychiatric 
wards. In other words, the drugs have 
been introduced into a therapeutic setting 
which is not constricted because of their 
exhibition. Besides inert placebo, an ac- 
tive placebo is also introduced into the 
design for the following reasons: if on a 
particular psychiatric unit some patients 
are placed on placebo and other patients 
on the active drug, the doctors and nurses 
may pick up cues sufficient to indicate an 
active drug rather than an inert placebo. 
The patient may also pick up some change 
in his internal milieu which he communi- 
cates to his attendants. Through suggestion, 
a relatively non-specific effect can be am- 
plified by the expectant attitudes and feel- 
ings of those in the therapeutic team. It 
enhances the efficacy of the design if these 
tranquilizing drugs are also compared with 
an active placebo which simulates some 
of the sedative effects. 

Tested in this way in this psychiatric set- 
ting, the drugs used do not yield any 
More rapid therapeutic gains, or more de- 
sirable patterns of mental, emotional or 
behavioral changes than those achieved by 
existing treatment procedures. Our con- 
tinued evaluation of these tranquilizing 

tugs in the management of acute mental 
disturbance on our inpatient service in an 
atmosphere which avoids irrational en- 

usiasm as much as unreasonable insist- 
ence on drugless healing thus reaches the 
Sombre conclusion that there is improve- 
ment in all groups with no special inter- 
action with the specific medication to be 
ound; although there are some other 
etails not directly related to immediate 
Clinica] improvement. 
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DISCUSSION í 

T. R. Rose, M.D. (Orange, №. J.)- 

is research such as this study by Doctors 
Abse, Dahlstrom and Ti which n сез 
science what it is, namely, the relentless: 
search for the truth. We should feel d y 
indebted to them for calling these ast 


Nh / 


Eo v ^ 
with the prospect of discovering J 
what the artefact is ini this report, ДАШИНИН 


expected. Thereafter, however, the contin- . 
ued good y 
those who follow their patients for long 
periods describe even better tranquil effects 
in the second to fourth months, and even 
for longer more sustained periods. 

As far back as 1933 Chopra and Gapta 
noted that it was common practice in Bihar, — 
India, to put children to sleep with Rauwol- 


14 pad 
Lr 


. It was called “pagla-ka-dacra” meaning 
nity herb” at the bazaars where it was 
d. These authors then commented “on 
account of its cerebral depressant proper- 
ties, the alkaloid should prove to be a valu- 
je sedative drug.” Their prediction was 
iply verified by the great flood of un- 
entific papers sparked by those of Kline, 
‘Crane, Sainz, Barsa and many others which 
filled our psychiatric journals and the Satur- 
day Evening Post from 1954 on. 
- We had never before possessed a drug 
ble of calming schizophrenia as did 
this remarkable snake root alkaloid, or of 
reducing hypertensive blood pressure to 
ormotensive levels, 

Very soon thereafter chlorpromazine, a 
drug synthesized in France, was found to 
possess almost identical therapeutic effec- 
tiveness. Certainly it is common knowledge 
that these two drugs are effective in sedat- 
g psychotic disorders and that they do 
ге hypotensive properties when used in 
tive dosage. Therefore, it would seem 
unlikely that many psychiatrists will be 
lissuaded from using these tranquilizing 
hemicals by this report that seems to show 
a placebo has equally effective tran- 
ing properties, 

. Thus one is confronted with the ques- 
i Where is the artefact in the study 
esented by. Drs. Abse, Dahlstrom and 
'? It is my belief that the artefact is 
urprisingly short period of observa- 
h—one week only, 
а Nathan Kline’s objective studies re- 
ed in 1954, 4 physicians and 4 nurses 
tool blood pressures on all patients in a 
d on 4 separate occasions one month 

‚ First values were obtained immed- 
y pretest and the last immediate post 
and patient behavior was recorded by 
d personnel from the end of the first 
m th on. 
t was learned from these studies on 

td psychiatric patients that significant 
ood pressure recession occurred in re- 
е to Serpasil, namely: from 197/76 
to 118/68 (mean blood pressure) 


| EVALUATION OF TR. 
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Raudixin down to 117/68. The recession 
caused by placebo was less in these longer 
observed cases than found in Abse's study, 
ie. from 127/76 down to 121 /74—опу 6 
points in contrast to the 22 points lower in 
Abse's study. 

The only satisfactory explanation sug- 
gested for the significant drop in blood 
pressure demonstrated in the placebo 
treated cases, is the effect of “total push,” 
namely the increased attention given to all 
patients, placebo cases included, by nurses’ 
observations, extensive psychological test- 
ing, etc. plus the administration of a sup- 
posed specific medication. One must admit 
it is difficult to see why such a drop as 22 
points occurred ; therefore, we must ask, 
would these same findings show up one 
month or two months or four months later 
on the same regime ? 

It is reasonable to suppose that more con- 
sistent tranquilization would be found in 
those receiving specific therapy for the 
longer period. 


a Bas 
NQUILIZI! 


REPLY 

D. W. Abse, M.D.—Dr. Robie's chief criti- 
cism of our report is the short period of ob- 
servation. It should be clear from the find- 
ings reported that some of our parameters 
extend over a three week period. We are 
also engaged in work in a state hospital 
setting which will enable us to extend our 
period of rigorous observation very consid- 
erably. Even so, the point we wish to make 
is that in acute disturbances our findings 
suggest that the inert placebo as well as the 
standard sedative lead to effective tran- 
quilizaton, not distinguishable from the ac- 
tion of the tranquilizers, Dr. Robie indicates 
that there is a delayed action in terms 0 
the tranquilization from reserpine. If this is 
so, our work indicates that there is no need 
to give the drug in so far as tranquiliza- 
tion within three weeks is concerned. How- 
ever, there may be other reasons for doing 
so, hinted at in our mention of findings not 
related immediately to clinical improve- 
ment, which we hope to understand in the 
course of our future work. 
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It is a capital mistake to theorize before 
one has data. Insensibly one begins to twist 
facts to suit theories, instead of theories to 
suit facts. —Sherlock Holmes 


Courts are often called upon to render 
decisions based on the relation between 
injury and disease. That the type of testi- 
mony allowed in courts is often distorted 
and twisted is apparent to many physicians. 
Although certain problems may be quite 
common to many cases, each court presenta- 
tion remains an entity unto itself; of this, 
Dean Pound(35) has stated, 


The conditions of today call for planned and 
orderly cooperation of the lawyer and man of 
science in doing systematically for types of 
questions what has been done unsystematically 
and often blunderingly for each case as it 
arose. 


Post-traumatic epilepsy occupies a rather 
unique place in the field of legal medicine 
in that it is one of the few diseases that 
develops long after the related injury. 
Therefore the probability or improbability 
of such a complication is a very important 
medicolegal consideration. Previous articles 
(2, 10, 11, 14, 32, 33, 43) have commented 
on various general aspects of the relation 
between epilepsy and the law. This paper 
covers the following questions: 1. What 
is the relation between injury and epilepsy? 
2. How is post-traumatic epilepsy recog- 
nized and differentiated from other types 
of epilepsy and other illnesses? 3. What are 
some of the features of the course of post- 
traumatic epilepsy? and 4. How does one 
estimate the likelihood of post-traumatic 
epilepsy developing following a head in- 
jury? Although answers to these questions 
are not clearcut, there is much information 
available on which to base a reasonably 
expert opinion. 

_ Probably іп no other field of medicine 
is the position of the expert medical witness 
More difficult than in testifying in cases 
dealing with head injury. Between limita- 
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tions of medical knowledge and vag 
defined clinical entities on the one ф 
and the avid partisanship in the co 
on the other, the physician finds that bani 
an “expert” is no easy task. Referring to” 
this problem, Hamby(17) states, 


When (a) mishap finally occurs, the pati 
often finds himself obliged to seek legal a 
and to obtain the financial coverage he had sc 
fondly imagined earlier was his by right off 
purchase, of employment, or by virtue of citi- — 
zenship in the modem state. He now suddenly — 
plunges into a bewildering pool, the currents ^ 
of which he only vaguely may have suspe 
earlier. To stay in business, his insurers 
tempt to minimize his complaints and thei 
his compensation. To counteract this ten 
his lawyers inflate the estimate of his dam: 
Members of the jury bend toward fat or 
settlements according to their generosity v 
other people's money, or to their cynicism, The 

doctor's dilemma lies in giving testimony based — 
on medical fact in the midst of frank and. 
frantic partisanship. Du 


Thus one encounters this representative. P 
statement by a very prominent plaintiffs _ 
attorney, Belli(4). a 


Traumatic epilepsy may not show itself for as 
much as 18 ve after the damage to the _ 
brain. One time the author (Belli) was pre- 
sented with a case of a 3-month-old child that — 
had been placed in a hospital for surgery on à _ 
cleft palate. The day after the operation, un- 
accountably, the child was seen in its bed with 

a stellate(star) skull fracture. The recovery 
was uneventful. A year later the most com- | 
plete examination revealed not a sign of brain 
damage. Should settlement be postponed for - 
some 21 years until majority is reached, when 
there would probably be no chance of sequela 
(although there have been cases that mani- 
fested themselves years later)? 


This s c example will be discussed 
below n: the probabilities involved — 
in such cases. 

Another aspect of this problem, most 
important to the examining physician, is 
that reported by Hyslop(18) who studied 
750 head injury cases involving litigation. 
Of these, 65(8.6%) raised the possibility of 


, 


1982 


- post-traumatic epilepsy. In 13(20%), he 

_ found focal brain damage and verified 
seizures. In 2 cases, the seizures occurred 

in the first 6 days following injury, with no 
farther attacks (so that a diagnosis of 
| "epilepsy" would not be justified). The 
E other 11 cases all developed within 26 
— months following the injury. The remaining 

52 cases were evaluated quite carefully ; 
- all claimed a head injury of at least a 
concussional nature. In 12 cases, investiga- 
tion revealed no injury at all; in 3 cases 
~ there had been merely a laceration of the 
— scalp, with careful coaching by the claim- 
- ants lawyers to bring in the question of 

epilepsy. In 18 cases the injury occurred 
- as the result of a seizure; of these, 7 ad- 
mitted previous attacks and 5 others were 
-later shown to have had previous epilepsy 
= (which had been diagnosed prior to the 
- alleged injury). Six cases were those in 
—which the individual had developed idio- 

pathic epilepsy without an antecedent in- 
_ jury. Four had had previous head injuries 
— which at first had been denied. In not one 
— of the cases of focal brain injury was there 
an attempted fraud; of the other 52, 98 
_ (54%) showed malingering or fraud with re- 

_ spect to the character of the injury or its ef- 

_ fects. Thus the number of frankly fraudu- 
- lent cases outnumbered the true cases of 
_ post-traumatic epilepsy by more than two to 
- one. No similar studies have been found, 
~ but this report brings clearly into focus 
_ one of the chief difficulties facing the exam- 
ining physician. 

_ There have been many legal cases in 
- which post-traumatic epilepsy was a prime 
consideration. Unfortunately, the medical 
_ data contained in the official legal records 
| are too sparse to allow comment. Some 
aspects of these cases will be illustrated 
- below. The various questions raised are 

most important and stress the fact that 
| adequate evaluation is essential inasmuch 
_ as epilepsy is a disabling disease with great 

| social handicaps to those so labeled and it 

dis considered by laymen to be a most revolt- 
| ing disease so that compensatory awards 
tend to be high. 
- In Kuemmel v. Vradenbur 57), the 
— cim had a үл eel iret 
_ requiring surgery in order to гетоу 

Ой dirt from the brain, with remite 
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neurologic damage. The medical expert 
testified that the patient was likely to have 
a spastic paralysis and that such injuries are 
“likely to cause people to have convulsions 

or epileptic fits.” In a New York case(55), 

the plaintiff was hit by a falling rock at a 

state park, sustaining a deep penetrating 

fracture of the skull. One of the resulting 

complications was post-traumatic epilepsy 

which was a factor in the final award of 

$72,867.28. In Nagala v. Warsing(59), a 

boy, 3 years, 10 months old, had a com- 

pound skull fracture, with much brain 

damage, and unconsciousness of 13 day's 

duration. In this case, no specialist in a 

neurological field testified, but there was 

clearcut evidence of poor coordination on 

the right side and ocular difficulties. Among 

the elements considered in reaching an 

award were the possible development of 

personality problems and epilepsy. 

A common situation is that where epi- 
lepsy develops and the patient claims 
that is was the result of an antecedent 
injury. In Cochran v. Wimmer(54), à 
claimant attributed the onset of epilepsy to 
an alleged injury 4 days earlier. There was 
no external evidence of a physical injury. 
The court ruled that the problem was the, 
determination of whether this was trau- 
matic or idiopathic epilepsy, and thus that 
this was a question of fact to be decided 
by the jury. In Bartholomew v. Impastato 
(53), the court ruled that opinions voiced 
by two physicians, as to mental injuries 
which might result from cerebral injuries 
sustained by a 3-year-old child due to fault, 
were too speculative to warrant an award of 
damages based on the conclusion that the 
injuries were permanent. 

The predictability of the future develop- 
ment of epilepsy is most important in the 
granting of an award. In Thompson v. An- 
derman(60) a boy of 13 with the mentality 
of a 10-year-old had a basal skull fracture, 
contusion of the brain stem, and hemor- 
rhage from the left ear. Taking into account 
his age, life expectancy, as well as the 
possibility of epilepsy developing, an award 
of $54,000 was granted. All 3 doctors agreed 
on a possibility of epilepsy, but did not feel 
that it was likely in view of the fact that 
more than 3 years had passed since the 
injury, one expert stating, “We are always 


2190] — 
leery about a seizure developing 3 years 
after the injury." In another case(56), there 
was an award of $15,000 for a skull fracture 
and lacerations sustained by a 6-year-old 
*who would probably suffer in later years 
from convulsive disorder." Bony fragments 
were removed from the brain, and a small 
metal disc inserted in the skull. The EEG 
suggested a focal convulsive disorder in 
the left temporal area "probably with some 
grand mal component." Testimony stated 
that, “during the war 50-75% of those re- 
ceiving such wounds developed convulsive 
disorder” and that “75% of those with an 
abnormality like that of appellee (the 
claimant), resulting from injury, will some- 
time develop focal epilepsy." 

An interesting case was that of Melendez 
v. N.Y.C. Omnibus Corp.(58) where a 46- 
year-old cook, alighting from a bus, suffered 
a skull fracture with traumatic epilepsy, 
post-traumatic psychosis, right-sided paral- 
ysis, and aphasia. The court reduced the 
award when it was shown that the plaintiff 
had not worked for 23 months prior to the 
injury and that he had a history of psy- 
choneurosis for which he had previously 
been discharged from the army. 

These illustrations point out some of the 
problems which arise in courts concerning 
post-traumatic epilepsy. 


FREQUENCY OF POST-TRAUMATIC EPILEPSY AS 
COMPARED WITH OTHER TYPES OF EPILEPSY 


When epilepsy develops, the type and 
cause must be ascertained, inasmuch as 
Post-traumatic epilepsy is compensable 
in contrast to idiopathic epilepsy and other 
types which are not. Statistically, post- 
traumatic epilepsy is a relatively insignifi- 
cant type of epilepsy. Idiopathic epilepsy 
constitutes about 784 of epilepsy while post- 
traumatic epilepsy occurs in about 3 to 5% 
of cases, Thus idiopathic epilepsy is found 
15 to 20 times more commonly, Table 
1 illustrates this incidence in two studies. 

Another large report from the Montreal 
Neurological Institute(19) showed that in 
2,000 cases of epilepsy, only 86(4.34) were 
Post-traumatic in origin. Thus, when a case 
Of epilepsy is presented, all causative 
factors must be evaluated. The discovery of 
a brain tumor in an alleged post-traumatic 
Case may be life-saving. 


TABLE 1! e 


RECURRENT CONVULSIVE SEIZURES IN 
2,000 NoN-INSTITUTIONALIZED CASES OF | 
EPILEPSY AT Aut Aces 4 


After 


Presumed causes of seizures 
Non-demonstrated 
Cerebral Trauma 

Birth Injury or Congenital Defect 
Brain Infection 

Brain Tumor 

Cerebral Circulatory Defect 
Extracerebral Causes 


Anatysis ОЕ 689 PATIENTS WHOSE ATTACKS 
BEGAN AFTER 20 YEARS OF AGE Ael 
After Livingston 
Idiopathic Epilepsy 77.9% 
Hypertension ог Cerebral 
Arteriosclerotic 
Alcohol 
Post-traumatic 
Neurosyphilis 
Pregnancy 
Cerebral Birth Trauma 
Brain Abscess 
Brain Tumor 
Cysticercosis 


SOME PATHOLOGIC FACTORS 
Epilepsy is a disease of the brain ; th 
fore, in order that post-traumatic epi 
develop there must be an injury to th 
brain. “Laceration of the brain is an 
sential factor-whether or not there is 2 
jury to the skull (8). Injury to the br dn 
can occur indirectly as in a contre coup | 
injury whereby the tips of the temporal 
poles are traumatized by transmission of - 
the force of the blow or injury may т 
directly from trauma in the area of 
blow. There may be damage from a cl 
head injury in which there is no depres- 
sion of bone in which case the injury 
be a scalp laceration, concussion, or e 
а non-depressed fracture. On the other 
hand, there may be a compound fracturi 
with penetration of the dura matter with 
direct and obvious injury to the brain. 
distinction between these two types of 
jury must be kept in mind in evaluati 
this problem as the likelihood of a sub 
quent epilepsy correlates to a great ext 
with the type of injury. Thus scalp inj 
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injury will be elaborated below. 


INCIDENCE OF POST-TRAUMATIC EPILEPSY 
И rorLowiuc HEAD INJURY 


Amalysis of reported statistics must be 

^ based on many distinctions, the two most 
© important of which are (a) war reports 
civilian studies and (b) closed in- 
і. as opposed to penetrating injuries. 
of numerous variables, few studies 
comparable and each report must be 
_ analyzed in its individual context. For ex- 
based on published reports, one can 
state that the incidence of epilepsy follow- 
м head injury is 0.1% to 50%. Obviously 


EM 


7 the quoting of any particular number con- 
T veys little ; some reports even indicate that 
likelihood of epilepsy following head 
injury is less likely than in the absence of 
7 any injury. 

T Even wartime studies, despite the fact 
Lthat they are the most common source of 


ОЁ incidence here was 1.5% to 49% (com- 
ared to the incidence in the population at 
arge of 0.52). The British Ministry of 
Pensions reported an incidence of 800 ep- 
 ileptics (4.5%) in 18,000 gunshot wounds of 
the head. Though several studies are in the 
eral range of 2 to 7%, others report 12.1% 
French report), 44% (a German study 
562 cases), 27%, 49.5% (of 1,234 cases), 
and 43% (of 820 cases). The basic 
of course, pertains to the group 
reported inasmuch as this is ap- 
the source of much confusion. In 
st to the above figures is the largest 
study(12) reported of the civilian 
lation of Switzerland in a 14 year 
from 1919 to 1933. Here there were 
50 cases of traumatic epilepsy in 47,- 
) head injuries, an incidence of 0.12% or 

than that of the general population. 
г is it then, that the war studies re- 
| ‘in comparison to studies 


mo. 


UMATCYEHEPITC — — 

of civil injuries? Let us look at a 
known study, that of Ascroft(1). In 1@ 
he reported on 317 cases from World Wa 
1; of these, 34% had seizures. In cases wi 
there was penetration of the dura matte 
the incidence was 45$ ; when there was 06 
penetration, the incidence was 23%. Th 
are several factors for this relatively h 
"incidence." First, a number of per 
were included who had seizures immedi- © 
ately following the injury (even if only — 
one seizure) without recurrence. S ч 
many cases were excluded because of in» — 
sufficient data, and this would apparently ` 
contain more cases who did not develop: 
epilepsy. Thirdly, many minor injuries were 
not included ; neither were cases where ће 
damage was to the cerebellar area of the 
brain. The group in general was one im. 
which the members were severely injured. 
A fourth very important factor was that: 
these injuries were caused by high velocity - 
missiles, which caused great brain damage: 
in contrast to usual civilian injury by а — 
blunt instrument at considerably lower 
velocities. - 
The differences between war and civil in- 
juries have been commented on by many. 
Siris(41) reports, 


Among the ways (in) which head injuries of 
war differ from those of civil life is the in- — 
cidence of subsequent epilepsy. . . . The — 
development of this condition following all 
types of civil head wounds is consid 1 
lower, running in general between 0.5 and 2 - 
per cent, not much higher than the incidence 
of epilepsy in the population at large. 


Sachs(40), noting the difference between: 
missile and blunt injuries in the causation 
of epilepsy, comments, Í 
It is very striking that the incidence of epilepsy - 
following fractures of the skull in civil life 
is far less frequent than in war wounds, 
of course, one obvious difference is that in the — 
war cases, compound fractures are much more — 
common. 1 


Basically much can be summed up by 
this statement(15), \ 


Suffice it to say that the highest incidence 
claimed is 20% and the lowest a good deal less — 
than that in the general population ; and thi 
it is at least very probable that the first fi 
relates to a selected group of severe head it 


juries and the second is diluted with many 
trivial cases. 


Further surveying of reports reflects the 
variance in reported incidence. In one war 
study(24) of 200 cases of severe brain in- 
jury, caused by penetration of the dura 
mater by artillery shell fragments and rifle 
bullets, the incidence of epilepsy was 16.5% 
(33 cases). One English study(44) showed 
a less than 2% incidence where the dura was 
not penetrated, compared with a 27% in- 
cidence where there was penetration with 
brain damage, while another English re- 
port(37) of 820 cases of penetrating brain 
wounds reported an incidence of 43%. How- 
ever, here again one runs into the custom 
of classifying as an epileptic the veteran 
who had but one seizure. Two German 
reports(3, 7) report incidences of 44% and 
49.5% while in 279 American cases(51) the 
incidence was 36.2%. 

Seizures following lobotomy (a direct 
injury to the brain) occur in 25.6% ; 60% of 
these are controlled by medication(13). 
Bickers(5) reports the imcidence in open 
head injuries as 5.5 to 20% and in closed 
head injuries as 2.5% with seizures after 
simple concussion almost unknown. 

Most reports concerning closed head in- 
juries give an incidence of 2 to 6%(34). 
Military reports indicate a higher incidence, 
but here again one sees the results of high 
velocity missiles causing injury as well as 
the apparent inclusion of only the more 
severely injured. In general, reports from 
civilian studies indicate an incidence less 
than one-third the rate of that in military 
reports, enfield 

A very important study is that of P 
and Shaver(31), a pase of which is 
shown in Table 2. Most important was the 
finding that in 126 brain concussions there 
Were no cases of post-traumatic epilepsy 
~a finding which has been supported else- 
where. In 407 head injuries, the total inci- 
dence was less than 2.5% (11 cases). 

The larger the series of cases, the lower 
the incidence reported ; the largest series 
ever reported being that of Feinberg(12) 
Where the incidence was 0.12% in over 47,- 

cases. Of these, Denny-Brown(8) says, 


The series of Feinberg is therefore by far the 
largest unselected group of civil head injury, 


Concussion, contusion, or 
compression above 40 0 
Fracture without proven dur- 


Fracture with dural tear 38 


and the best figure we have at present for 

such a group. ‹ 
In that series, the rate of 

5 per 1,000 with fractures (0.5% or 

as that in the general population). 


THE RELATIONSHIP OF FRACTURE, Hi 
RHAGE, AND OTHER RELATED INJURIES 
A pertinent question is "what is the lik 
hood of epilepsy following a skull fracturi 
with no depression ?” Denny-Brown(9). 
states, ^; 
be noted . . . how clearly the figures й 
Thee: that fracture of the skull is without та |= 
portance in the question of epilepsy. n 


Penfield(28) comments, 


ts of is 
pparently quite independent of the severity of 
the cerebral i tracranial hemor- - jJ 
rhage which may have attended the injury. 

Epilepsy is rarely found after subdural 
hematoma, meningitis, 
thrombosis, etc. 1 

Penfield(27) further states, À 
Brain laceration more often causes sei e 
Жал, cerebral contusion or closure of a bo р 
vessel. Subdural hematoma and internal hydro- 
cephalus never do unless some other local 7 
complication is present. 


These factors can be summed up in this - 
statement by Denny-Brown(9) : j 


- Depression of an area of bone in the cranial 
| vault is not necessarily a severe or dangerous 
happening. . . . The important feature is 
"whether or not the dural lining of the skull 
is torn by a sharp edge of bone jutting in- 
wards . . . a simple fissure in the vault of 

е skull is not of itself harmful. . . . The cases 
war injury demonstrate that fracture per se 
is not of any real moment in this question. . . . 
Tt must be remembered that the cause of 
epilepsy is damage to the brain. 


| THE MEANING OF A CONVULSION SOON AFTER 
-INJURY 

— An essential element of epilepsy is its 
ent or periodic nature(32). Since 
ere are many other causes of convulsions, 
element must be found in addition to 
er characteristics of epilepsy. An epilep- 
m attack immediately following an in- 
ry does not necessarily denote epilepsy. 

enny-Brown(8) states, 


should be at least considered whether early 
onvulsions deserve the name traumatic epi- 
or should the term “immediate traumatic 
ilepsy" be given some special annotation. 
e are cases where the diagnosis of epilepsy 
made on a single convulsion in the early 
age of severe head injury, without subse- 
ent disability, and where diagnosis inter- 
red with subsequent employment. . . . Be- 
use a drug, or electric shock, or anoxia, will 
ovoke a convulsion, it cannot be maintained 
at "epilepsy" is thereby produced. 


‘Thus convulsions immediately following 
the injury may indicate only a temporary 
nse to an injury. As such, they usually 
ppear. In contrast, the basic pathology 
d post-traumatic epilepsy is scar for- 
ation which usually takes months to de- 
This is confirmed in many reports. 
arsh(26) states that not every case of 
vulsive disorder which follows ап in- 
to the head is necessarily a bona fide 
ase of post-traumatic epilepsy. Cavins(6) 
ents that Ascroft's investigation ap- 

to show that fits which occur in the 
two weeks after injury and operation 
not predispose to epilepsy at a later 
late and that this is in agreement with 
· experiences of patients who have sei- 
in the first days after subarachnoid 
norrhage or after the removal of brain 


н 7 Penfield in discussing Watson's 
paper(51) remarks, 


In Ascroft’s figures of 45% of epilepsy after 
injury, he included the patients who had sei- 
zures during the first two or three weeks after 
brain injury. But only 20% of those patients 
will become chronic epileptics who have re- 
curring seizures. The percentage is thus too 
high. 

Walker has done much work on the sub- 
ject of post-traumatic epilepsy(36, 45, 46, 
47, 48, 49, 50). He states(45) : 


Paroxysmal alterations in the state of conscious- 
ness very commonly follow a head injury. 
Even shortly after a blow producing only a 
momentary loss of consciousness, the victim is 
likely to feel dizzy and light-headed and to 
black out when he assumes an erect position. 
These minor lapses are generally considered 
as due to nervous instability producing a 
temporary ischemia. 


He further remarks(48) : 


Some members of the legal profession . . - 
imply that a few dizzy spells or momentary 
blackouts after a head injury and an abnormal 
electroencephalographic finding are sufficient 
to establish the diagnosis of epilepsy, with all 
the stigmas attached to the “falling sickness, 
and who, on this basis, ask a large award to 
compensate their “epileptic” clients for the re- 
current seizures that will mar his or her future. 
Such a contention is obviously false since 
neither these clinical manifestations nor ab- 
normal brain waves are adequate for the diag- 
nosis of a convulsive disorder per se. 


HEREDITY AND THE DEVELOPMENT OF POST- 
TRAUMATIC EPILEPSY 

Some authorities feel that predisposed 
individuals are more likely to develop post- 
traumatic epilepsy, and that constitution 
factors exclusive of the injury should be 
considered as a causative factor. Other 
studies deny the validity of this concept. 
For instance, one study(36) reports that 
families of post-traumatic epileptics show 
a 4.5% incidence of seizures compared wit 
3.4% in normals and 17% in families of all 
epileptics. That there is a familial disposi- 
tion in idiopathic epileptics is well verified, 
as is shown above. Slater(42) states, 
Some degree of inherent susceptibility may be 


present in persons who suffer “traumatic 
epilepsy. 


71960 ] i 
Walker(47) and Siris(41) have discussed 


this theory. Expressing a contrary view, 
Phillips(34) states, 


There is no reason to suppose that the subject 
of cranial trauma is more likely to suffer a fit 
if he has а... family history of epilepsy. 


Others(26, 51) agree with this viewpoint. 
Thus, at present, there are conflicting views 
on this subject. 


TIME INTERVAL BETWEEN THE INJURY AND 
THE DEVELOPMENT OF POST-TRAUMATIC 
EPILEPSY 

This subject is of extreme medicolegal 
importance as the incidence of epilepsy 
is closely related to the time interval fol- 
lowing the injury. Where there has been 
an injury, a lapse of time, and no develop- 
ment of epilepsy, the reasonable or prob- 
able likelihood of such a complication is 
an important consideration in the assess- 
ment of damages. The lawyer, in such a 
case, must show that there is a 51% chance 
of such a complication or that such a com- 
plication is more likely than not. The 
claimant’s attorney, in order to stress the 
possibility of such a sequel, may quote a 
few cases in which epilepsy developed fol- 
lowing an injury 15 or 20 years earlier. 

Actually, cases in which epilepsy devel- 
Ops many years after an injury are relatively 
rare. Mann(25) reports one case with 
a 24-year interval between injury and on- 
set of seizures. In his paper of 1949, he re- 
ports finding only 5 cases where the epilep- 
sy developed subsequent to a 10 year period 
following the injury. His patient, a woman, 
had been kicked in the head by a horse at 
age 3 and suffered a depressed skull frac- 
ture which remained palpable through the 
years. There were focal EEG findings. Af- 
ter several years of various types of drug 
therapy, surgical extirpation cured the ep- 
ilepsy and confirmed the diagnosis. Such 
cases are so rare as to be meaningless 
Statistically, although their intriguing and 
dramatic qualities are not to be lost in the 
courtroom. 

More important are the results in re- 
ported groups of cases. Phillips(34) re- 
porting 190 cases of epilepsy after clos 
head injuries showed that 55% develop in 3 
Months, 82% in one year, 85% in 2 years, 


IRWIN N. PERR 


97% in 4 years, and all by 11 years. 
other series(8) where epilepsy develope 
in 53 of 630 head injuries, epilepsy occurr 
in one month in 42%, in 1 to 6 months i 
30%, in 6 to 12 months in 14$, in 1 
years in no cases, and in more than 2 ye 
in 13%. In an Army series(36), 27% d 
oped within 3 months and 58% by 6 m 
Walker(45) also states that 50% d 
within 9 months and, of those in w! 
epilepsy develops within 5 years, 80% 
the initial seizure within 2 years. Ja 
and Penfield(19) report an incidence of 
46% in the first year, 63% in 3 years, and 
80% in 5 years. " 
Thus, approximately 50 to 80% develop in: 
the first year and about 55 to 85% by 
years, with a probable figure of 75% 
the 1% to 2 year period. Thus, most of 
post-traumatic epilepsy will be bro 
into trial proceedings as an existing с 
plication, rather than as a potential one. 


ME 


OTHER FACTORS CONCERNING TYPE OF E 


Injuries to the motor area will give th 
highest incidence of epilepsy; ho 
such injuries do not differ to any signifi 
degree from trauma to the frontal ; 
temporal areas. Injuries to the occi; 
area or the midbrain on the other h 
are not characterized by epilepsy. R 
and Whitty(37, 38, 39), Ascroft(1), 2 
others comment on this distribution 
Whether or not the presence of pieces 
bone or metal embedded in the brain 
play a pertinent role is another question. 
Apparently this factor is not especially rele- 
vant to the incidence of epilepsy, perhaps 
because large foreign bodies are usually re- - 
moved surgically, and the ones that are 
left do not seem to be epileptogenic. Wher 
there is infection of brain, the incidence 
higher. Early surgery does not seem to 
lower the incidence. The incidence is 
higher where there is a prolonged period of. 
post-traumatic amnesia (PTA). In 
series(15) of 38 cases, there was a PTA 
more than 3 hours in 28, under 3 hours 
8, and under one-half hour in two. Mam 
cases show no unconsciousness with thi 
absence of unconsciousness reported in 
to 36%. 1 

Inasmuch as the incidence is rela 
closely to damage to the brain, one wo 


"expect to find supporting evidence on neu- 
- rologic examination. In a well studied series 
of Army саѕеѕ(36), 94.3% showed neurolo- 
- gic damage with only 14 of 246 cases dem- 
| onstrating no abnormality on neurological 
‘examination. On the other hand, the pres- 
ence of severe head injury does not mean 
that epilepsy will develop. One study(16) 
“mentions a head injury group, with no 
_ convulsions, that was characterized by 
~ greater injuries than the cases which de- 
_ veloped post-traumatic epilepsy. 


с SOME FEATURES OF POST-TRAUMATIC EPILEPSY 


_ Two features should be mentioned : 1. 
_ Often the course is quite mild, and 2. Often 
the condition disappears completely. In 
207 cases(45, 48), less than one-half had 
more than 2 attacks of any type per year. 
In major attacks, only 30% had more than 
seizures a year ; and of the group studied, 

_ 4T% had no attacks for 2 years, 35.6% had no 
"attacks in the period from the fifth to the 
_ tenth year after the injury (this study was 
a 10 year followup), and 14.6% only 1 or 2 
attacks a year in the last 5 years of the peri- 
If in the first 5 years, seizures cease for 
year, the chances are 4 out of 5 that there 
will be no seizures in the next 5 to 8 years. 
If there is a cessation of attacks for 2 years, 
the chance of recurrence is only 2 in 100. 
ly 40% of those with seizures in the 
st few weeks will have no further sei- 


. The greater the neurologic deficit, the 

r the disability from such factors as 
-traumatic psychosis or neurosis, and 
lower the basic intelligence, the more 

is the individual to be handicapped 
his future adjustment. These factors 
а to play a greater role than the epi- 
y or even paralysis alone. 


“TRAUMATIC EPILEPSY AND THE EEG 
"The electroencephalograph is a very use- 
strument in evaluating brain function. 
one factor in the diagnosis of any type 
M Pertinent here are the findings 
support a diagnosis of post-traumatic 
and which may help in the dif- 
of this condition from other 


lem. Unfortunately, the EEG does not re- 
late well to the pathological conditions un- 
der study. Various patterns of abnormality 
are Common to many conditions, and con- 
siderable deviation occurs even in normal 
subjects. Penfield(30) states, 


We should agree immediately that dysrhy- 
thmia is not epilepsy and that, particularly in 
eases of compensation, we should be very loath 
to let dysrhythmia or alteration in the EEG 
record influence us very much. The patient 
who is an epileptic should be defined only as 
a patient who has recurring seizures. 


Electroencephalographic findings follow- 

ing injury are of little prognostic signifi- 
cance. One encounters generalized and 
focal abnormalities, slow irregular and 
“spiky” focal discharges. Of the consistent 
slow wave focus on the EEG, Marsh(26) 
states that this does not prove that the pa- 
tient has or will have post-traumatic epi- 
lepsy. 
It signifies a focus of abnormal cellular activity 
which, in the majority of cases of cranio- 
cerebral injury, even of the penetrating type, 
does not result in convulsive seizures. 


Williams (52) states : 


An abnormal EEG persisting after a head in- 
jury does not necessarily increase the likeli- 
hood of traumatic epilepsy, but the presence of 
episodic outbursts of abnormal waves does. . . - 
Immediately after a head injury, it is usual to 
find some gross abnormality characteristic of 


' severe cerebral damage during the period of 


resolution (which) may mimic the picture of 
epilepsy, but which in a few weeks subsides 
with gradual reappearance of normal rhythms. 


As to the non-specific abnormality, he states 
that 


the presence of this kind of abnormality in 
patients with head injury does not seem to be 
closely related to the likelihood of traumatic 
epilepsy. 


In his series, he found larval epileptic out- 
bursts in only 9%, but that these were help- 
ful in diagnosis as such findings occur 3 
times more frequently than in idiopathic 
epilepsy. Paroxysmal outbursts alone were 
found about equally in post-traumatic epi- 
lepsy and in head injuries without the epi- 
lepsy. 
Walker(45) states, 


Some years ago it was hoped that the EEG 
would be of diagnostic and prognostic impor- 
tance in epilepsy. Experience has shown, how- 
ever, that the brain waves may denote cerebral 
damage but do not reliably indicate or fore- 
cast convulsive complications. 


In similar studies, he reports(20, 21) that 
88% showed some EEG abnormality with 
78% showing focal abnormality. 

In one study(19) of Jasper and Penfield, 
localized findings (either random spikes or 
sharp waves) were found in 90% of the 
post-traumatic epileptics. It was reported 
that it is 


questionable whether the diffuse or bisyn- 
chronous disorders are truly of post-traumatic 
etiology. . .. One may assume the probabilities 
are greatest that they are essential (idiopathic) 
rather than post-traumatic epilepsy. 


In Gibbs’ study(16), 92% of post-traumatic 
epileptics had abnormal records as com- 
pared with 47% with severe head injury, 
85% in unselected epileptics, and 16% in 
normals. 

The latter study by Gibbs, Wagner, and 
Gibbs(16) is a most important one in that 
it compared the EEG’s of 125 cases of 
post-traumatic epilepsy, 215 cases of head 
injury without convulsions, 1,161 other epi- 
leptics, and 1,000 normal individuals. In- 
terestingly the group of severe brain injuries 
without epilepsy had marked injury with 
all being unconscious at least an hour, 23% 
with brain laceration, 55% with bloody 
spinal fluid, 5% with depressed fracture, 21% 
with compound fracture, 8% subdural hem- 
orrhage, and 2% extradural hemorrhage. The 
authors point out that EEG's done im- 
mediately after head injury are of little 
use, as at this time practically all patients 

emonstrate some findings and that as a 
result the EEG's in this study were done at 
least 3 months subsequent to the injury. 
Children were more likely to show an EEG 
abnormality, While in the post-traumatic 
Series, the incidence of abnormalities re- 
mained almost constant ; in the head injury 
Soup, it gradually declined over a 2 year 
Period. Focal findings were 4 times as fre- 
Quent in post-traumatic cases as in un- 
selected epileptics, and focal paroxysmal 

dings were 21 times as common. А 

fter cautioning about the danger in- 


herent in generalization, the authors p 
sented the following results. 

1. Focal EEG abnormality is 
suggestive of brain damage. $ 
2. Other things being equal, if gen 
ized abnormality is present 3 or m 
months after a mild head injury, 
chances are 16 to 1 that the а 
antedated the injury. E 

3. In post-traumatic cases, even though 
the EEG is normal, the brain may be dam- 
aged (found in 3 cases of 160, or less than- 
1 in 50). 

4. If a paroxysmal abnormality is foun 
3 or more months after the injury, the 
chances are at least 27 to 2 that the patient. 
has epilepsy. m. 

5. If a patient has seizures and shows _ 
focal paroxysmal abnormality 3 or more 
months after head injury, the chances аге 
2] to 7 that he has the seizures às a re 3 
of the injury rather than as a result of 
other known or unknown factors that 3 
duce seizures in an unselected group ¢ 
epileptics. Р 

6. If a normal EEG is found 3 or 
months after the head injury, the chan 
are at least 53 to 8 that the patient is 
a post-traumatic epileptic. , 


UTILIZATION OF MEDICAL EVALUATION AND 
STATISTICS IN LEGAL PROCEEDINGS T 
If seizures exist, the problem is to deter Mai 
mine if it is post-traumatic and if possible _ 
to evaluate the severity. This is a purely _ 
medical problem based on some of the = 
principles previously described. E 
The perplexing problem to physician, - 
lawyer, and patient alike, is how to estab- _ 
lish a reasonable probability that a given ' 
complication will develop. Utilizing the. үн 
information here presented, one has the ` 
basis for rough mathematical estimates. Be 
For example, in a civilian head injury - 
caused by a blunt instrument, not a missile, _ 
with penetration of the skull and dura -— 
mater, the incidence of epilepsy will prob- — 
ably not reach twenty per cent. Since at К. 
least two-thirds of cases of post-traumatic: — 
epilepsy will develop within a 2 year pe 
riod (and this is a minimal figure), if ya 
the end of 2 years the patient has поб 
developed epilepsy, he now has only a 
634% chance of doing so. Thus, other fac: 
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tors excluded, the presumption becomes 
that the odds against the development of 

post-traumatic epilepsy are 16 to one. 
As another example, one might return 
L. to the semihypothetical case of Belli men- 
- tioned earlier. The key features were 1. A 
- non-depressed skull fracture, 2. No evi- 
~ dence of penetration of dura or local brain 
~ injury, З. No evidence of an abnormal EEG, 
4. Negative neurological examination, 5. 
The passage of a year, and 6. No history of 
— injury (and if one was present, apparently 
| not an injury by a missile, nor a severe head 
_ blow at high speeds by a blunt instrument). 
___ It is not necessary to comment on all 
| these features. As to the first, the incidence 
ОЁ post-traumatic epilepsy in such cases 
тау be hypothecated as being less than 
2% (many neurologists feel that, without 
- local brain injury, such an injury is almost 
_ totally irrelevant to the development of 
— epilepsy). As to number 5, since in one year 
. more a majority of cases will de- 
| velop epilepsy if, in fact, it will develop at 
— all—then the chances here become less than 
- 1%. The odds are now so low that without 
| localizing brain injury and relevant EEC 
- findings, if epilepsy did develop, it would 
most likely be a case of idiopathic rather 
than post-traumatic epilepsy. Without lab- 
Oring the point, it may be summed up by 
saying that this case has become a statistical 


то quote an expert in this subject, А. E. 
ү! Walker(49)—admittedly out of context : 


May we not say, then, with reasonable medical 
— Certainty, that if a patient without neurological 
mptoms or deficit and having a normal EEG 
Бопе two years after his injury without 
Ire ihe will not develop post-traumatic 


. epileps 
4 Smith(43) in his excellent article states р 


- The risk of epilepsy following head injury i 
: psu 
the following order after simple concussion 


i by the time of trial without 
memg strong corroborative evidence of im- 
ng epilepsy such as significant changes 
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in serial electroencephalograms interpreted 
supported by competent neurological opinion, 


Thus, an effort to indicate a probability 
of occurence where, in fact, it has not yet 
occurred, faces an uphill statistical struggle, 
Based on the factors described, the physi- 
cian can give a reasonable opinion to the 
court for utilization in deciding such prob- 
lems. However, legal proceedings are most 
haphazard. Logically, no claimant should 
ever win a case if he has not had demon- 
strated epileptic attacks by the time of 
trial. Yet to so rule would be to deny com- 
pensation to those who do legitimately de- 
velop post-traumatic epilepsy at a later 
date. Walker(45), in a very imaginative 
suggestion, recommends that instead of 
awarding compensation to potential post- 
traumatic epileptics, an insurance policy 
should be granted with benefits to be paid 
on development of the complication. In this 
way, the patient will be compensated if 
seizures develop. If seizures do not, the 
patient will not be stigmatized and the pri- 
mary agent will not pay a penalty. 


Even if post-traumatic seizures do develop, it 
should be clearly understood that they do not 
have the same prognosis and implications as 
does so-called idiopathic epilepsy. In fact, if 
a patient has had only one or two attacks 
within the first year or two after a head injury, 
I would certainly hesitate to suggest compen- 
sation on that basis. Probably some type of 
epilepsy insurance would be the most equit- 
able means of handling these cases. There is 
excellent evidence that such patients have à 
good chance of living lives which will not be 
punctuated by convulsions. 


He feels that actuaries could work out à 
usable system. Certainly high standards of 
evaluation would be needed both to screen 
out fradulent claims and to protect the 
rights of the injured. 

Related to this is the suggestion that - 
some effort be made by an organized group - 
of neurologists to collect standardized data 
on head injuries on a national scale. For 
instance, every head injury treated at train- 
ing centers might be reported with the 
following information—type of injury, pres- 
ence or absence of demonstrable brain in- . 
jury, EEG findings, neurological examina- 
tion, etc. Periodic follow-up could be done: 
Thus, a massive accumulation of data con- 


cerning injuries in civil life could be ana- 
lyzed. It is apparent from the variety of 
articles with frequent contradictions that 
failure of uniform reporting has brought 
confusion which is then reflected in the 
expert medical testimony needed in the 
legal disposition of such cases. 

It has been the goal of this article to 
correlate various reports and opinions so 
that present knowledge may be applied as 
usefully and as accurately as possible. 
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THE EFFECT OF RESOCIALIZATION TECHNIQUES ON 
CHRONIC SCHIZOPHRENIC PATIENTS ' 


GARFIELD TOURNEY, M.D., RITA SENF, Pu.D., H. WARREN DUNHAM, Pu.D., 
ROBERT S. GLEN, M.D., anp JACQUES S. GOTTLIEB, M.D.* 


Because chronic schizophrenic patients 
constitute the bulk of prolonged care pa- 
tients in mental hospitals, there is need to 
identify the factors contributing to the 
chronicity of the schizophrenic illness and 
to discover better methods of management 
and treatment for these patients. The pur- 
pose of this study was to investigate cer- 
tain aspects of these problems. 

One of the principal manifestations of 
schizophrenia is social isolation(1, 7, 17). 
The patients become withdrawn, avoid in- 
terpersonal contacts, and seek a reduction 
in external stimulation. The isolation of 
patients cannot be studied in any restricted 
sense, but must be viewed in terms of their 
entire personality adjustment. The chronic 
schizophrenic patient shows a failure of 
communication, along with the use of with- 
drawal and autism as defensive mecha- 
nisms, which in turn impede the patient's 
assumption of a social role within the family 
and society(4). With chronicity of the 
illness, schizophrenic patients tend to ac- 
cept their isolation, cling to it in a hostile 
manner, and resist the stimulation of others 
for establishing interaction. 

The symptom of isolation may be aug- 
mented through routine mental hospital 
management with its limited resources(2, 
5). The custodial management of the chron- 
ic schizophrenic patient is often aimed at 
subjection and control, rather than at an 
understanding of behavior. Problems arise 
because of the vast numbers of the mentally 
ill, the small number of employees with 
suitable training, and the relatively low 
Status and financial rewards for such em- 
ployees. Characteristically, few social con- 
tacts occur on the disturbed wards, oppor- 
tunities for heterosexual interaction are 
limited, and patients tend to be chronically 
Preoccupied with their own inner conflicts. 


nci "n 
P 1 Read at the 115th annual meeting of the American 
Sychiatric Association, Philadelphia, Pa, Apr. 27- 
ay 1, 1959, 
*'The Lafayette Clinic and Wayne State University 
College of Medicine, Detroit, Mich. 


As the patient's hospitalization continues, р 
his motivation for recovery becomes re _ 
duced, and he further to his hostile - 


isolation, making it more difficult for per- 
sonnel to relate with him. Thus employees 
may gradually begin to feel that attempts ` 
at helping patients are hardly worth the еб 
fort. 


This study investigated the therapeutic 
effects of an intensive socialization and ас- 
tivity program on an experimental group 
of chronic disturbed schizophrenic patients, - 
These patients were selected from a large 
state hospital and placed in a research and. 
teaching hospital. The period of active work 
with the patients was 9 months. A control - 
group, meeting the same criteria as the 
experimental group but remaining at the. 
state hospital without any special d 
was evaluated at the beginning and end of. — 
the project to compare changes in the 2 — 
groups. Follow-up evaluations were also —— 
made. i 

The intention was to provide an approach 
which could have practical application 
within a state hospital setting(8, 9, 10, 11, 
14, 15, 16). For this reason no individual 
psychotherapy was used. For the experi- - 
mental group the aim was to make the 
fullest possible therapeutic use of the per- 
sonnel and resources available. Individuals 
from various disciplines, including psychi- 
atry, nursing, occupational and recreational 
therapy, sociology, psychology, and social 
work constituted the treatment and research 
team. It is realized that such a study in- 
volves numerous uncontrolled variables. _ 
This report will be concerned mainly with 
the psychiatric evaluation of the patients. 


RESOCIALIZATION AIMS WITH 
THE EXPERIMENTAL GROUP 


One of the major differences between the 
experimental situation and the ordinary - 
state hospital was the greater number of | 
personnel available to work with the ex- _ 
perimental group patients. The ratio o 


| personnel to patients was 1 to 2, while at 
the state hospital the ratio was about 1 to 
20 or more. The participating staff were 
all under the direction of a staff psychi- 
atrist who was in charge of the overall op- 
eration of the experimental program, A 
resident psychiatrist was responsible for 
working with the patients and personnel. 
The nursing staff had considerable respon- 
~ sibility in acting directly with the patients. 
The head nurse had administrative duty, 
such as conducting ward conferences, 
~ making broad assignments to the staff, and 
coordinating their function. Staff nurses had 
close and prolonged contact with patients, 
~ and worked closely with occupational and 
recreational therapists in planning and ad- 
— ministering the detailed activity programs. 
| The attendant nurses were expected to learn 
_ to know each individual patient, to ac- 
` quire an understanding of the patients’ be- 
havior, and to use this knowledge con- 
| structively in promoting recovery. The so- 
~ cial worker attempted to work closely with 
a family member of each patient, with the 
~ aim of stimulating interest and evaluating 
_ the home situation as a possible resource 
for discharge. Two sociologists lived on 
_ the ward, observing and interacting with 
the patients. 

Тһе goals of the socialization program 
were to stimulate interpersonal relationships 
ong the patients, and to foster resocializa- 
and integration of ego forces. The pro- 
gram permitted patients to operate at their 

levels of functioning, with encourage- 
t to progress to higher levels by provid- 
suitable activities. Insofar as possible, 
е was an attempt to have the patients 
cipate in the weekly patient councils and 
M program planning meetings so as to 

e program to their needs and desires. 
The patients lived together on one ward, 
Were not segregated by sex in the living 
Be Various ares 

4.various drugs were used in treatment, 

but principally chlorpromazine and reser. 

- The use of drugs was dictated by 
urbed behavior and was kept at a min- 
m. No attempt was made to standardize 
use of drugs throughout the group. 
All the patients participated in group psy- 

therapy along with various members of 
ward staff. The aim of the meetings 
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was to encourage the patients to discuss 
their feelings and problems as they oc. 
curred on the ward, and the ways in which 
these factors were related to their illness 
and personality adjustment. 


SUBJECTS 

The patients had the following charac- 
teristics : diagnosis of schizophrenia, chron- 
ically ill and disturbed prior to the use of 
drug therapies, ages between 22 and 40 
years, hospitalized 3 years or longer, Cau- 
casian' race, some family member available 
for contacts with the hospital, no marked 
physical defects, no recent electroconvul- 
sive therapy, and average intelligence as 
estimated from clinical impression. Of the 
20 men and 20 women, 10 men and 10 
women constituted the experimental group, 
the remainder the control group. An at 
tempt was made to match the experimental 
and control patients in pairs of the same 
sex so that they would be equivalent in 
age, type of symptomatology, duration of 
hospitalization, and general appearance. 
Comparative data for the 2 groups are 
given in Table 1. 


PROCEDURES OF OBSERVATION 
AND DATA COLLECTION 

Techniques used by the psychiatrists and 
nursing staff focused mainly on appraisal 0 
the individual. Both groups were evaluated 
at the beginning and end of the project, 
and again 20 months later. 

The Hospital Adjustment Scale(6, 12) 
was used to measure the patient’s adjust- 
ment to the hospital situation ; it is bas 
on clear descriptions of overt behavior, such 
as personal appearance, hygiene, amount 0 
activity, and social participation. ese 
scales were filled out by the head nurse 
and a psychologist ; at the state hospital tbe 
necessary information was secured from an 
employee who knew the patient well. 

Both psychiatrists examined the patients 
clinically, following a standard form for 
mental status examination, and rated the 
patients on the Malamud-Sands psychiatrie 
rating scale(13). This scale was used (0 
give an objective indication of the degree 
of psychopathology ; it includes items fot 
evaluation of general behavior, thou 
content, mood, affectivity, and association 


1960 | 


Experimental Group (N=20) 


Mean Age Mean Duration of 
Hospitalization 
Men 29.6 
Women 32.7 72 
Total 31.1 6.8 


processes. At the end of the project the psy- 
chiatrists also rated the patients’ overall 
change. A follow-up was made by’ social 
workers to determine the status of the pa- 
tients 8 months after termination of the 
project. Twenty months after termination 
the available patients were rated by the 
staff psychiatrist on the Malamud-Sands 
Scale, and the Hospital Adjustment Scale 
was also administered. 

For the experimental group, the Mal- 
amud-Sands ratings and the Hospital Ad- 
justment Scale were also obtained at 2 
intermediate times—approximately 3 and 6 
months after initiation of the project. Since 
these interim data did not provide any ad- 
ditional information, they will not be re- 
ported here, 

The experimental group patients were 
observed at meal times by the sociologists, 
who recorded on a diagram where each 
patient sat. The tables each seated 4 pa- 
tients, and there was a consistent pattern 
of furniture arrangement. Observations 
Were made during the first 8 months of the 
Project ; for anaylsis they were grouped into 
16 sets of 20 meals each. One aspect of 
these data will be reported here, i.e, the 
number of associations with the opposite 
Sex. For each patient the percentage of het- 
erosexual associations was obtained for 
each of the successive sets of meals. The 10 
Men were divided into 2 groups of 5 each, 
an “improved more” and an “improved less” 
group. This classification was based on the 
Clinical judgment of the psychiatrists. The 
Mean percentage of heterosexual associa- 
tions was calculated for these groups. The 
Women were similarly divided into 5 “im- 
Proved more” and 4 “improved less.” Data 
Were not available for one woman, who 
Would not voluntarily eat at the table. 
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MEAN AGE AND DURATION or HOSPITALIZATION BY GROUPS AND SEX 


AND COTTLIEB 


Control Group (N=20) De: 


Mean Age Mean Duration of — — 
Hospitalization й 
32.1 80 7669 
33.0 7.8 
32.5 19.5 


RESULTS AND DISCUSSION 


The mean Hospital Adjustment Scale \ и 
scores are presented in Table 2. The experi: — 
mental group was slightly better adjus 


one clear change from the initial to the ^ 
terminal test is that the experimental group 
men improved significantly (p<.05), com- 
ing up to the level of the experimental - 
group women. A possible explanation of F: 
the relatively poor mean score of E 
on the initial test is the lack of het ial 
interaction for them on the chronic wards 
of the state hospital. Female patients at 
least have some interaction with male physi- 
cians. The lack of improvement on the 
terminal test for the women may be due 
to the marked exacerbation of schizophren- 
ic symptomatology in 2 female patients, 
which undoubtedly offset the slight to mod- 
erate improvement seen clinically in the 
other women. Differences between mean _ 
scores at termination and 20 months later _ 
were not significant. 
Looking at the results of the Malamud- -— 
Sands ratings in Table 2, it is apparent - 
that the two psychiatrists differed in their _ 
evaluation of the patients’ psychopathology. - 
Dr. A rated the patients slightly better 
on the terminal than on the initial test, but — 
this difference was not significant. According и 
to his ratings, the experimental group did 
not differ from the control group, nor 
the men differ from the women. Dr. B's: ў 


ratings, however, showed the experimental 
group as significantly less pathological than’ 
the control group (p<.05), and the раз 
tients in general as better on the terminal | 
than on the initial test (p<.025). His таб 
ings tend to indicate greater improv 
for the experimental than for the 


3 М." 
* 3 E 


Experimental Group Control Group 
Men Women Men Women 
ospital Adjustment Scale * 
à Initially 51.5 69.5 46.5 58.0 
f At Termination 66.3 65.2 39.6 60.5 
20 Months Later 61.9 74.3 57.2 55.9 
- Malamud-Sands Ratings *—Dr. A 
Initially 54.4 57.8 57.4 60.2 
At Termination 46.7 53.5 52.9 58.0 
E 20 Months Later 56.0 49.0 48.4 52.1 
Malamud-Sands Ratings *—Dr. В 
Initially 46.1 46.8 49.0 50.0 
» At Termination 35.2 32.2 46.2 48.8 


P 1 Each mean is based on 10 cases, except for the 20 month follow-up, where N=8 for the Ex- 


T perimental Group women and N=9 for the Control 
2 The higher the score, the better the adjustment. 
3 The lower the score, the better the adjustment. 
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TABLE 2 


HOSPITAL ADJUSTMENT SCALE AND MALAMUD-SANDS RATINGS 
INITIAL, TERMINAL, AND FoLLOW-Up MEAN SCORES ! BY GROUPS AND SEX 


РА = = 


Group men. 


— 


* р. Inspection of Table 2 also reveals 
x Fis interesting fact that Dr. B’s mean ratings 
— in every case were more favorable than Dr. 
_ A's. Each psychiatrist had equally brief 
contact with the control group patients ; 
— here Dr. B rated the patients slightly more 
_ favorably than did Dr. A. Dr. B diverged 
even more from Dr. A with respect to the 
= experimental group. This is no doubt a 
reflection of the fact that, in addition to a 
_ generally more favorable rating tendency, 
- Dr. B was much more closely and intimately 
_ involved with these patients than was Dr. A, 
whose contact with them was more limited. 
_ Dr, А5 follow-up ratings did not differ 
ү, significantly from those at termination, ex- 
3 cept for the experimental group men, who 
_ were rated as significantly worse (p<.05) ; 
hese follow-up ratings were approximately 
_ the same as the initial ratings. 
_ In their terminal clinical ratings of 
change (Table 3), the 2 psychiatrists 
T quite closely in their evaluations of 
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the experimental group; each considered 
9 patients (45%) to have shown some ime 
provement. For the control group, they 
also agreed fairly closely as to the number 
showing improvement, but differed some- 
what as to the number of patients rated 
worse, with Dr. A in this case giving the 
more favorable ratings. In comparing the 
2 groups, these ratings favor the experi- 
mental group. | 

Since the 2 psychiatrists tended to agree 
more consistently in their overall clinic: 
ratings of the patients than in their Ma 
mud-Sands ratings, it is concluded 
certain personal discrepancies occurred in 
the utilization of the latter device. There- 
fore conclusions drawn solely from the Ma 
amud-Sands ratings are ambiguous. ] 

Although numerically Dr. A’s ratings at 
termination and 20 months later were es 
sentially the same, it is interesting to note 
that many of these figures do not refer t0) 
the same patients, indicating the variabili! 


TABLE 3 
OVERALL CLINICAL RATING OF CHANGE 
Experimental Group Control Group 
Worse Same Improved Worse Same Improved 
"Termination—Dr. A 2 9 9 T 
i 2 
Termination—Dr, B 2 9 9 6 ЕВ 8 
20 Months Later—-Dr.A 1 11 8 1 13 6 


of symptomatology over a period of time. 

Table 4 reports the disposition of pa- 
tients at termination of the project and 8 
and 20 months thereafter, At termination, 
6 members of the experimental group were 
able to leave the hospital and be placed on 
family care or convalescent status. No pa- 
tients were able to assume any degree of 
responsibility for themselves, and they 
continued to require supervision, During 
the 8 month follow-up interval, no further 
significant change occurred. After 20 
months, only 3 experimental group patients 
were outside the hospital. Thus the ex- 
perimental group lost its apparent advantage 
over the control group. The number of 
experimental group patients placed outside a 
hospital at termination may reflect the 
therapeutic enthusiasm of the participants. 
The patients’ relatives may also have con- 
tributed to this enthusiasm, as well as gain- 
ing a greater acceptance of the patients’ 
pathological behavior. The lack of any sus- 
tained improvement over a prolonged peri- 
od led to their return to the hospital. 

In observations of clinical changes in the 
experimental group, it was impressive that 
the accessory schizophrenic symptoms, as 
defined by Bleuler(3), improved some- 
what, while the fundamental symptoms re- 
mained relatively intact. Such accessory 
symptoms as hallucinations, delusions, and 
hypochondriasis were reduced. The pa- 
tients tended to block less often in their 
verbal productions, and related much better 
in interpersonal situations. Improvement 
Was apparent in disturbed behavior patterns 
and catatonic symptoms. Thus some of the 


TABLE 4 
DisrosrrioN AND FoLLow-UP or PATIENTS 
itali: Family Convalescent 
Hospitalized oe pose 
Experimental Group у Д 
At Termination 14 i i 
8 Months Later 13 e : 
20 Months Later 17 
Control Group / Р 
At Termination 19 ^ ү 
8 Months Later 18 З - 
20 Months Later 17 


: Family care and convalescent status are dependent on improvement in behavior, but not necessarily 


9n any change in basic psychopathology. 


improvement for a few weeks or 
only to relapse а into severe 
phrenie psycho; ogy. At times 
such a 


oir 


setting, a number of significant pat 
of sexual behavior were observed. A 
erotic behavior, genital exhibitionism, and. — 
overt masturbation occurred rather ir ec 
quently compared with the attempts at _ 
establishing object relations. Patients en: — 
joyed holding hands, embracing one an- _ 
other in certain situations, kissing, gh 

and other types of sexual advances. These ~~ 
occurred in a very impulsive fashion; for — 
example, some patients would go from one Ч 
to another patient, kissing and fondling, — 
often not differentiating one sex from the - 
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T other. Most of this behavior was hetero- 
] sexually rather than homosexually directed ; 
in discussions with the patients they ex- 
pressed pleasurable feelings about 1. Poor 
| judgment was evident in their expression of 
such behavior, and they had little under- 
Standing of social attitudes toward their 
| impulsive sexuality. Most of the sexual 
was of a tactile and oral type. 
Although patients attempted genital stim- 
| ulation, such behavior was prohibited in the 
atmosphere of the hospital These obser- 
"vations illustrate that sexuality in the schiz- 
й ophrenic patient is not totally repressed nor 
narcissistic, but that attempts at some 

type of primitive object relation occur. 
— That the ability to engage in hetero- 
sexual contacts bears some relation to 
— amount of improvement shown by experi- 
Mental group patients is evidenced by 
- Figure 1, which shows the course of heter- 
Г associations at meal times for men 
and women, divided into those who im- 
proved more and less. At the state hospital, 


E for any heterosexual relation- 
Е were very limited, and particularly 

‘so for the men, since for the most part 
c» had male doctors and attendants. In 
‘View of this previous history, it is inter- 
~ esting that for both sexes, but particularly 
_ strikingly for the men, the “improved more" 


owed in general a consistently 


FIGURE 1 


r HETEROSEXUAL AssoCIATION AT MEALs IN 
RELATION TO IMPROVEMENT AT TERMINATION 


—— Improved more 
---- Improved less 
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Successive time periods 
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greater number of heterosexual 
at meals. For the men who improved more, 
there was a steady rise in heterosexual as- 
sociations during the 8 months covered, 
beginning at about 30% and increasing to 
from 60% to 75% of such associations. For 
both the men and the women who im- 
proved less, there was a fairly steady 
dropping off in heterosexual associations 
in the last 4 months of the project, with 
both these groups ending at about 30% of | 
such associations. ү 

A number of personnel problems were | 


manifest in this study. It is intcresting to 
note that the majority of the personnel in 
the experimental situation were N | 
while the patients were all white. The 
of this racial difference was not measured, ' 
but it seems reasonable to speculate that 
it would make for greater difficulty in 
establishing close interpersonal relations 
between staff and patients. 

Many of the nurses and attendants lacked . 
a suitable background of education or ex- 
perience for much of the work required. 
Throughout the project the personnel were 
asked to assume greater responsibility for 
the management and treatment of the pa- 
tients, and to attempt to establish a close 
relationship with them, in spite of the pa- 
tients’ hostile isolation. Initially Ње per- | 
sonnel showed tremendous enthusiasm, but 
with the many frustrations involved much | 
of this enthusiasm waned. It was apparent 
from the study that psychiatric nursing | 
practices are poorly defined, and that nurs- 
ing personnel are often confused in their 
work with patients. Status problems were 
created by the attempt to give a more 
therapeutic role to the nursing personnel; 
this factor may have limited their influence 
on the patients. The research ward staff had 
greater prestige and status in terms of the 
additional role in which they functioned, 
but this role required a greater responsibil- | 
ity and in many ways a reduction of the 
distance between personnel and patients. | 
The aloofness often maintained by nursing | 
personnel had to be overcome, and in this 
process insecurity feelings were often evi- . 
dent. With such frustrations and feelings, ~ 
individual personal problems of staff mem- 
bers were. intensified. This led to undue. 
emphasis on many insignificant aspects of 


~ 1960 ) 


ward operations, with fewer attempts at 
active interpersonal contact with patients, 

From the viewpoint of effects on the 
basic schizophrenic psychopathology, the 
results of this study were not encouraging. 
The practical application of these specific 
techniques to larger chronic schizophrenic 
populations, such as those in state mental 
institutions, does not seem warranted in 
view of the limited improvement seen in 
the accessory symptoms, the large numbers 
of personnel and special facilities needed, 
and the associated high financial expendi- 
tures. As far as this study has demonstrated, 
modifications of hospital culture have little 
or no impact on the basic schizophrenic 
psychopathology of chronically disturbed 
patients, and other approaches to the solu- 
tion of the problem must be sought. 

These results do not preclude the pos- 
sibility that intensive socialization tech- 
niques are beneficial to many psychiatric 
disorders, including schizophrenia, particu- 
larly during its early manifestations when 
there is a greater chance for reversibility of 
the process. This problem was not evaluated 
in the present study. The results merely 
emphasize the limitations of socialization 
programming in attacking the basic psycho- 
pathology of the chronic schizophrenic pa- 
tient and in effecting consistently satisfac- 
tory treatment results. 


SuMMARY AND CONCLUSIONS 


A description has been given of a rehabil- 
itation research project for chronic dis- 
turbed schizophrenic patients who had 
been hospitalized on the average for about 
7 years. 

In the experimental group a modification 
Was seen in many of the accessory symp- 
toms of schizophrenia, such as disturbed 
behavior, delusions, hallucinations, mute- 
ness, and withdrawal; these changes al- 
lowed a tenuous type of socialization. The 
fundamental symptoms of schizophrenia, 
the disturbances in associations and affec- 
tivity, remained. The control group demon- 
strated essentially no change. Follow-up 
evaluations of the hospitalization status of 
oth groups 8 and 20 months after termina- 
tion of the study showed almost no further 
changes, 


The changes observed were considered to 
be of limited therapeutic significance | 
view of the numbers of personnel involved, 
special facilities, and resultant costs for sach 
à program. Further limitations influenein 

experienced by personnel a 

ic patients. These include adverse per: al 
reactions, status problems, and difficu ties 
in maintaining a consistent interest in h 


project. 

It may be concluded that in the se 
phrenic illness, the accessory 
tology is related in part to psycho 
factors and can therefore be modified 
socialization techniques, as described in. 
this study. 
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When physical changes of the environ- 
ment operate on the sensing organs of the 
body, patterned impulses are impressed on 
the more central receiving systems to gener- 
ate psychophysiological information that 
something has happened. Although sense 
data are obviously derived in a space-time 
continuum, the necessary repetitions and 
reinforcements of sense data as evidenced 
in "learning" prior to recognition of "sig- 
nificant" activity, actually tend to divorce 
sense data from the particularity of time. 
Consequently sense data appear to be of 
the dimensions of space. This conforms to 
the idea of spatial organization being para- 
mount in discriminative brain function. Be- 
cause these sense data cannot generate in 
the brain an exact replication of the physical 
excitants, the transmitted data must be 
patterned in such a way that the brain 
receiving mechanisms recognize the recur- 
rent impulses. In that recognition must 
result from a coded action, it, therefore, 
must be an abstraction of the physical 
changes; I would like to designate this 
perceptual phenomenon as a first order 
symbolic process. 

Inference(1), which connotes the role 
of indirect, impersonal determinants of 
behavior assumes two major forms; 1. 
Representational and 2. Non-representa- 
tional. 

_ In this paper the representational mode 
is designated as a second order symbol. 
Such second order symbols are exampled by 
picture or sound forms which through con- 
vention, or gross two- or three-dimensional 
Similarity to the physical data, present to 
the brain material that evokes, or may po- 
tentially evoke, behavior just as if the 
physical elements themselves had been pre- 
sented. Thus, although the symbol of water 
in a picture has not the property of wetness, 

uidity, and mass, it nevertheless conveys 
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A CORRELATION OF SYMBOL ORGANIZATION 
WITH BRAIN FUNCTION (EEG)' 


ROBERT COHN, M.D.* 


to the brain the idea of the physical el 
ment with all the properties noted above 
and which under certain conditions is able” 
to generate behavior just as if the actual, 
water were present. Г 
When the symbol processes become suf- | 
ficiently non-representational so that th 
in no way convey a paradigm of the physi- ` 
cal data for which they are a token, a news 
level of symbolization is achieved ; 
I will designate as higher order sym 
tion processes. This higher order, a 
ed in the evolution of written languages, 


form marks divested of analogs of heir 
origin. Ы; 
Thus, through direct sense data, 
inferences derived indirectly 
activation of remote ial data ar 


symbolization 
consideration here : : 
human figure. The use of the pictorial form 
of man carries with it an inherent element ~ 
of uncertainty. This uncertainty results 
from the inability to weight the relative 
content of the representational and higher — 
order symbols in any particular portrayal. _ 
Even in the simplest presentation, the _ 
representation component is manifest in, at | 
least, composition. 'To accentuate this basic -. 
uncertainty, any elementary part of the 
depiction may be construed as a second or. 
higher order symbolization depending on- 
the sophistication of the observer. D: y 
these fundamental pròblems, the study of 
picture drawing affords information as to 
the process of symbol formation, symbol - 
use, and symbol dissolution. К 

It has been observed that the spontaneous © 
pictorial production in many 34-year-old” 
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child 
of representation of the human figure, even 
in elementary composition. To a high de- 
gree this appears to be the result of an 

nability to order volitionally the parts in a 
sequential way. 
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PONTANEOUS PICTURE (LEFT). PICTURE 
" DRAWN TO DICTATION (RIGHT). 


In Figure 1, the picture to the left, 
wn by a child of 3% years, constitutes the 
ntaneous “picture of a girl.” Real effort 

as expended ; the child named several 

ce parts as she made incomplete, complex 
drawings. The picture to the right was the 
t of dictation; here each part was 

to her by name in the following 

: head, eyes, ears, legs, belly, arms, 
mouth, and hair. It is observed that 
whole person is encompassed in a closed 

ce symbolized as *head." This output, 
course, is similar to the normal produc- 
tion of a child of the age range between 3% 
5% years. This portrayal is of particular 

est in that this child, as most children 

age group, can correctly point to 

body parts when asked to do so from 
vo-dimensional manikin. Such command 
oductions strongly suggest that the child 
a much er organized body image 
ould be gleaned from the 

taneous formulation, It is of interest 

‚ as seen in the figure, that the electric ? 


de Placement: The number corresponds 
line. Top line is number 1. 
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ren may be bizarre with little evidence 


i of the brain in these children gen- 
is not well organized when compared 
with adult records. 


That the form of the child’s picture of a 
person may be quite independent of a 
particular culture is shown in Figure 2. 


K [|2.27.58 
Fic. 2 
PICTURE OBTAINED FROM LACANDONIAN 
INDIAN BOY, AGE 6 YEARS. 


This picture was drawn by a 6-year-old 
Lacandonian Indian boy from Chiapas, 
Mexico, who had only been out of the 
jungle for approximately 4 months. Be- 
cause of bilateral congenita] cataracts, the 
boy was not observed to indulge in spon- 
taneous graphic expression, nevertheless 
the accomplished picture, in all ways, is 


ET 


consistent with the average child's produc- 
tion of the same age in our own culture. 

It has been observed that the pictorial 
presentation in the normal adult individual 
is remarkably constant. This is shown in 
Figure 3. The picture on the left was pro- 
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CoNsTANCY OF ADULT PORTRAYALS, 


duced in 1955 ; that on the right was made 
in 1959, The contours and general composi- 
tion are remarkably similar. The EEGs 
and neurological examinations were in no 
way remarkable. In other drawings, it is 
also observed that despite various distor- 
tions of the picture during the phases of 
most disturbed brain function, the basic 
contours and compositions retain their 
Characteristics in serial portrayals. In chil- 
dren this conservatism does mot prevail. 
This is demonstrated in Figure 4, where, 
in the course of one year, a portrayal may 
Change from a child's type to that of the 
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js RATION OF PICTURE DRAWING WITHIN 
NE YEAR, ALSO “MATURATION” OF EEG 
PATTERN. 


adult pattern, The EEG may mature й 
ja tho ool ж 

itisa l 
invariable phenomenon, Tw гэс al 
attributes are manifest in the depictions of - 
the human form. Such are par- | 
ticularly evident during stress situati 
( Figure 5). 


The patient was a Captain in the Navy w 
on retirement was elevated to the rank 


head; openings were allowed 
of the head, the ears, face, an 
a few days following this restrictive immobili- 
zation, he began to hallucinate, to indulge in | 
mysterious Morse code messages, and to en- — 
gage in a rambling continuous type of verbal- ; 
ization. a 

The spontaneous picture production at this — 
time was certainly representative of his plaster 
uniform. It will also be observed that he | 
his two stars over the upper part of the Dol - 
of the cast. In such productions, there is little © 
doubt of “self” portrayal. The EEG showed no 1 
gross abnormality. The depiction to the right 
is from the same patient 7 weeks later. This 
production occurred in a phase of "recovery"; — 
he spoke in a low tone of voice and was en- . 
tirely logical in all verbalizations. He диси : 

his family and his imminent discharge from 
the hospital. It is observed that the delinea- — 
tions are incomplete, perseverative and that 
little pressure ís exerted with the pencil. 4 
was obviously very introspective and quite ill- 
at-ease. i 
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- The representational quality of picture 
Production is also evident in the large 
‘number of neurologically normal subjects 
"mt this hospital who portray uniformed 
T persons (Figure 6). No significant EEG 
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“findings are evident in the excerpt of this 
particular subject. 

_ The common factors in the above types 
of production which have been illustrated 
: (a) the presence of sentient brain 
nization; (b) the retention of instru- 
ities to accomplish the pictorial op- 


_ Acute unilateral lesions of the central 
apparatus, involving the geniculo- 
Ortica] pathway, generally result in re- 
irkable asymmetric distortions of the 
son symbol (see Figure 7). 


T patient was 65 years old. Approximately 
days prior to study, he was working as a 
: became 


conjugate gaze to the right; 
homonymous hemianopia. In 
"Chester," he saw only the 

. discussed his as- 


crying. There was no evidence of denial 
s despite an almost hemianesthetic 


Fic. 7 і 
DEPICTION WITH LEFT HOMONYMOUS VISUAL 
FIELD DEFECT. 0 


left side ; position sense of the upper ext / 
was absent even at the elbow joint. The re- 
flex pattern on the left side was indicative of. 
pyramidal motor system involvement. The pic- 
ture showed a head element with ў 
lower extremities abutted in a disconnected 
way on the right side of his drawing ; ай 
the eyes were omitted, an attempt was made. 
to place hair on the head. The EEG showed 
slow activity in the post-rolandic derivations of 
the right brain. 


Another case of the effect of visual field 
disturbance is shown in Figure 8. 


This patient was 20 years of age. Three. 
months prior to the examination he had a strep- 
t 
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FACE AND HEAD DISTORTIONS IN LEFT É 
HOMONYMOUS HEMIANOPIA, 
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spastic left hemiplegia including the face 
sued. On examination he complained of gen- 
eralized head pain. Speech was 
and mechanically intact. Over the left. side 
epicritic sensation function was decreased, but 
position sense was disturbed severely in both 
the upper and lower extremities. Localization 
of areas of cutaneous stimulation was markedly 
impaired. The deep tendon reflexes were hy- 
peractive on the left, but no Babinski sign 
was elicited. A left homonymous hemianopia 
was observed ; however, he seemed aware of 
the left space. The picture drawing showed a 
simplicity of composition, but was 

because of the displacement of face parts and 
head appendages on the left side of the por- 
trayal (his left visual field). The EEG showed 
an intense slow wave output over the right 
cerebral hemisphere. 


OF FACE FEATURES. 


Figure 9 is the production of a 35-year-old 
man who 3 months previously had a right 
Tmastoidectomy. He was oriented for time ; no 
Tightleft confusion or disturbed space con- 
cepts were elicited. He yawned ге £ 
complained of a severe headache over the right 
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Following surgery for the 
brain abscess he maintained an 
facies; he had difficulty in ree 
spoken was 
named 
field 
The 
namic action 
deviated 
reduced 
the left, 
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DISTORTION IN PICTURE WITH LEFT | 
HOMONYMOUS HEMI-INATTENTION, 


" 


gure 10 was obtained from a 63-year-old parently to retain the contextual thread. The 
n who awakened with clumsiness of the ex- left visual field inattention persisted as he 
mities of the left side on September 3, 1956. occasionally was surprised to “see his left hand 
t no time was there headache. Speech was come into view." The picture production, 
deationally and mechanically adequate. There Figure 11, is remarkably similar to that ob- 
o denial of illness. There was hemi-inat- served previously. The 7 per second activity of 
n in the left fields of vision with simul- the EEG is somewhat more prevalent than in 
sly applied objects in the temporal the earlier tracing. 
fields. He failed to resolve homolateral р A R U я 
ble simultaneously applied cutaneous stim- In toxic states the distortions in the pic- 
on the left side. Position sense of the digits torial representations are general in dis- 
upper and lower extremities was dis- tribution. The distortions may consist in 
d. The maximal left-sided weakness of the varying degrees of combinations, of exag- 
mities was in the proximal elements. Deep — geration of parts, grotesqueness of com- 
don reflexes were increased in amplitude position, of telescoping, or of perservation 
` the left side. No Babinski signs were of the delineations. 


The picture drawings showed a modified in- ————— — — ——  — — 
nplete profile. The parts of the left visual j 
а were omitted. Perseverative delineation 
s also evident. The EEG output was dom- 
ted by 6 and 7% per second activity. 

January 30, 1959 the patient was again 
ed ; he remembered his previous visit. He 
кеа in a slow insecure way ; there was а 
ed amount of associated movement of the 
t upper extremity. He spoke rapidly, ap- 


D artana PP inaen 
OEE 

“| 6S СОЕ ооа 

3 PA A a чули Р i nll Se ys npe 


epe Proh nn a 


afe egt ISI 


Ap ee f N^. TENA 
арышына Аааа аЛ A № МАНИ vl ng 
Hesse dr pen ^ 
aene mei aet eti echa ign iai 
Fic. 12 
PM ettet SPONTANEOUS PICTURE (LEFT). 
р EFFECT OF ALCOHOLIC INTOXICATION (RIGHT). 


Figure 12 was obtained from a 30-year-old 
officer who shortly after reporting for active 
duty had a witnessed grand mal seizure. On 
neurological examination no gross abnormali- 
ties were observed. His picture was of a 
stylized “angelic” type (left) but aside from 
failure to plan for the edge of the paper on 
the right the picture was symmetrical. The 


1960 ] C 


picture on the right was obtained 2 days later 
after the patient had admitted in а mushy 
voice that he had been a "naughty boy while 
on liberty." The EEG was composed of 12 to 
14 per second activity ; Bogans test for alcohol 
was estimated as 1.5 mg./ce. of blood. His 
picture at this time, although similar in con- 
tour and design to the previous one, was 
poorly organized, disconnected, and linearly 
perserverative. Within 10 minutes after draw- 
ing the picture he became unaware of the 
environment. Corneal stimulation resulted in 
no responses ; there was no withdrawal from 
pin prick or deep pressure. 


In vascular lesions that do not involve 
the visual apparatus, the picture production 
shows a generalized distortion and sim- 
plicity of pattern (Figure 13, left). 
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ACUTE CEREBRAL VASCULAR ACCIDENT (LEFT). 
MODERATE RECOVERY (RIGHT). 
NOTE SKELETAL DESIGN IN EACH FIGURE. 
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Àn example is afforded by a 35-year-old man 
Who had a sudden onset of right hemiparesis 
and a voluble jargon aphasia. There was diffi- 
culty in comprehending the written or spoken 
m. Only occasionally was a right-left con- 
usion observed. Dynamically the right face 
Was flat. In sensory function the major defects 
Were in position sense, two-point discrimina- 
tion, stereognosis and failure to resolve double 
Simultaneously applied cutaneous stimuli. 


` fect” form, or as an abstraction of 


There was a Babinski sign and hy 

deep tendon reflexes on the right. His 

was formed from a stick figure with unusually 
applied digits. The EEG showed high volt 

3 to 5 per second waves dominating the left - 
brain output. 

At the time of the drawing on the right 
Figure 13, the patient was able to walk. V 
his speech became garbled he was now 
to write his wants. He proved to be m 
more effective on this visit. Although his ; 
ture was better organized, he still utilized the | 
transparency technique. The slow output of. 
the EEG was much reduced in prominence. _ 


From the data it appears that the pi 
drawing fluctuates between a second a 
higher order symbol as earlier defined. ' 
picture produced, however, appears to 
more of a higher order symbol than a p 
representation. This derives from the f 
that usually in only one or two elem 
any given picture in this series, is a do 
nant characteristic of the individual 
trayed. Also it appears that classical 
sentation requires an innate compulsion 
render, or reproduce, the object in a р 
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perfect form. The crudest drawing and th 
most acclaimed picture are symbols wit 
but varying qualities of perfection of - 
rendering. В. 


SuMMARY AND CONCLUSION КУ 
the more related the — 
the lower 
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the natural development of artistic forms is 
in non-representational geometric and sur- - 
realistic symbols. This logic induces à 
paradoxical situation. Are the scribbled de- 
lineations of the child, and anthropoi: 
high order symbols ? Certainly the ch 
scribbles do not have representational val 
This potential paradox is resolved when i! 
can be demonstrated that the scribbling ha 
very little, or no, second order symbol và 
to the child. This major point is elucida! 
by asking the child to point out, after the 
scribbling, even if he has named anatomic: 
parts during the production, the variou: 
components. This is hardly ever accom 


‘do this from a conventional two-dimen- 
| sional manikin. As a consequence it appears 
M that the scribble constitutes a mark with- 
"out particulate, or general, symbolic value. 
_ Further evidence that the picture draw- 

- ing is an individual symbol of a person, and 
— not necessarily a representation of the body 


the os É brain function, in 
general, major elements are faithfully 
oduced, even when the ition is 
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` present are а manifestation of a disturbance 
in the instrumentalities ; that is, the visual 
“field is lost to the individual and conse- 
displaces the elements in the 
d field. A fruitful study might be the 
mpt to discover why some individuals 
visual field defects do NOT portray 
nmetric picture drawings. 
is of course, possible to discuss the 
sented data in the fabric of the bod 
age concept, and its distortions. This, 
ever, implies a one-to-one correspond- 
e between the depictions and the body 
ge concept. From my material, this 
ct correspondence is difficult to demon- 
, However, if material such as that 
comprising Figure 2 could be amplified and 
onfirmed, the direct relation between body 
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image concept and depiction might be 
demonstrated. Irrespective, it is quite clear 
that the body image concept and the body 
depiction complex is not a process of physi- 
ological proprioception in the sense of 
spatial orientation of body parts. This de- 
rives from the fact that the blind child 
between the ages of 7 and 8 years ( personal 
observations) is unable to present composi- 
tionally correct graphic or plastic forms of 
the human figure. As a consequence it 
appears that the graphically depicted 
human form is in high probability a visual- 
ly learned and controlled symbol operation 
with only occasional perturbatory accre- 
tions emanating from volitional or non- 
volitional expressions of annoying parts or 
conflictual feelings. Consequently, a direct 
operational approach through symbols has 
been emphasized and employed in this 
study of the portrayal of the human figure. , 

In conclusion, it is shown that by means 
of learned processes, basic symbols are 
formed that appear to be a conservative ex- 
pression of a person. An attempt has been 
made to demonstrate that this symbol 
fluctuates in a representational (second 
order) and non-representational (higher 
order) behavior matrix. And finally, that 
in the presence of crippling lesions of the 
brain, either of a transient, or more fixed 
type, that the symbol is either distorted in 
part or in a general manner, depending on 
the nature of the brain lesion. 
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This paper will report an attempt to in- 
vestigate the role of several types of inci- 
dental or indifferent perceptual stimuli in 
| Ше formation of dreams and to elucidate 
some of the cognitive processes involved in 
the incorporation of such stimuli into the 
dreams. The recent work on subliminal 
registration, or more especially the replica- 
and confirmations of the classical 
[ experiment(1, 2, 3, 4, 5, 6, 8, 9, 10, 
— Ii, 12, 14, 15), has shown that subliminal 
‘stimuli are utilized in the formation of the 
manifest content of dreams. This work 
| indicates that there are aspects of percep- 
that are related to the drives, uncon- 
— scious wishes and primary thought proc- 
"esses, and contrary to psychoanalytic and 
other theories, perception as an ego func- 
is not exclusively concerned with adap- 
_ Хабор and reality testing. 
There is one important place in Freud's 
theoretical structure where he came close 
to dealing with perception in these latter 
terms and that is in his formulation of the 
mature and function of day residues(7 ). 
Although he did not discuss day residues in 
relation to perception, he did stress the 
Significance of transient, unnoticed or 
vaguely attended to impressions of the day 
in the construction of dreams. He came to 
the conclusion that dreams have a prefer- 
- ence for taking up unimportant details of 
— waking life. The wider implications of 
Freud's astute observation have recently 
begun to be recognized and are leading 
- to the investigation of the influence of in- 
erent impressions, not only on 

thought processes of altered states of con- 
Sciousness, such as the dream or hallucina- 
E but also on thought in the waking 


. When speaking of day residues, Freud 
meely intermingled the terms, trains of 
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thought, impression, experience, idea, meme 
ory, etc. He did not distinguish between 
these various mental processes and the 
external perceptual events that accompany 
them. It has been proposed that the concept 
of the day residue needs to be expanded to^ 
include not only preconscious trains ОЁ 
thought, ideas, memories, etc, but also the 
sensory events that surround these psychic 
events and, for purposes of dream fo 
the subliminal stimuli 


thus had no attention paid to them, or have 
been rejected and have thus had attention 
promptly withdrawn from them(7). 


Although Freud spoke of indifferent im- — 
pressions as those to which no attention һай — 
been paid or from which attention Was ~ 
quickly withdrawn, he never clearly distin- 
guished between impressions which reached — 
awareness and those which remained en- — 
tirely out of consciousness. Most of the E 
types of impressions, experiences, trains of - 
thought, etc., that he spoke about were con- ~~ 
sciously experienced, however fleetingly. — 
Freud did not further pursue the ü 
suggested by his off-hand remarks about in- .— 
different impressions nor consider the pos- - 
sibility that different kinds of incid P 
registrations might have different roles in — 
the formation of dreams. m. 

The following is a tentative classification и 
of incidental registrations. First, there іѕ 
the totally subliminal, incapable of enter 
consciousness by virtue of weak s 
conditions. With this type there is no qu 
tion of attention being involved because 
amount of attention will bring about а 
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| ness; nevertheless, registration and forma- 
tion of a preconscious memory trace are 
assumed to take place. Second, there are 
‘percepts which are capable of entering 
M consciousness but do not do so because at- 
tention is not paid to them. Third, there 
are incidental impressions that reach con- 
Sciousness fleetingly, that are weakly ca- 
thected with attention or from which ca- 
thexis is quickly withdrawn. Fourth, there 
T аге supraliminal, focal, fully cathected per- 
ceptions which fall within the central focus 
of attention. Such supraliminal, focal per- 
cepts may or may not be indifferent, de- 
7 pending upon their meaning, intensity of 
- affective charge and other conditions. 
— — The completely subliminal stimulus may 
— be considered an extreme example of what 
— Freud called “an indifferent impression." 
7 Although the completely subliminal stimu- 
- lus has been extensively investigated, the 
— role of the supraliminal, focal stimulus in 
— dream formation has not. 
As I have stated, the present pilot investi- 
gation represents an attempt to study sev- 
~ eral of the types of visual registrations and 
— percepts associated with day residues and 
_to differentiate their respective roles in 
е formation of dreams. Specifically, the 
_ attempt was made to study the effect of the 
simultaneous presentation of a subliminal 
stimulus and a supraliminal, focal stimulus 
_ on subsequent dreams. 


METHOD 
—— Two visual stimuli (Fig. 1) were exposed 
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a neously through a tachistoscope. For 
\ ibjects, the stimulus picture shown on 
right was made totally subliminal by 
wing it in very light pencil lines while 
stimulus picture on the left was made 
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SUBLIMINAL AND SUPRALIMINAL INFLUENCES ON DREAMS 
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supraliminal by drawing it in very heavy 
inked lines. For 4 subjects, the reverse pro- 
cedure was carried out; that is, the vase 
and swastika were made subliminal and the 
snake was made supraliminal. When either 
version of this slide is tachistoscopically 
exposed at 1/100 second, the subliminal 
stimulus cannot be discriminated, the recog- 
nition threshold for it being about X second, 
The supraliminal stimulus, however, is nor- 
mally discriminated after one or two ex- 
posures at 1/100 second. It was assumed 
that the 2 stimuli become part of the sen- 
sory events incorporated into and forming 
a part of the complex experience we call 
a day residue. 

The essential method used was the com- 
bined dream-imagery technique previously 
described(4). Briefly, the stimulus picture 
was exposed for 1/100 second at successive 
intervals until the vase, and particularly 
the swastika upon it, was successfully dis- 
criminated. After each exposure, the subject 
was required to draw what he had seen and 
to describe it verbally. The subject was 
then requested to bring in any dreams that 
he had during the night. The next day he 
reported his dream, made drawings of its 
significant pictorial elements, and then as- 
sociated to the dream as freely as he was 
able. Following this, the stimulus picture 
was exposed for 1/100 second again and 
a series of 5 or more free images elicited. 
The subjects verbally described and made 
drawings of them. The stimulus was then 
re-exposed at successive intervals starting at 
1/100 second, gradually increasing the 
time of exposure until the threshold of dis- 
crimination for the snake was determined. 
Finally, the subject re-examined his draw- 
ings for similarities to and correspondences 
with the stimulus picture. 

It will be noted that both of these stimuli 
carry a highly affective charge and that they 
are sexual symbols in the psychoanalytic 
sense. The swastika on the vase could be 
thought of as an American Indian decora- 
tion but I was aware of the possibility that 
it remains for most people a highly charged 
configuration. 

Of the 11 subjects used, 8, all male, were 
residents or other physicians of the experi- 
menters acquaintance; 2 were female pa- 
tients on the Psychiatry Ward of Mount 
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Sinai Hospital, and one was a paid subject, 
by profession an actor. 


RESULTS 


I shall first present 2 dreams which oc- 
curred following the tachistoscopic expo- 
sure of the slide in which the vase was 
supraliminal and the snake subliminal. 

Subject A had the following dream : 


1 was in a totalitarian prison camp іп a room 
which they were trying to wire so they 

listen in. There was a red-headed guy sitting 
in a chair. His name was Fisher. His arms were 
bare ; they were shortish and bound down on 
the arms of the chair with Scotch tape. He 
did not seem too frightened. From his elbows 
to his hands, his arms were not as long as they 
should be. I said to him, "Fm resigning to- 
morrow from the concentration camp. Now I'm 
going to take my bullwhip,” and I made a 
threatening gesture at him. 

Associations: The Fisher in the dream 
was not you but an old friend of mine. I liked 
him because he was broad minded, and racially 
tolerant. Fishers hands were not right. All 
that it took to hold his arms down was Scotch 
tape because they were so weak. I used to 
Scotch tape my own fingers together and then 
try to break loose in order to test my strength. 
The whole dream gives me a feeling of idiocy. 
I never in my life held a bullwhip. It was 
like acting in a play, as though Fisher knew 
that I was not threatening him; he did not 
appear frightened. 

The subject made a drawing (Fig. 2) 
depicting himself threatening Fisher with 
bullwhip. His image of himself was one of 
power and strength, as indicated by the very 
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Interpretation : The latent content of the 
dream centers around the subject’s uncon- - 
scious conflicts having to do with the idea n 
that he is weak or in a weak position by — 
virtue of his status as an experimental sub- ¢ 
ject and that I am strong and will dominate — 
force him to concentrate, t0 — — 
dream and to reveal his secret thoughts. — — 

The dream expresses his а х. 
wishes to reverse roles, to be in the strong 
me ina . 


J 


part of eh ees | 

named Fisher, is- Ч 
Een for me, whom the subject threatens — 
with a bullwhip. The idea of resigning ex- _ 
presses the subject’s wish to run away from _ 
his role as a subject. It seems obvious that i 
the subliminal percept of the snake was _ 
transformed in the dream into the bullw! 
made of snake hide. The idea of streng 
and weakness and domination and submis- я 
sion is depicted in the description of 
arms of both parties to the conflict. F 


; were weak ап men bound 


bulging biceps and the threatening 
hip. Although the subject's aggression 


ised and toned down by his giving the 
m scene a play quality, by making 

isher appear not to be frightened, by tying 
arms down with Scotch tape that can 
ly be broken. 


| ollowing exposure of the same stimulus, 
"had a dream in which the subliminal 
peared to be transformed in the mani- 

mtent of the dream into the arm and 

of a man. The drawing of this image is 

Lin Fig. 3. During the re-exposure period, 


Ibject stated that the hand and arm on 

right resembled the snake's head and 

al part of the body and he called at- 

on especially to the correspondence be- 

n the thumb and the lower jaw of the 

The analysis of the dream suggested that 

m and hand had symbolic phallic mean- 

d had assumed some of the pictorial 

stics of the snake. In the content of 

m, there were direct references to 
ishness and anti-Semitism, 


It has been noted that Subject B gave evi- — 
dence of symbolic phallic displacement to the · 
arm and hand. This tendency to displace to 
the extremities was shown even more clearly 
in a free imagery experiment done subsequent 
to the dream experiment, utilizing the same 
stimulus at a time when the subject did not 
yet know the nature of the stimulus. 

Fig. 4 was the subject's first image, showing 
one of the 40 thieves of Ali Baba hiding in a 
jug. Later, during the re-exposure period, the 
subject felt that the coils of the turban were 
transformations of the coils of the snake. 

The second image (Fig. 5) was described 


Fic. 5 


as an amphora with smoke coming out. The 
smoke became transformed into a genie. Note 
the sinuous, snake-like structure of the smoke. 
The subject stated that this image reminded 
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him of a mermaid which he used to draw a lot. 
Fig. 6 represents his image of the mermaid. 
He noted particularly the mermaid’s scales, 


which made him think of a snake, and he made 
the drawing shown in Fig. 7. He said that he 
used to make a lot of anti-Nazi drawings and 
this reminded him of a political cartoon. A 
snake is shown crawling through the vase, 
representing Europe, and bursting through 
its base. On the snake's head is a swastika. The 
me illustrates the rape of Europe by the 
azis. 


In this experiment, we see the gradual 
striking emergence of the percept of the 
snake, beginning with the coils of the tur- 
ban in the first image, the sinuous, snake- 
like formation of the smoke in the second, 
the mermaid’s scaly tail in the third, and 
finally, the almost photographic emergence 
of the snake in the last image. Aside from 
the breakthrough of the percept in this 
final image, the snake never appeared as 
En in the images or the dream, but was 

isplaced and distorted in disguised ways 
to either the arms or the legs. 

The following generalizations can be 
made about these 2 experiments : 

l. In both, the subliminal snake did not 
үре as such in the dreams but was trans- 

Ee in the first instance into the bull- 
E made of snake hide and in the second 
Tum the arm and hand. In both instances, 

le transformed image took on formal, 
Pictorial properties of the stimulus picture ; 
i кешр, the shape and composition of 
+ ullwhip, and the formation of the hand 
i: e resembled the snake's head. Finally, 

oth dreams, the subliminal snake ap- 
aly to have become associated with the 
Aled significant, most deeply repr 

tive, wish-fulfilling aspect of the latent 
Content of the dream. 

a In contrast, part of the supraliminal 
imulus, namely, the swastika, did not ap- 


pear in the dreams in image form as did the 
subliminal snake, but in both instances ac- _ 
tivated preconscious trains of thought. In - 
the first dream, these related to a concen- t 
tration camp, to ideas of force, Big Brother, — i 
being spied upon, etc.; in the second 
dream, to trains of thought relating to Jews, 
such as a verbal comment about anti-Semi- — 
tism. 
3. Although the transference aspects of — 
the dream stimulated by the experimental 
situation are important factors in explaining — 
the sexual and  domination-submission 
themes, it was entirely possible that such: 
content was reinforced by the nature of the 
two stimuli, namely, their meanings as male - 
and female symbols. That such was the сазе | 
is suggested by the data of the imagery ех- ) 
periment reported. Here, the symbolic sex- - 
ual meaning of the vase and the snake 
pear to have been unconsciously coin, 
the final image becoming à metaphorical - 
representation of, "the rape of Europe.” 
The following dream was elicited after | 
the exposure of the reversed stimuli, i.e., in 
this instance the snake was suprali к 
and the vase and swastika were subliminal. 
Subject C dreamed : 


Twas at a dance in a very large hall. I found an 
object on the floor. It was either a b or 
a small antique. Dr. A was with me, As I was — - 
looking at the brooch, little mites came оше 
of it and embedded themselves in the skin of — 
my fingers and I became quite frightened. 
Wherever I would touch my hand these mites _ 
would embed themselves in my skin. А 
‘Associations: The dream was concerned 
with a fantasy punishment for forbidden sexual _ 
activities. The brooch appeared to be a female 
symbol and the mites that came out of it were _ 
associated with ideas of phallic contamination — — 
or injury as punishment for his sexual activities, — 
with displacement to the fingers. This displace- _ 
ment was activated by the fact that the subject — 
had recently developed a severe contact _ 
dermatitis on his fingers. ; Er. 
Fig. 8 shows on the left, the subject’s draw= | 
ing of the brooch. It appears to be a distorted, 


s% 


00 h were stretched md comm area 

ry closely approximate outline 

ie which I have superimposed in dotted lines 
i 


drawing on the right represents one of 
tes. Although it does not bear too striking 
esemblance to the swastika, it does contain 
me of its formal elements and may have been 
ed from it. 
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ing his hand with markings indicating 
bedding mites. The markings on the 
le finger contain clear-cut elements of the 
iminal swastika, supporting the contention 
the fleas represent a transformation and 
ortion of the subliminal stimulus. 


n this experiment, the subliminal vase 
swastika seem to have appeared in the 
est content of the dream in image 

n and associated with the repressed, 
organized, wish-fulfilling aspect of 
' dream in the same manner as the sub- 
snake did in the first 2 experiments 
d. However, the supraliminal snake 
ot appear to bring about the same ef- 
as the vase and swastika in the first 
eriments when they were supralim- 

al. As a matter of fact, there was no indi- 
1 of the presence of the snake either 
or in disguised or distorted form 
manifest content of the dream. It is 


snake and the subliminal vase, Subject D — 
had a dream which dealt with a Negro and 
involved anti-racial material. There is no 
evidence in the dream of the appearance of 
the swastika in image form. Instead, it 
seems to have activated preconscious trains 
of thought relating to racial matters in 
much the same way as it did when the stim- 
ulus was made supraliminal. 

A somewhat different utilization of the 
subliminal swastika was shown in the re- 
sults of 2 other subjects who were ex- 
posed to the reversed slide. 

Subject E dreamed : 


I was on the 40th floor of some building and 
was very scared of being up there. It did not 
seem as safe as the ordinary 40th floor of a 
building. 

After reporting the dream, the subject wrote 
the words, “fourtieth flour" as shown in Fig. 
10. It will be noted that both the words “four- 
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tieth" and "flour" were misspelled. By this mis- 
spelling, both the words were made to contain 
the word, “four.” During the re-exposure 
period, the subject himself spontaneously 
pointed out that the swastika is made up of 
4's as indicated in the figure. 

Part of a second dream went as follows : 
"Several of us were going to a legitimate 
theatre. I had Seat 44." Again, during the re- 
exposure, the subject felt that the 44 was 
derived from the swastika. . 

Subject F also transformed the subliminal 
swastika into “fours” in 2 dreams. One was 
about a shabby clock with “a 4 o'clock look. 
In these instances, the 4's represented trans- 
formations of the swastika. 


As I have noted, in the dreams so far 
reported, when the snake was made supra- 
liminal, there was no evidence of its emer- p 
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gence in either primary or secondary proc- 
ess form in the manifest content of the 
dream. However, in 2 of the dreams of Sub- 
ject E, indirect evidence of the influence of 
the supraliminal stimulus could be detected. 
The subject had the following dream : 


“There was a group of people standing around 
a guy who was going to open a wall safe and 
when he opened it secrets would come out. 
Everything that had been built up would be 
destroyed like the scandal in Connecticut 
where 6 men raped a teen-age girl and the 
mayor of the town committed suicide. They 
were all around for the opening. Then I was 
running out of the building, making a mad 
dash.” The rest of the dream had to do with 
the subject’s breaking into an old New England 
house, being pursued. by and hiding from some 
man who was after him. 

Associations : The old New England house 
made the subject think of his grandparents’ 
farm house where he used to spend his sum- 
mers when he was a small child. One sum- 
mer when he was about 5, his uncles were 
cleaning out a well and killing snakes that 
were in it. One of them picked up a snake and 
threw it at him, He screamed and ran into 


the house. Ever since this traumatic experience, - 


the subject has had an intense fear of snakes. 
Interpretation : The evidence sugg that 
the group of people standing around waiting to 
open the wall safe and let the secrets come 
out was an indirect representation of the mem- 
ory of his uncle removing snakes from the well 
and throwing one at him. The running away 
in a mad dash in the dream related to his run- 
ning to the house in terror when his uncle 
threw the snake at him. It is of interest also that 
the "secrets" that were to come out of the 
Well were associated with the scandal in Con- 
hecticut where 6 men committed rape on а 
teen-age girl, The subjects memory of 
uncle and the snake was a perfectly conscious 
one, but was, in psychoanalytic terminology, а 
Screen memory, that is, it screened a repre 
group of fantasies that connected with his 
homosexual fears and wishes relating to the 
uncle. It may be noted that this subject had 


Overt homosexual tendencies. 


DISCUSSION 


The results of the experiments reported 
confirm and extend Freud's formulations 
about the nature and function of indifferent 
vopressions in dream formation. They can 

est be understood in terms of certain psy- 
Choanalytic propositions about the structure 


of memory organization. Rapaport(13), has — 
suggested that memory schema are organ- — 
ized into constellations layered in depth. — 
The deepest level of repressed memories ^ 
are organized around drives and have the _ 
quality of unconsciousness. This drive or а 
ganization of memories is distinguishe 
from a more superficial constellation, in — 
terms of depth, which can be called the — 
“conceptual organization of memories.” This — 
latter organization carries the quality of 
preconsciousness and is readily capable of | 
becoming conscious. The drive organiza- - 
tion of memories functions with mo p^ 
cathexes and primary process th M 
mechanisms, whereas the conceptual organ- а 
ization utilizes neutralized energy and func- 
tions according to the secondary process. и 
Between the drive and con ора К 
zations of memory it is assumed that ve 
are transitional constellations which partake 
of the properties of both organizations. 
The manner in which the perceptual - 
stimuli were incorporated into the dreams 
in these experiments was highly complex 
peared to involve a number of fac- 
tors. I initially thought that the subliminal 


a ed to activate preconscious trains of 
d riae direct deriva- 
tives of the stimulus emerging in the dream 4 
in verbal, conceptual form. This on, | 
tion turned out to be only partially correct — 
and a good many exceptions to it devel- — 
oped. At least 3, and probably more factors q 
influence the manner in which the stimuli — 
are handled by the dream work: 1) The 
degree of indifference of the stimulus, t.2., 
whether it is subliminal or supraliminal; 2 _ 
the meaning content of the stimulus; and 
3) the personality characteristics, 
and defensive operations of the subject. 
1. The role of the degree of indifference. 
of the stimulus. A stimulus, such as the. 
swastika, when made supraliminal, generally 
becomes registered as memory trace i AMS 
conceptual organization of memory. 
it activates preconscious trains of tho 
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SUBLIMINAL AND SUPRALIMINAL 


representation through images. It appears to 
become recruited to reality attuned pes 


therefore, is less suitable for use in express- 

ing the drive, and unconscious, wish-fulfill- 
| ing aspect of the dream. Thus, there ap- 
РЫ in the manifest content of the dream, 


might have in the waking state. 
In the majority of the experiments, both 
snake and the vase and swastika, when 


appeared to resonate 
drive organization of memories, 


E the most part as I 
- have indicated, there were exceptions. The 

"subliminal stimulus may be recruited ei- 
_ ther into the drive or conceptual organiza- 
- tion of memories or into constellations that 
partake of both organizations. At the most 
- primitive level, a fragmented derivative 
p the memory trace of the subliminal 

stimulus may one in 


or geometrical element 
emerge divorced 


ported in which the swastika - 
formed into the number 4, or the. E 
Which it emerged as the embedding mites, 


[May 


On à somewhat more complex level, the 
subliminal snake may appear in image 
form, the image modelled on the formal 
properties of the stimulus, but with cer. 
tain conceptual elements added, for ex- 
ample, the bullwhip which had the shape 
of a snake but was said to be made of 
snake hide. The emergence of such an 
image implies some unconscious process 
of cognition so that the subliminal snake 
was recognized for what it was. ^. a still 
more complex level the sublimin:! stim- 
ulus may activate the conceptual organi- 
zation of memories with the emergence 
of direct secondary process forms of 
thought ; for example, the dream about the 
Negro. In this instance, we have to assume 
that unconscious recognition of the mean- 
ing of the swastika took place and that 
associated secondary process derivatives 
relating to racial conflicts appeared in the 
dream. 


2. The role of the meaning content of 
the stimulus. In the dreams of the 4 subjects 
Who were exposed to the supraliminal 
focal snake it became clear that the latter 
did not behave in the same way as the 
swastika when it was supraliminal. That 
is, it did not appear to have activated pre- 
Conscious trains of secondary process 
thought. As a matter of fact, there was no 
evidence that it found direct representa- 
tion in the manifest content of the dream in 
any form. It seemed that the fact that the 
stimulus was a snake was more important 
than the fact of its being supra- or sublim- 
inal. Since the snake is a highly charged 
phallic symbol, it is suitable to resonate 
with the drive organization of memories 
and latent unconscious wishes. There was, 
however, evidence in several of the 
dreams of Subject E that it did play а 
significant role in stimulating their latent 
content, although its influence was com- 
plex and indirect. It appears to have 
aroused certain conscious screen mem- 
ories, the latent content of these screen 
memories then being indirectly, in a dis- 
guised and distorted form, represented in 
the dream. The traumatic screen memory 
concerned with snakes attained representa- 
tion in one dream in the form of the wall 
safe and the secrets, 

To summarize the rather conflicting da- 


| 


ta that I have described : In all the experi- 

ments, the swastika when made supralim- 
inal, if it influenced the dream, did so by 
activating the conceptual organization of 
memory and appeared in secondary proc- 
ess form, never in primary process image 
form. When made subliminal, the swastika 
in some instances activated the drive or- 
ganization of memories and in some, the 
conceptual organization. The snake, on 
the other hand, when made subliminal, 
always appeared to activate the drive or- 
ganization of memories. When it was 
made supraliminal, however, it did not 
appear to activate the conceptual organi- 
zation of memories. It did not find direct 
representation in the manifest dream ei- 
ther in verbal or pictorial form, but when it 
did influence the dream did so in a highly 
indirect manner, as in the instance of the 
activation of a screen memory. 

3. The role of personality character- 
istics, conflicts and defensive operations 
of the subject: No systematic attempt has 
been made to investigate these factors but 
individual variations probably play a sig- 
nificant role, as Shevrin and Luborsky 
have recently demonstrated in their in- 
vestigation of variations in the utilization 
of the defense mechanism of repression, 
and the influence of such individual dif- 
ferences on the results of the Poetzl experi- 
ment(15). The specific conflicts of the 
subject may also influence the manner in 
Which various types of perceptual stimuli 
are utilized. For example, Subject E's re- 
action to the supraliminal snake may well 
have had something to do with the fact 
that he actually had a phobia for snakes. 


CONCLUSION 


This is a preliminary, exploratory, pilot 
vestigation and the data have not been 
*valuated by objective methods. Although 


it would be difficult to do this, we plan to 
make the attempt. n 
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DIFFERENTIAL RESPONSES IN YOUNG VS. OLD ANIMALS 
TO TRAINING, CONFLICT, DRUGS AND BRAIN LESIONS > * 


апа had been proved to be 
БЫ, reliable in earlier studies(1). 
inductio Neuroses. As 
cribed previously(2), this was accom- 
ed by the animals at irregu- 
periods to 2 to 10 low-amperage high- 
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total amygdalectomies, 2 frontal (Grantham 
equivalent) and 1 temporal ablations. The 
thalamic lesions were produced by Horsley- 
Clarke stereotactic electrolysis ; the others, 
by open field operations. 


RESULTS 


Spontaneous Behavior. As can be seen 
from Table 1, the kittens took longer than 
older cats to achieve comparable ratings in 
establishing friendly relations with the 
experimenters, exploring the laboratory, 
feeding in the experimental apparatus, and 
trying the levers for activating conditional 
signals and securing the food rewards. In 
contrast, the adaptation of the young mon- 
keys was approximately as rapid as that of 
the older pre-adolescent and adult animals 
when rated on comparable scales. 

Lever Pressing. Table 1 indicates that 
the kittens took almost 5 times as long as 
older cats (average 110 days as compared 
to 21) to learn to press levers for food 
rewards 25 times in a 40-minute period. 
Similarly, the 6 young monkeys took an 
average of 66.5 days as opposed to means 
of 19 and 22.5 days for the older control 
groups. 

Discrimination. Table 1 also shows that 
the young cats (a) took almost З times 
as long to acquire the initial auditory-visual 
differential responses and (b) performed 
with an accuracy of only 60% as opposed to 
the 80% or better of the older cats. The 
young monkeys also learned such discrim- 
inations more slowly than did adult mon- 
keys (18 as opposed to 15 days) but about 
as well as the pre-adolescents. All three 
groups performed with comparable ac- 
curacy. 

Neuroses. As the experimental neurosis 
generalized, all animals developed hyper- 
reactivity to stimuli, tics, tremors, general- 
ized phobias, disruptions of learned per- 
formance, resistance to being brought to the 
laboratory and, in the monkeys, digestive. 


X 
"3 
Days REQUIRED FOR ADAPTATION TO LABORATORY ROUTINE, CONSISTENT — — 
Lever Pressinc BEHAVIOR AND LEARNING | ! 


Adaptation to 
laboratory 
routine 


Consistent Pressing 
of Levers * 


Subjecte 


Adult Cats 
n=65 


Range S-40 
Mean 12 


Range 1-70 


Ronga 6-5 
Kean 21 


Mern 20 


Kittens 
Бы 


Range 20-70 


Range 20-190 
Mean ШШ 


Range hO- 90 
Mean 110 


Mean $5 


Post-Adoloscent Range 5-30 Range 1-35 
c Mean 11 Mean 19 
п=35 


Presidolescent 
Monkeys 
(Est. 32-33 mos.) 
п=13 


Range 5-30 


Range 1-10 
Mean 10.5 


Mean 22.5 


Pre-tdolescent Range 5-30 Ranye 20-90 
Monkeys Mean 11 Nean 6665 
(Est. 2l; mos.) 
n=% 


* Days between the initial lever-press (required movement less than .10 inch under pressure of less than 

l ounce) for a food reward to correct manipulation of both levers 25 times within 40 minutes. No discrimi- c 
nation is involved in this step. у | a 
** For simplicity, only the discrimination between bell and light signals is included here. T 


respiratory and other dysfunctions which However, in none of the young animals di 1 
persisted despite 7 to 17 months of retrain- the cerebral lesions immediately modify - 
ing. However, in contrast to the adults of any established neurotic pattern; indeed, 
oth species, the young animals continued only after more than a year of intensiy 
lo take food in the apparatus if it were postoperative retraining was a modest 
made freely available and showed only mild crease in hyper-reactivity and incre: 
inhibitions of their usual play and social adaptation to the experimental appara’ 
ehavior ; moreover, the monkeys in par- effected. During the subsequent 13 to 16 
ticular retained their capacity to master months the young monkeys showed 
iscrimination techniques in a different ap- duction in startle and phobic respon es, 
paratus, lessened hyper-reactivity, and a modera a 
Effects of Brain Lesions. Soon after amyg- increase of social interactions with their 
alectomy and until they were sacrificed cage and colony mates ; nevertheless, stere- 
16 to 18 months later our kittens pursued otyped motor behavior and apprehension \ 
other animals, regardless of sex, species or in the experimental apparatus persisted, 
?PPosition, and persisted in mounting them and the animals failed to relearn problems 
or as long as two hours if permitted todo they had previously mastered. Е 
10; in contrast, this hypereroticism general- Effects of Drugs. Reserpine in daily d ; 
ly disappeared within 6 to 8 months in a of .05 to .15 mg. and chlorpromazine in 
control group of adult amygdalectomized daily doses of 18 to 30 mg. were adminis- 
“ts(4). The 4 young monkeys with amyg- tered to our neurotic animals before and 
Кыл temporal ablations were similarly after operation. Neither drug produ 
YPererotic, whereas those with frontal more than a minimal and transient dimi 
lation; were more diffusely overactive. nution in neurotic behavior in the kittens 
s ia 
„2 


CONCLUSIONS 
minary study of 6 kittens and 6 
ceys, approximately two years 
indicated that : 
cittens as compared to older cats 
well to laboratory routine and 
of lever-pressing and audio- 
ination more slowly ; 
monkeys adapted to lab- 
as well as the older ones 
time to master the lever- 
other hand, they learned 
f discrimination problems as 
older pre-adolescents though 
hat more bu than adults ; 
young animals readily developed 
m patterns under the stress of adap- 
conflict but these reactions, though 


‘to 7 to 17 months of retraining, - 
ere much less generalized than those in 
adult controls ; 

4. Lesions in the amygdaloid and frontal 
areas induced heightened sexuality and 
general activity level respectively, but, 
despite 16 to 25 months of postoperative 
retraining, there was no (in cats) or little 
(in monkeys) amelioration of neurotic pat- 
terns in the young as compared with older 


5. Reserpine and chlorpromazine also 
produced only minimal and transient ef- 
fects on the experimentally induced neu- 
rotic behavior. 
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RAPID URINE COLOR TEST 
FOR IMIPRAMINE (TOFRANIL, GEIGY 


Mix 1 ce urine with 1 cc test solution’, shake gently and read promptly 
against color chart : 


Daily Drug Dose: 
25-50 mg. 50-75 mg. 75-150 mg. 150-250 ; 


+ ++ +++ 


"Test solution consists of: 25 parts 0.2% potassium dichromate solution 
25 parts 30% sulfuric acid 
25 parts 20% perchloric acid 
25 parts 50% nitric acid 


++++ 


Absence of green color indicates а negative test. 

Initially purple color, rapidly fading and followed by green color develop- 
ment means simultaneous presence of some phenothiazine drugs and 
Tofranil. 

In the presence of large amounts of phenothiazine drugs, a more persistent 
purple reaction may be seen. In this case add one more cc of test solution, 
or perform the test immediately with 1 cc of urine and 2 cc of test solution 
for reliable demonstration of Tofranil. 


In a recent report on a new reagent for 

the demonstration of urinary imipramine 

(1), we emphasized the importance of an 

objective test for actual drug intake, espe- 

cially in the case of depressive patients who 

are frequently reluctant to ingest any type 

of medication. 

The inexpensive test solution which may 

be prepared by any hospital pharmacy or 

laboratory, consists of the following : 

25 parts 0.2% potassium dichromate solution 

25 parts 30% sulfuric acid (by volume) 

25 parts 20% perchloric acid (commercial 
product ) 

% parts 50% nitric acid (by volume). 

The test is performed by placing 1 cc 
of urine in a test tube, adding 1 cc of test 
solution, shaking gently to obtain a homoge- 
neous mixture, and reading immediately 
àgainst the color chart. Prompt readings are 
especially necessary in the lowest dosage 
Tange (25-50 mg. Tofranil daily) since the 
resulting pale olive color is of limited stabil- 
ity (15-25 seconds); higher drug doses 
Yield color complexes of increased stability 
and color intensity, persisting for more than 
Seconds at the highest dosage level seen 
mg. per day ). 

e color chart was compiled from over 
urine specimens containing Tofranil, 
one or in combination with other drugs. 
Pproximately 250 determinations were 
Г iden for each of the 4 dosage ranges. Each 

‘vel of the chart represents the average 
reactions of at least 95 patients tested re- 
Peatedly on different days. The 4 color in- 
ities of the chart comprise the pale olive 

level, corresponding to daily drug 
0505 of 25 to 50 mg., the light green (4-4-) 

el for doses of 50 to 75 mg., the medium 
Een +-) level for 75 to 150 mg., and 
є “spectively : Research Biochemist, Chief, Acute 


=e, and Director, Professional Services, V. E 
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CLINICAL NOTES 3c 


the deep emerald green (+-++-++) level _ 
for daily drug doses of 150 to 250 mg. The 
latter dose was the highest one seen in ¢ 
laboratory. E 
Absence of green color indicates a ne 
tive test. In all urine specimens containin; 
Tofranil, alone or in combination with о 
drugs, not a single false negative test w: 
observed. As reported previously(1), urines 
containing imipramine and phenothiazin 
drugs simultaneously, will show an 
purple color reaction which fades rap 
and is followed by the characteristic gr 
Tofranil reaction. This is true for ratios o 
imipramine to phenothiazine compounds up 
to about 1:5, and for daily phenothiazine — 
drug doses up to about 500 mg. In the 
presence of relatively high doses of pheno- — 
thiazine compounds, e.g. in a combina- . S 
tion of 50 mg. imipramine with 600 mg. _ 
chlorpromazine daily, the initial purple col- E 
or may not fade within the usual 15 seconds 
and may camouflage the Tofranil reaction. | 
In the presence of even higher amounts 0 
phenothiazine drugs, actually all of the a 
tive color producing components of the те Г 


agent may be exhausted in the reaction wi 
the phenothiazine compound. It is therefor 
advisable to perform the test in all th 
instances with 1 cc of urine and 2 сс of test - 
solution to avoid any false negatives. This | 
should be made standard procedure in 
presence of daily phenothiazine drug dos: 
of 400 mg. or more. А 
In 300 control urines free of drugs no — 
false positive tests were еподшшеге И 
another series of 300 controls, containin: 
all types of drugs with the exception 
imipramine, 4 patients receiving large d 
of multiple antitubercular medica 
showed “trace” reactions, i.e. false pos 
tests, somewhat below the (+) pale о] 
level of the color chart. This was found 
pecially at peak excretion time of paraz 


Ж, 


утте РО" 


— esalicylic acid, 1 to 3 hours after administra- 
] tion of medication. These reactions differed 
` 


from the lowest level Tofrinil reactions by 


appearing with some delay, usually 20 to 40 
=e 


no reaction with the Tofranil reagent in 
vitro, D concentrations, e.g. 10 mg. 
greenish color 


3 Phenylketonuric urines were obtained through the 
of the Paul A. Dever State School, Taunton, 


tion for a ; f 
е proposed study о! 
Cogentin dis 


n State Hospital, Norristown, Pa, 
ul Leon: Med. Annuals of isti 
thee 1058: 5s of the District 
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tive reactions reach the (-++-) or higher 
levels of the chart. In view of this, the pos- 


sibility of misinterpretations seems rather 
remote. 


It was also found that the Tofranil re- 
agent could detect decreasing amounts of 
imipramine and/or metabolites for several 
days after discontinuation of the drug. In 
these cases an original (+-+-) level, for 
instance, was found to drop to the (-+-) 
level within one or two days, with traces 
detectable for several days thereafter. An 
investigation of the urinary excretion pat- 
tern of the drug and the nature of its bi- 
ological and chemically prepared metabo- 
lites is currently in progress. 
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REVERSIBILITY OF DRUG-INDUCED PARKINSONISM 
ROBERT B. CAHAN, M.D., лхо DAVID D. PARRISH, М.рл 


In an attempt to confirm these obser- 
vations, Artane and Cogentin were stopped 
in another series of patients with drug- 
induced parkinsonism. Only 11 of 49 pa- 
tients in the new series redeveloped any 
parki symptoms. One of these had been 
on Cogentin only 18 days, but another pa- 
tient who had been on the drug for only 23 
days had no return of symptoms. Some pa- 
tients who had been on Artane for over two 
years had return of symptoms. 


Discussion 

Thus we have patients demonstrating 
3 divisions of parkinsonian sensitivity to 
ataractic drugs : 1. The group which does 
not develop parkinsonism even with major 
amounts of the drugs (ie, two grams of 
Thorazine daily) ; 2. Those patients who 
develop. parkinsonism that will not relent 
even with temporary reduction of drug 
or an anti-parkinson agent ; and, 3. Those 


fients whose parkinsonism can be con- 
led by temporary reduction of the level 
ataraxic or by temporary use of an 
li-parkinson agent. 

There are both practical and theoretical 
implications to this finding. The majority of 
tients with drug-induced parkinsonism, 
ter a period, no longer need the anti- 
parkinson drugs they are receiving. There is 
4 potential saving in side-effects, time, 
Wort, and money in withdrawing all pa- 
‘tients with drug-induced parkinsonism after 
pproximately two months of therapy with 
anti-parkinson drugs, restarting only those 
Who redevelop symptoms. Our finding 
Would indicate that approximately three- 
quarters no longer need such medication. 

- The theoretical aspects raise. several 
questions on the nature of drug-induced 
parkinsonism, obviously different from post- 
acephalitic or idiopathic forms of parkin- 
sonism which do not relent after treatment. 


It is generally accepted that overtly anx- 
ous schizophrenic patients are amenable to 
Merapy, and one sign that characterizes 
16 majority of treatment-refractory chronic 
ehizophrenics is the lack of such anxiety. 
Based on observations that the blood 
"lenocortical steroid level is elevated in 
uixlety states(3, 4), and that adrenocortical 
"ncion is depressed in chronic schizo- 
brenics(3), it was postulated that adrenal 
“roids (though apparently not therapeu- 
by themselves in schizophrenia(1, 2, 5, 
3 might “activate” such patients, thus ren- 
mng them more responsive to presently 
Nailable treatments. 

3S study was carried out to determine 
aer Aristocort, a biosynthetic adreno- 
cal steroid, would have beneficial effect 


Atistocort triamcinolone (9 oc Fluoro 16 ac hydroxy 
Sm Solone) and placebo were supplied by Lederle 
PY for this study. 

Search Division, Nebraska Psychiatric Institute, 
bce of Neurology & Psychiatry, University of 
ska College of Medicine, Omaha, Neb. 


RESPONSES OF TREATMENT-REFRACTORY CHRONIC SCHIZOPE 
TO CHLORPROMAZINE WITH CONCURRENT 
ADRENOCORTICAL STEROID ' 


KISIK KIM, M.D.? 


Central synaptic transmission is dependent 


upon normal 


in the neostriatum and paleosti and 
that this action is reversed. by а MA 
parkinson agents, Perhaps the anti-parkin- _ 
son agents facilitate more normal 
transmission by increasing the cellular 
threshold to acetylcholine. M 
Any hypothesis should predicate tl 
tissues ability to gain permanent reli 
from toxic tremor and rigidity when the _ 
toxic agent remains in the circulation. We 
are Villen i Aras length of time 
necessary for dev ent of the adaptive. 
mechanism, and considering its mode o 
action. 5 


в 


оп the response pattern of treatment-re- b 
fractory chronic schizophrenics to chlorpro- 


mazine. ATO 


METHOD 
Ten chronic schizophrenic patients 
Norfolk State Hospital were selected on the 
basis of their records and clinical exam- 
inations and were divided into 2 mat 
groups of 5 patients each : an experimen 
and a control group. | 
There were 2 women and 3 men in each. 
group. In the experimental group, the ag 
of the patients ranged from 37 to 52 y 
(mean 42.8 years), and length of cun 
admission, from 4 to 25 years (mean 
years). In the control group, the age ra 
was fróm 33 to 49 years (mean 41.4 yea 
and current admission length from 10. 
28 years (mean 20.2 years). ^ 
The outstanding clinical features of the 
patients were; severe withdrawal, ine 
indifference to surroundings, flatness of 


lack of outward anxiety, thought dis- 
ation with delusions and hallucina- 
ns. None of the patients communicated 
spontaneously. All previous somatic treat- 
mts including chlorpromazine were in- 
ective in these patients. 
_ The patients of the experimental group 
received chlorpromazine and Aristocort 
while those in the control group received 
chlorpromazine and Aristocort-placebo 
Doses were : chlorpromazine 200 mg.—400 
mg./day, and Aristocort (or Aristocort-pla- 
cebo) 8 mg.—16 mg./day. Medications were 
given 4 times a day for 3 weeks after which 
eroid was tapered off in one week. The 
istocort (or Aristocort-placebo) was given 
iour before each chlorpromazine medi- 


ап 


The “double blind" procedure was used 
d evaluation was based on the behavioral 
nges of the patients, observed daily by 
ле ward attendants, research nurses and 
ward physicians. Each patient was also seen 
weekly by a physician in a more structured 
interview situation. Psychotherapy was not 
: tempted. 

TS 


Two patients of the experimental group, 
both women, showed a transient improve- 
nt consisting mainly of increased alert- 

to surroundings and better commun- 
icability. One of these spontaneously re- 
р that she was “feeling better.” The 
he showed a reduction in the degree of 
delusional preoccupations and was able 


communicat i 
х е meaningfully. 


E> 


_ EXPERIENCE WITH 
OF 100 CHRONIC 


E. 


One hundred chronic s 


ents 
f Й 


chizophrenic pa- 
had been treated with trifluoperazine 
period of 3 to 12 months, The patients 
for this study were so-called 
back ward patients predominantly 
B sive and withdrawn that 
ifficult to engage them i 

activities, рына лау 
ical Director, Hudson 
Diseases, Secaucus, N. J 


County Hospital for 


One male patient of the control group 
showed a similar unsustained improvement 
in that he was able to participate in ward 
activities. Significant exacerbation of sym- 
toms did not occur in any patient. 

The medication of one male patient of the 
experimental group was discontinued on the 
12th day of the study because of question- 
able findings on chest X-ray films and a per- 
sistent neutrophilic (segmented) granulocy- 
tosis of over 18,000 (a lesser degree of leu- 
cocytosis occurred in the remaining 4 pa- 
tients of the experimental group). 

Otherwise, no significant abnormalities of 
physiology were noted in the two groups. 

In conclusion, adrenal steroid as given 
in this study seems at best only slightly 
beneficial in enhancing the responses of 
treatment-refractory chronic schizophrenics 
to chlorpromazine. 
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TRIFLUOPERAZINE IN THE TREATMENT 
ANERGIC SCHIZOPHRENIC PATIENTS 


LEON REZNIKOFF, M.D. 


A few of these patients would develop 
from time to time episodes of excitement 
during which they would become destruc- 
tive and require either restraint or mainte- 
nance electric shock therapy. 

These patients had been previously 
treated with shock therapy and numerous 
ataractic drugs, but either failed to main- 
tain improvement, or relapsed soon after 
completion of therapy. 


The group consisted of 58 males and 42 
females, varying in age from 21 to 69 years. 
The average duration of psychosis was over 
9 years. 

The following types of schizophrenia 
were represented in the group: paranoid 
type, 52; catatonic, 11; hebephrenic, 12 ; 
chronic undifferentiated type, 13; schizo- 
affective, 8 ; simple type, 3 ; mixed type, 1. 

Trifluoperazine was used in doses of 4 
mg. to 40 mg. per day, although majority 
obtained maximum improvement on about 
20 mg. per day, and required about 10 mg. 
per day as a maintenance dosage after 
improvement had been achieved. A few 
patients refused oral medication and had 
to be given it intramuscularly ; however, 
after one week there had been no difficulty 
in using oral medication. Trifluoperazine 
was given twice a day. 

One female patient, A.H., developed 
marked athetoid movements after only 3 
days on 5 mg. b.i.d. ; the movement stopped 
When she was given caffeine sodium ben- 
zoate 7% grains intravenously, Artane by 
mouth and trifluoperazine discontinued 
temporarily ; after another week she was 
started again on smaller doses of trifluo- 
perazine (2 mg. b.id.) which was later 
increased to 2 mg. t.i.d., but she had no 
further difficulties, 

Forty patients (15 male and 25 female) 
developed extrapyramidal system symp- 
toms, which subsided when the dose of 
triluoperazine had been diminished and 

ne, Cogentin or Akineton had been 

added to the therapy. The last three drugs 

| Were equally- effective in controlling the 
_ ‘xtrapyramidal manifestations. 

ere were no cases of jaundice, skin 

tash or agranulocytosis ; slight leucopenia 

Was observed in a few patients; blood 

unts have been made on these patients 

at Weekly intervals, on others once a 

month ; there was no significant drop in 

004 pressure, nor marked gain in weight. 

female patient who had been treated 
Previously with large doses of chlorproma- 
oi and gained about 30 pounds in weight 
ee strenuously to it; after several 

Onths of trifluoperazine there was no 
бе in weight. 


‘tient. To maintain the improvement, 


Of the 100 patients, 21 improved s 
ficiently to be released for convale: 
care; another 35 patients made a fa 
good institutional adjustment to the ex 
that they began to participate activel 
occupational and recreational departme 
44 patients made only slight improveme 
or no improvement at all, and ther 
classified as unimproved. | 
Several patients did not begin to s 
any improvement until they had bee 
treated with trifluoperazine for two or three 
months ; then the improvement became 
marked that all ward personnel and 
other patients would comment on rap 
rate of improvement, after initial adva 
had been made. 
It is necessary to establish minimu 
maintenance dose for each individual p 


fluoperazine may need to be adminis 
to these patients indefinitely. It is | 
interesting to note that some patients. 
lapse when taken off medication for on 
few days, or if the dose is drasti 
reduced. 


SuMMARY AND CONCLUSIONS 


1. One hundred chronic anergic schizo- | 
phrenics refractory to all previous therapy 
had been treated with trifluoperazine over : 
a period of 3 to 12 months. Ы 

9. Twenty-one patients improved suffi- 
ciently well to be released from the hospital _ 
for convalescent care, another 35 patients _ 
made a fairly good institutional adjustment | 
to the extent that they are participating 
actively in occupational and recreational | 
departments; 44 remained unimproved, — 

3. Forty patients developed extrapyra- | 
midal symptoms, easily controlled by Ar- 3 
tane, Cogentin or Akineton. aa 

4. The optimal dose had to be deter- 
mined for each patient on an individual | 
basis ; some patients relapsed in a few days, 
if dosage was markedly reduced or disco 
tinued, indicating that for these patie y 
trifluoperazine therapy will have to be con- - 
tinued indefinitely. 

5. No cases of jaundice, skin rash or. 
agranulocytosis developed in any of these 
patients even after 12 months on the drugs 


M шиле аан tat weg or bleed 
pressure were observed, 
| Addendum : Since this paper was sub- 


In November 1958, we began a clinical 
h trial of trifluoperazine in a selected group 
_ of chronic schizophrenic patients from the 
Veterans Division of Kings Park State 
Hospital. Forty-seven patients who had 


mazine, proclorperazine, or lobot- 
were selected for this study. Their 
f оунан 
“Majority іп 25 to 35 age group. They 
had been hospitalized from 1 to 12 years. 
agnostically they were categorized as 


16 
16 
3 
4 
1 
2 
1 
1 
2 
1 


etore treatment patients were en 
cal examination, weight was ы 
pioc ар checked, and blood exam. 
 rechecl ed at the end of бо рем 
E Most patients were started on a 5 mg. 
tablet daily. Elderly or debilitated patients 
ved опе 2 mg. tablet b.i.d. Dosage was 
ied lly during the frst few 
t most patients = receiving 
d., : to 10 mg. b.i.d. 
een of the 47 patients received 20 cin 
maximum while 12 others re- 
| Чау. Тһе remaining 16 
| Park State Hospital, Kings Park, ЇЧ. Y, 
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mitted, 6 more patients improved sufficient- 
ly to be released from hospital for con- 
valescent care, making a total of 27. 


TRIFLUOPERAZINE IN REFRACTORY 
SCHIZOPHRENIC PATIENTS 


JOHN M. ERDOS, M.D., anv JULIUS HILLINGER, M.D." 


received yarying dosages from 10 mg. to 
70 mg. daily. Only one patient required 
70 mg. to control his hostile and aggressive 
behavior. 

Three patients received trifluoperazine in 
combination with electroshock therapy. 


(See following table). Improvement was 
ed as marked when there was a sig- 
nificant improvement in both mental status 
and ability; moderate when patients 
showed only slight mental improvement 
but good improvement in general behavior, 
verbal communication, and activity on the 
ward ; slight when there was no effect on 
the patient's psychosis but a slight im- 


provement in general behavior. 
Marked improvement 7 pts. (15%) 
Moderate improvement 10 pts. (21%) 
Slight improvement 17 pts. (36%) 
No improvement 13 pts. (28%) 


All 3 patients who received trifluopera- 
zine in combination with electroshock ther- 
apy showed marked or moderate improve- 
ment. Two of them had been receiving 
ECT without response until trifluoperazine 
was added, Patients continued on trifluoper- 
azine on completion of ECT. No untoward 
effects resulted from combining ECT and 
trifluoperazine therapy. 


SIDE EFFECTS 


No hematological or hepatic compli- 
cations or dermatological reactions or exces- 
Sive gains in weight were seen. Side effects 
observed included the following : 

Blurring of Vision : (One patient) prob- 
ably due to the atropine-like effect of the 
drug. The effect subsided spontaneously 
without any change in the regimen. 


d 


fe tremors were seen in 2 patients. One 
[these was given Kemadrin (15 mg.) in 
ction with the 20 mg. of trifluopera- 
в he was receiving. The symptoms per- 
led and the trifluoperazine was discon- 
реа and phenobarbital substituted. For 
more days the patient showed marked 
tlessness, severe tremors and had crying 
. The reaction disappeared gradually 
id the drug was not reinstituted. Another 
tient also had marked tremors and some 
ficulty in swallowing; the reaction was 
ontrolled when the antiparkinsonian drug 
fas added and the dosage of trifluoperazine 
duced from 30 mg. to 20 mg. daily. 

Dyskinetic Syndrome : (3 patients) One 
"particular presented severe symptoms : 
sms of the neck muscles, extensor rigid- 
of the back muscles and corpopedal 
basms. The reaction was quickly con- 
еа in all 3 patients by the immediate 
ministration of 7% grs. of caffeine sodium 
Pmzoate intravenously. These patients 


Early clinical evidence suggests that To- 
anil in the treatment of depressions is 
ell tolerated, with serious side effects 
ely encountered. Literature supplied by 
© manufacturer(1) states that evidence 
Any effect on the convulsion threshold 
l epileptic patients is contradictory and 
Conclusive, One study(2) of 84 psychi- 
Пс patients receiving Tofranil reported 
Meptiform seizures in 2 patients, one of 
(m had a past history of epilepsy and 
2 Other a characteristic EEG. A recent 
Y by Pollack(3) reported no convul- 
© seizures in 273 patients. The case here 
Ported exhibited a severe reaction to sun- 
eit and grand mal seizures following brief 
Ministration of Tofranil. 


Resident in Psychiatry and Senior staff psychi- 
Philadelphia Psychiatric Hospital, Philadelphia 


REPORT OF A CASE OF CONVULSION AND SKIN REACTION 
FOLLOWING BRIEF ORAL ADMINISTRATION 
OF IMIPRAMINE (TOFRANIL) 


DANIEL GESENSWAY, M.D., лхо KENNETH D. COHEN, M.D." 


were not continued on Stelazine. 
Akathisia: (9 patients). This is a spe — 
cific symptom consisting of restlessness and. 
inability to sit down and relax. These pa- 
tients were unable to sleep well at - 
and sometimes were found pacing the ward. _ 
These symptoms were observed ү 
at the beginning of the treatment and us- 
ually disappeared spontaneously within а 
few days or whenever the dosage of tri- — 
fluoperazine was slightly reduced. X 
A number of other patients manifested — 
slight tremors, which were brought under n 
control very quickly with the administra- _ 
tion of antiparkinsonian medication. 
The use of trifluoperazine requires con- 
siderable care and individualization of di 
age. When the drug is properly used, 
appears to be helpful in patients who hi 
not responded to other therapies. i 
Our thanks and acknowledgement 
made to Dr. Charles Buckman, Direct 
for his keen interest and helpful suggesti 
in preparing this report. 


The patient, a 46-year-old white married 
housewife, was admitted to the hospital in i 
September 1959 for the second time in 3 years. _ 
She is a very small woman who on i 
appeared to be somewhat fearful and profound- 
ly depressed. She would sit on the edge of her 
chair wide-eyed, staring vacantly into space. — 
She became tearful when speaking of the re- — 
cent death of a sister. She appeared to be pre- 
occupied, withdrawn, with considerable psy- 
chomotor retardation. No gross disturbance of 
thought processes apparent. The patient stated 
that she began to feel increasingly depressed _ 
and tense since the death of her sister 4 months 
before admission to the hospital. She had diffi- 
culty with sleeping, some loss of weight, dimin- 
ished appetite, but complained most of in- - 
creasing trembling in her hands which she as- 
sociated with nervousness. ‚Ж 
Information from the patient's family stated - А 
that she has been ill for approximately 15 years — 
with various somatic complaints including 
headaches, frequent cramps in her feet, spasms - 


* 


Course : The patient was at once 
25 mg. Tofranil qid. and gr. 3 of 
bedtime. On the second day she ex- 


__In recent years an increasing number of 
] iazine derivatives has been de- 
ed for the treatment of mental illness. 
ical experience has shown that the 
ent a drug is in its anti-psychotic 
{ iveness, ie. effectiveness in com- 
Dating the delusions and hallucinations of 
the schizophrenic, the more prone is the 
to produce extra-pyramidal side ef- 
. However, it has also been demon- 
ed that the development of extra- 
а symptoms is not essential to 
anti-psychotic action, for in many in- 
ces the use of anti-parkinson drugs 
entirely remove the extra-pyramidal 
effects and not diminish the anti- 
hotic efficacy of the tranquilizer. Efforts 
been made, therefore, to develop a 
nothiazine derivative with anti-psychotic 
tion but without extra-pyramidal side 
ects. Thioridazine (Mellaril) has been 
‘aril was supplied by the Sandoz Pharma- 
ratories, Hanover, N. J, 
Чапа State Hospital, Orangeburg, N. Y. 1 


CLINICAL NOTES 
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the skin involvement gradually subsided with- 
in a few days. An EEG 3 weeks after her con- 
vulsions revealed profuse, sometimes sharp 
theta waves. This was reported as being con- 
sistent with, but not exclusively diagnostic of 
epileptic phenomena. An EEG was repeated 
2 weeks later and the tracing was noted to be 
essentially unchanged except for slightly less 
theta activity. 

It was felt that in this case sensitivity to 
Tofrinil may have been a precipitating factor 
in a moderately severe sunburn reaction and 2 
grand mal seizures after very brief oral admin- 
istration of the drug. These symptoms did not 
recur when the drug was stopped and no after 
effects were noted. 
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THIORIDAZINE (MELLARIL)' IN THE TREATMENT OF 
CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., anp JOHN C. SAUNDERS, M.D.? 


described as such a drug®, The purpose 
of the present study was to test thioridazine 
in the treatment of chronic schizophrenics 
who had developed extra-pyramidal symp- 
toms with other phenothiazine derivatives. 

One hundred chronic female schizo- 
phrenics between the ages of 16 and 71 
were selected. They had been continuously 
hospitalized for 2 {о 25 years. They had 
been receiving a variety of tranquilizing 
drugs for 2 to 4 years, and during the last 
6 months had reached a plateau of slight 
or moderate improvement in their psy- 
chosis. Forty-two patients were receiving 
chlorpromazine ( Thorazine), 5 proclorpera- 
zine ( Compazine), 3 trifluoperazine (Stela- 
zine), 12 chlorpromazine combined with 
proclorperazine, 37 chlorpromazine com- 
bined with trifluoperazine, and 1 chlor- 
promazine with reserpine, Furthermore, 
With all of these patients it had been neces- 
sary to add benztropine methanesulfonate 
( Cogentin) to the medication in order to 
relieve extra-pyramidal side effects such as, 


nsonism, akathisia and dystonic symp- 
is. The above tranquilizing drugs and the 
tropine methanesulfonate were dis- 
üinued immediately prior to this study 
thioridazine. 
the dose of thioridazine was started at 
img. q.id. and was gradually increased 
1 either satisfactory therapeutic results 
е achieved or significant side effects 
eared. In the first month, when the 
se of thioridazine was not above 400 mg. 
no extra-pyramidal symptoms were 
rved. However, 7 patients complained 
ess of the mouth, 6 of dizziness, 
d 3 of a “hangover” feeling. As the 
е of thioridazine was raised (600-2000 
g. a дау), some patients showed evidence 
extra-pyramidal symptoms, necessitat- 
g the addition of benztropine methanesul- 
nate. Eight patients developed signs of 
kinsonism, 5 generalized tremulousness, 
| akathisia, and 2 dystonic symptoms. 
here were also two patients with photo- 
nsitivity. Two patients on 100 mg. q.i.d. 
id 200 mg. q.i.d. respectively had grand 
al convulsive seizures for the first time, 
though they had been on equally high 
of chlorpromazine in the past without 
icidence of seizures. 
"Thioridazine was administered for 5 


One of the limiting factors in the use of 
"the phenothiazine derivatives is their 
ldency to induce extrapyramidal stimu- 
lon, ranging from akathisia to Parkin- 
nism, at doses which do not provide 
?quate tranquilization. Concomitant use 
"anti-Parkinson drugs, adds additional 
X to therapy without eliminating the 
lc cause of extrapyramidal stimulation. 

ports that a comparatively new pheno- 
azine, Mellaril? (thioridazine hydro- 
üloride), was relatively devoid of extra- 


Danvers State Hospital, P. O. Hathorne, Mass. 
Sandoz Pharmaceuticals, Hanover, N. J. 
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A. KHAKEE, M.D., ann G. F. HESS, M.D." 


months, and at the end of this period the — 
patients’ progress as compared to their — 
mental condition just prior to this study, ~ 
was evaluated as follows: 3 patients were — — 
markedly improved, i.e., in remission and 
ready for release, 16 moderately improved, — 
44 slightly improved, 33 unimproved, and 
4 patients were worse, being more tense, — 
overactive, irritable and disturbed. E 

It was observed that thioridazine, as com- — 
pared to chlorpromazine, had a weaker - 
sedative effect even when high doses were ~ 


patient. On a milligram for milligram e 
the anti-psychotic effect of thioridazine was 
not as potent as that of chlorpromazine, am 
higher doses of thioridazine were needed - 
to achieve the same effect. However, one | 
of the advantages of thioridazine was that 
even with high doses excessive drowsiness 
and lethargy were usually not produced. In | 
chronic schizophrenia, therefore, thio 

zine's greatest usefulness appears to be in 
the treatment of those patients who develop _ 
severe or persistent extra-pyramidal symp- 


toms with one of the other phenothiazine - - 
derivatives. 3 
3 Kinross-Wright, V. J.: JAMA, 170: F 


1283, 1959. 
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4 MELLARIL IN THE TREATMENT ОЕ CHRONICALLY DISTURBED 
PATIENTS : WITH SPECIAL REFERENCE TO REDUCED 
EXTRAPYRAMIDAL COMPLICATIONS 


it. ates 


pyramidal stimulation while yet effective as 
a neuroleptic prompted us to undertake the 
evaluation reported here. A total of 22  - 
patients were selected from the male psy- 
chiatric service ; 18 of these had responded —.— 
with extrapyramidal symptoms to every - 
phenothiazine previously employed. The - 
remaining 4 had remained completely re- — 
fractory to all forms of therapy. Я 

All 22 were chronic cases, 6 having been _ 
hospitalized for from 1-5 years, and the ~ 
remaining 16 for periods in excess of 5 - 
years. Diagnoses were: 18 schizophrenic - 
reactions and one each of generalized - 


UN gh 
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paresis, epidemic encephalitis with psy- 
 chosis, manic-depressive, and alcoholic de- 
terioration. The usual starting dose was 300 
mg. daily, except for two debilitated pa- 
‘tients who received 100 mg. daily. Range 

dosage initially was from a minimum of 
1 mg. to a maximum of 600 mg. daily, 
| which was then reduced as indicated to a 
F maintenance dose of 300-400 mg. per day. 

At the time the 18 patients were switched 
7 to Mellaril, each one was exhibiting extra- 


c! ptoms to one of the following 
. mepazine 


- rpromazine,  triflupromazine, 


ie patients became generally more man- 
sable. No reappearance or evidence of 


сеп observed in these 15 patients during 
‘their treatment with Mellaril. The remain- 
ing 3 patients required a reduction in dosage 
md adjunct medication to relieve their 
xtrapyramidal symptoms. 
_ The clinical improvement in mental status 
‘was as follows: one patient markedly im- 
‘Proved and paroled ; 5 patients greatly im- 
ed and transferred to front wards; 9 
atients moderately improved but retained 
the same ward ; 3 patients not improved. 
The remaining 4 cases, diagnosed as 


е satisfactory relaxation and sleep 


schizophrenic reaction, had been refractory 
to previous therapy. Two of these im- 
proved sufficiently to permit home visits 
for one and placement of the other in a 
parole ward. 

Two patients who had exhibited photo- 
sensitivity to other phenothiazines did so to 
Mellaril as well, but improved on routine 
therapy and a reduction in dosage. Hypo- 
tension occurring~in 3 patients was con- 
trolled by a reduction in dosage. One pa- 
tient showed “catatonic” symptoms on 400 
mg. which cleared up when the dose was 
reduced to 200 mg. daily. Examination has 
failed to reveal any evidence of jaundice or 
blood dyscrasias during the entire 9 months’ 
course of treatment with Mellaril. 


SUMMARY 

Moderate to marked improvement in 
psychomotor behavior was obtained with 
Mellaril in 17 of the 22 cases in this series. 
In addition, there was complete elimination 
of extrapyramidal activity in 15 of 18 pa- 
tients who had manifested Parkinsonian 
symptoms with the drugs previously em- 
ployed. Our observations indicate that Mel- 
laril is equally effective, or more so, than 
other phenothiazines in the treatment of 
various psychiatric disorders, but has a 
distinctly lessened tendency to induce extra- 
pyramidal stimulation. In our experience, 
this is a significant contribution to the more 
effective management of larger numbers of 
disturbed patients. 


SLEEP REGULATION WITH THALIDOMIDE 


" 
E SIDNEY COHEN, M.D. 
_ Insomnia apparently is a widespread dis will А 
? - respond satisfactoril ith cor- 
jmeasures other than drugs can usual- rection Ce енеру Р with со 


Accidental or suicidal overdosage and 
habituation to the hypnotics are serious 
drawbacks to their use. Many non-bar- 
biturate sleeping medications have been 
proposed but the ideal, non-toxic, non- 
habit forming agent is yet to be found. 

Thalidomide? is a further attempt to 

2 Kevadon is the trademark of the Wm. S. Merrell | 
Co., Cincinnati, Ohio for its brand of Thalidomide j 


provide a safe somnifacient. Opinions about 
its capacity to addict will have to await 
future studies, no instances of habituation 
have been reported to date. Thalidomide 
is alpha. ( N-phthalimido)-glutarimide rep- 
resented structurally as : 


The LD;, of thalidomide in mice could 
not be determined by Kunz, et al.(1). Oral 
and subcutaneous doses of 5 gm/kg and 1 
gm/kg intraperioneally were well tolerated 
and did not produce death in any of their 
animals. Thalidomide has been used exten- 
sively in Europe(2). Reports of death due 
to overdosage have not appeared, A 70-year- 
old patient survived a single dose of 2100 
mg. without treatment(3). 

Thalidomide was given to 50 neuro- 
Psychiatric inpatients for whom barbitu- 
rates, chloral hydrate or glutethimide had 
been routinely ordered. Single bedtime 
doses of 100 to 200 mg. were administered 
with an occasional patient requiring only 
50 mg. The patient’s subjective impression 
of the sleep producing and sleep sustaining 
Properties of thalidomide as well as a com- 
Parison with his prior sleep medication 
E (еседен The nurses charted their 

erall impressions of the patients noc- 
turnal activities. 

The results over a 6-month period have 

een very satisfactory. Some patients report 
that thalidomide is the best sleep inducing 
medication that they have ever taken. A few 
state that it is ineffective even in 200 mg. 
amounts. Excellent results were obtained in 


21 patients (42%). They had the subjective 
recall of restful sleep without associated | 
grogginess or dizziness on awakening. 
Seventeen (34%) considered that it pro- 
duced good hypnosis but there were occa-- 
sional nights when sleep was broken or — 
not restful. Five patients (10%) stated that 
thalidomide produced adequate nocturnal ^ 
sedation, but they complained of a "hang- 
over" upon awakening. Although tolerance ` 
to this side effect developed after additional — 
doses, this group were considered treatment. — 
failures. Seven patients (14%) persistently — 
complained either of poor induction, broken — 
sleep or very early awakening. j 
In order to explore the possibility that” 


for this purpose. It was interesting to no 
however, that these large amounts did 
produce stupor. Respiratory depression € 
not occur. Serial hemograms, liver panels, 
urine analyses and blood creatinines were 
unchanged from control values. Abrupt _ 
discontinuance of thalidomide did not re- — 
sult in a withdrawal syndrome. One of the — 
patients developed an erythematous rash — 
and temperature of 100.6? rectally. Another — - 
patient on the high dosage study had a Ё 
blotchy rash and convulsed while on thali- — 
domide. The medication was discontinued — 
in both cases without further sequellae, 


SuMMARY iB 

Thalidomide is an effective agent for ~ 
the treatment of insomnia with a safety . 
factor which makes its use desirable when и 
there is danger that accidental or deliberate — 
overdosage may occur. ky 
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_ Some perversions, while representing for- 
nidable psychopathology, are also tributes 
the complexity of the human mind and 
conscious ego mechanisms. 


[һе patient, a man in his late twenties, re- 
d a periodic desire to be injured by a 
woman operating an automobile. This wish, 

sent since adolescence, he had by dint of 

at ingenuity and effort, gratified hundreds 
nes without serious injury or detection. 
action could be obtained by inhaling 
aust fumes, having a limb run over on a 
ng surface to avoid appreciable damage 
by being pressed against a wall by the ve- 
Gratification was enhanced if the woman 
attractive by conventional standards, In- 
inflicted by men operating automobiles 
other types of injury inflicted by women had 

ing. He experienced pleasure from the 
ence, thus establishing the symptom as a 
ersion rather than a compulsion. 


tructor, Department of Psychiatry, University of 
Carolina Medical School, Chapel Hill, N. C. 


the fall of 1955 the author was a senior 
sident in an outpatient clinic during the 
time Kinross-Wright was carrying on a 
dy involving the use of a phenothiazine 

| NP-207 (piperidinochlorphenothia- 
-207 was an experimental pheno- 
zine that never reached the open market 
al changes were noted in the patients 
M7 Washington Ave., Waco, Tex. 
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CASE REPORTS 


AN UNUSUAL PERVERSION : 
THE DESIRE TO BE INJURED BY AN AUTOMOBILE 
OPERATED BYA WOMAN 


7A MARTIN Н. KEELER, М.р. 


of his symptom but somewhat proud of its 
unusual nature. A Minnesota Multiphasic Per- 
sonality Index did not demonstrate significant 
psychopathology and did not indicate the 
probable presence of perversion or impulse 
neurosis. 


Because of limited contact with the pa- 
tient and considerable use of repression on 
his part, past history is not considered ade- 
quate for a detailed formulation. Two un- 
usual biographical items were the presence 
of considerable maternal rejection and of 
a clouded and probably distorted memory 
of being hurt at the age of 6 by some wom- 
an in a manner connected with sexuality. 
This case does not seem to be unusual in 
terms of the genetic and dynamic factors 
involved but is of interest as it demonstrates 
the complexity of ego operation that can 
be involved in a perversion. At least two 
interlocking themes are necessary for an 
essentially masochistic gratification. The in- 
jury must be inflicted by a woman, probably 
as a defense against other feelings involving 
women, and must be inflicted by an auto- 
mobile, this probably having specific sym- 
bolic meaning. 


TRANSIENT VISUAL SYMPTOMS ASSOCIATED WITH 
MELLARIL MEDICATION 


S. BERGEN MORRISON, M.D.1 


in the form of a retinitis pigmentosa. Pa- 
tients that we saw complained of an in- 
ability to see clearly when they had come 
indoors after having been in the bright 
sunlight. Many of them showed eyeground 
changes and a marked loss of vision al- 
though early no retinal changes could be 
detected. 


Since these 28 cases were seen in 1955, 


I have been alert as to the possibility of 
symptoms of this sort occurring with other 
phenothiazines, although no attempt has 
been made to question patients directly 
about whether or not they had symptoms 
of blurring of vision or dimness of vision 
on coming in from out of doors. Recently a 
case has been seen showing the same type 
of toxic reaction to Mellaril (thioridazine). 
Mellaril is identical to NP-207 except that 
a thiomethyl group has been substituted for 
the chloride. 


The patient was a 17-year-old white school 
boy who was first seen in September of 1959. 
He was considered to be a schizoid adolescent 
who was on the verge of a major schizophrenic 
episode. When first seen, he was put on 
Pacatal (mepazine) 75 mgm. daily and re- 
mained on this medicine for 18 days. The 
patient then complained that he was not being 
relaxed enough and was changed to Mellaril 
75 mgm. daily. The patient felt relaxed for 
à time on Mellaril, and remained on 75 mgm. 
daily until one month later when he was ad- 
mitted to the hospital in a major schizophrenic 
episode. 

While in the hospital, the patient received 
Mellaril up to 1200 mgm. daily and remained 
on that dosage for 12 days. He also received 
8 electric shock treatments along with sodium 
amytal as needed for sleep. He remained in 
the hospital for 22 days and was dismissed as 
improved. Three weeks later at the time of a 
follow-up visit the patient complained that he 
Was not able to see as he came into my office 
and that he could not read print while sitting 
at my desk. He had noticed that he was hav- 
ing difficulty seeing when he came in from the 
outside and had noticed this for approximately 
Tto 10 days. No previous visual problems had 
Occurred. At this time he was receiving 400 


mgm. of Mellaril daily and had rece 
amount for the previous 30 days. The patie 
eyegrounds were checked in the office | 
were found to be negative. All med 
was stopped. Complete eye examination 
done by an ophthalmologist and was 
sidered to be negative. The patient was 
again in 2 weeks and said that he cou 
much better on coming indoors than he 
on the previous visit although he did not 
that his vision was completely normal. He 
seen 2 weeks later and indicated that he : 
able to see clearly in my office and was 
to read print normally. In all, the patien h 
received approximately 30 grams of M 
It cannot be forgotten that he was on Pa 
briefly for a period of 18 days ; howev 
had not been receiving Pacatal for alm 
months prior to the onset of his sympto: 
is understood that at least 3 reactions of | 
sort have been noted with Mellaril to | 
It is felt that an alertness to complaints 
type is needed if serious visual changes 
be avoided in certain patients receiving 
laril. It is possible that other compounds 
structure is similar could also cause a 
retinitis, a 
SUMMARY И. 
A case is presented in which a patient 
complained bitterly of blurring of n 
when coming in from out of doors 
receiving Mellaril and after having } 
ceived approximately 30 grams of Mella 
over a period of 24 months. The — 
complaint cleared over a period of appi 
mately 4 weeks after the Mellaril had b 
stopped. It is suggested that this is an е 
toxic reaction to Mellaril of the type s 
previously with an experimental phi 
thiazine called NP-207. 


2 Personal communication. 
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Dr. Rufus Wyman appears to 
been the first fulltime medical super- 


. Born on July 16, 1778, in 
Woburn, Massachusetts, a member of the 
generation of a family 
emigrated to Massachusetts in 
1), he was graduated from Harvard 
lege in 1799, After teaching school for 
year he embarked upon his medical 
enticeship, and subsequently estab- 
_ lished an office in Chelmsford. 

— In his 10 years of general practice 

Wyman’s reputation as a successful country 
doctor rose rapidly and the demand for his 
services put him under considerable phys- 

l pressure. Ill-health from probable 
may have contributed to his 
seeking the newly-established and presum- 
: less arduous post of physician-super- 
intendent at the McLean Asylum. Up to 
this point there is no evidence that he had 
У pos! са in ог inclination to- 


In January aged Hon. Benjamin Pick- 
"man recommend yman for the super- 
i den of the asylum. In the spring of 
Wyman’s only competitor, Dr. George 
Parkman for unknown reasons withdrew 
his application and Wyman was appointed. 
In May, Wyman made a tour of the hos- 

pitals in New York and Philadelphia, and on 
tober 6, 1818, the first patient was ad- 
d to the McLean Asylum. This asylum 
‘was the first mental hospital in New Eng- 
and, and as such represented an experi- 
ment : it was founded not only to provide 
al treatment for the insane, but also 
roduce to New England what Wyman 


om the Department of Psychiatry of the New 
Hospital (Payne Whitney Clinic) —Cornell 
Medical College, New York, N. Y. 
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HISTORICAL NOTES 


DR. RUFUS WYMAN OF THE McLEAN ASYLUM 
ERIC T. CARLSON, M.D., лхо MAY F. CHALE, А.В.. ? 


called “a revolution in treatment"—moral 
treatment. 

Wyman's therapeutic theories had two 
main sources: Pinel and the Tukes, with 
the latter influence definitely predominant 
(2). Wyman quotes from Pinels writings 
and may also have derived more intimate 
knowledge of the Frenchman's work from 
a friend, Dr. William Walker, who had 
spent some time in Paris, and from Dr. 
Parkman, who had studied under Pinel. 
The influence of the English Quakers and 
their York Retreat is more obvious and 
direct. The Friends’ Asylum in Philadelphia, 
which Wyman had visited, was patterned 
after the Retreat, and Thomas Eddy, whom 
he had met, had adhered closely to the 
pronouncements of the Tukes in his cam- 
paign to found the Bloomingdale Asylum 
in New York. Wyman himself had read 
Tukes works and recommended them to 
others. 

In his neurophysiology Wyman accepts 
the conception of the brain as the organ 
responsible, both through perception and 
volition, for contact with the outside world. 
He avoids the arguments of both material- 
ism and immaterialism and, as a good 
associationist, doubts that the brain itself 
can initiate any knowledge or action. In 
stressing that one should observe and 
emphasize the actions of man rather than 
the terms by which they may be called he 
reveals himself as a phenomenologist. He 
divides phenomena into three orders: the 
first, physical or inorganic; the second, 
organic, including both vegetables and 
animals; and the third, mental, which is 
restricted solely to the animal world. Since 
in his opinion the body and the mind are 
mutually dependent, he strongly advocates 
that physicians have as thorough knowledge 
of the mind as of the structure and function 
of the body. He believes that the body and 
mind can produce diseases in each other. 

In his psychology he emphasizes the need 
for close observation, following the method 
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of Bacon. He is primarily a Lockean asso- 
dationist, and although he mentions the 
Scottish faculty psychologists (Reid, Stew- 
art, and Brown), he denies that faculties 
can be integral parts of the mind. He states, 
"There is but one agent acting in different 
ways, or performing different acts." In this 
stand he also shows no evidence of being 
influenced by the phrenological theories 
that were then coming to this country. He 
complains that even the approved medical 
writers often show great ignorance of men- 
tal functioning, which he feels should be 
separated into two main divisions : know- 
ledge, or intellect, and the passions, or af- 
fections and emotions. 

He states that a definition of insanity is 
difficult, and perhaps even impossible, to 
formulate, but no more so than a definition 
of physical illness. He starts off with an 
idealistic definition that any variation from 
a perfect state of health must be considered 
a disease. He modifies this with respect to 
physical diseases by stating that they should 
be associated with discomfort or pain, and 
then attempts a similar modification for 
mental disease, using a social concept of 
how other, normal people will judge the 
individual insane by his behavior. Strange 
opinions are acceptable in science, but not 
in ordinary matters. If the strange opinion 
or behavior is due to lack of information or 
experience, then the person, if healthy, 
should respond to education or evidence. 

yman goes on to state that, to the legal 
World, a delusion or false belief is essential 
to insanity, but insists that doctors must go 

er than lawyers to understand how this 
State arises, 

Wyman divides his concept of psycho- 
Pathology, in which he does not discuss 

agnosis, into the two major categories of 

е mind: the intellect and the passions. 

26 intellect can suffer from perversion, 

ution, or augmentation. With the first, 
Perversion, patients usually start from in- 
Correct premises, but reason correctly. He 

Oes recognize, however, that faulty reason- 

E from sound premises occasionally oc- 
curs. With diminution, slowness of thinking 
0 Door memory may be present. In the 
En of augmentation some may deny that 

15 à disease, being instead a benefit, but 

Points: out that this condition is usually 


i 
functions out — 
of proportion to the rest of the mental — 
structure. 1 
In the case of the passions, only exalta- 
tion or depression can occur. Wyman agrees 
with Pinel, moreover, in asserting that _ 
diseases of the passions or intellect can 
exist separately, and he states, "These dis- ~ | 
- 


temporary, with one or more 


eases are more to be dreaded than any 
other, to which man is liable.” He recog- 
nizes the passions as the main driving — 
source of man’s actions, and realizes that 
when they become excessive the intellect is 
unable to control them. He feels that in a 
sound state of mental health the passi 

are under control, and that an individual - 
must constantly exercise the control func- — 
tion in order to remain healthy. Besides ~ 
exaltation and depression he recognizes an .— 
alternation of both, and gives an excellent = 
clinical description of the transition from | 
a depressed to a manic state. He concludes — 
that a pure disease in one of the functions — 
of the intellect or passions is rare and that = 
there is usually a mixture of almost infinite — 
variations. He makes no sharp distinction — - 
between the normal and the insane mind ; 

he points out that the boundary is at best a 
thin, one, and that usually a gradual attack 

of insanity occurs with almost imperceptible 
changes at first. 

Wyman's theories about psychiatric ther- 
apy were derived from his own psycho- 
logical conceptions and the teachings of 
earlier advocates of moral treatment, 
Among his fundamental therapeutic prin- 
ciples are the following: the patient must 
always be removed from his home and 
must always receive moral treatment, even 
if his insanity arises from organic disease ; 
his treatment must extend over an adequate —. 
period of time and, above all, he must con- 
sistently receive only mild and kindly care. 
Wyman admits that medical treatment may 
be required if there is organic disease, but 
in general he is opposed to bleeding, purg- 
ing, and low diet, feeling that these methods 
are seldom beneficial, usually injurious, and 
frequently fatal. At best the medical treat- 
ment must be suited to the state of the 
individual patient. 

To the contrary, moral treatment is for 
all patients, no matter what their psychiatrie 
state or its cause. In moral treatment it is 
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important to divert the mind from un- 

pleasant subjects and to break up old asso- 

ciations of ideas. This goal can be achieved 

through exercise of the body and mind 
| and through formation of correct habits. 
A constant pattern of life in the hospital 
through encouragement of proper conduct 
and adherence to rules and regulations 
regarding the time of arising and retiring, 
eating, and exercising are essential to tran- 
quilizing the mind. Patients are encouraged 
to avoid violence and are told that, if 
necessary, restraints will be used. Because 
of the importance of constancy, kindness, 
and vigilance, Wyman stressed the necessity 
— of obtaining sound, mature, and amiable 
- attendants. He recruited many of his early 
— attendants from the ranks of schoolteachers. 
ў The activity program of moral therapy at 
‘ 
] 
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- the McLean Asylum included both work 
and recreation. In the former category were 
such occupations as sawing wood, garden- 
ing, sewing, embroidering, and studying the 
various mechanic arts. For amusements 
there were draughts, chess, backgammon, 
- minepins, and music, as well as reading, 
writing, walking, riding, and swinging. Wy- 
man states in addition that conversation be- 
tween patients is often useful in showing 
them the absurdity of their thoughts. 
___ Tn order to care for the patients effective- 
ly, Wyman classified them by sex and by 
degree and nature of illness. Men and 
‘women were kept separate and cared for 
only by members of the same sex. These 
two groups were then subdivided into 
- three classes according to their psycho- 
E pathology, with each class under a super- 
- visor. Each class made up a distinct family, 
"with its own bedrooms, dayrooms, dining 
Tooms, bathing rooms, and airing yards. 
_ Each patient had his own bedroom, more- 
. Over, so that there was less need for re- 
- Straint. Chains and straitjackets were never 
used, and other restraint only with the per- 
mission of the supervisor, who then re- 
. ported it to the superintendent. The puni- 
tive aspect of restraints was thereby 
avoided. No employee was allowed to 
strike a patient, even in self-defense. Wy- 
man undoubtedly had difficulty applying 
; classification in the early years when 
the number of patients was minimal, but 
this grouping was probably quite effective 
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with 65 to 70 patients maximum in the 
hospital, all of whom the physician visited 
at least once a day. 

In the first 5 years of the hospital 28% 
of the patients were discharged as recov- 
ered, while in the second 5 years 43% re- 
covered, and in the third, 40%. Wyman 
ascribed this appreciable increase to a reg- 
ulation put into effect in the fall of 1823 
that all patients removed before 3 months 
(as unrecovered) would have to pay for 
the entire 3 months. This provision con- 
tributed to an adequate length of therapy. 
Over the 15 years of his superintendency 
Wyman discharged 68% of his patients as 
improved or recovered, while 9.5% died 
while in the hospital. 

Throughout his medical career Wyman 
was active in the Massachusetts Medical 
Society ; for many years he served as cen- 
sor and counsellor from his district and 
during the last two years of his life he 
served a term as President. In 1830 he was 
selected to deliver the annual address to 
the society. His discourse, “Mental Philos- 
ophy as Connected with Mental Disease,” 
was later published in pamphlet form. This, 
an earlier pamphlet on religion(3), and his 
annual reports, are his only published 
writings. The contents of this pamphlet 
have been discussed in the earlier section 
on his psychiatric thought. 

Also in 1830 Wyman corresponded with 
Goy. Lincoln of Massachusetts regarding 
plans for the new State Hospital at Wor- 
cester. He wrote of his ideas and offered 
to lend his assistance provided that he 
would not be called away from his duties 
at McLean. 

Two years later, however, he decided to 
resign these duties because of ill-health. 
But the McLean trustees refused his resig- 
nation, allowing him only a leave of ab- 
sence to improve his physical condition. 
This time he spent on a trip to northern 
New England with his wife and daughter. 
He was then a member of the committee 
of the Massachusetts Medical Society in- 
vestigating the question of whether the 
Asiatic cholera was contagious, and since 
cholera had just entered Canada, and in 
spite of his impaired health, he left his 
family and proceeded to Montreal in order 
to study the question further. He observed 
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patients directly until he himself be- 
ne ill with a gastro-intestinal disorder 
ot cholera apparently ). He then returned 
McLean, only to attempt unsuccessfully 
resign in August. In September, however, 
le trustees voted to separate the duties 
f physician and superintendent and asked 
[yman to remain on as physician at an 
achanged salary. Wyman found even this 
time-consuming post burdensome to 
health, however, and on January 9, 
35, his resignation was finally accepted. 
was elected a trustee but declined this 
Osition also because of his health. 

Upon his retirement he moved to Rox- 
iry, where he engaged in philosophic pur- 
its and the cultivation of his home and 
ounds. Married since 1810, he was the 
er of 6 children and was greatly de- 
led to his wife and family. He main- 
ined his outside interests also, continuing 
Шуе in the Massachusetts Medical So- 
ety and the American Academy of Arts 
d Sciences. He later became President 
[the Norfolk Temperance Society. Al- 
hough semi-retired he was much in de- 
and as a psychiatrist and he generally 
d a few psychiatric patients living with 
lim and his family up to the time of his 
eath of a lung infection on June 22, 1842. 
Because he was a modest man who made 
0 effort to advance his own fame it is 
ficult to learn much about his personal- 
ly. He was hard-working and devoted to 
is post, being absent from the asylum only 
nights in his first 14 years there. He 
gems to have been respected and to have 
come the friend and confidant of his 
tients, He had a reputation for justice, 
Mesty, and integrity, as well as for a 
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, Qutside his native Germany, hardly more 
the name of Johann Christian Reil 
own. There was considerable astonish- 
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talent for practical mechanics. Two of his 
sons, Morrill and Jeffries, became physi- 
cians after being graduated from Harvard 
and went on to attain greater public fame 
than their father, but his many years of 
conscientious service and his enlightened 
use of psychological treatment for the men- 
tally ill made it appropriate that in later 
years such diverse people as Luther Bell, 
Amariah Brigham, and Oliver Wendell 
Holmes should honor him for his contri- 
butions to the development of American 
psychiatry. 


Acknowledgement: Appreciation is ex- 
pressed to Evelyn A. Woods, A.B., for her 


assistance in the preparation of this paper. 
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JOHANN CHRISTIAN REIL 
1759-1813 


ERNEST HARMS ! 


103, No. 433), a paper entitled Modern 
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Psychotherapy 150 Years Ago, in which it — 


was shown that no psychiatrist before 1900 


had presented more of the basic ideas of ' 


this centurys psychotherapy than had the 
author of Rapsodien ueber die Anwendung 
der psychischen Kurmethoden auf Geistes- 


zerruettungen (Rhapsodies on the Applica- 
tion of Psychotherapy to Mental Diseases), 
E in 1803. 1 venture to predict 
d 
P 
i 


that later centuries will hand the palm to 
J. C. Reil as the greatest of them all. 

This prediction is not based entirely on 
the Rhapsodies, which led Kirchhoff to call 
dhe etme acte founder 


known 

during the last 5 years of his life. Together 
with his colleague, Hoffbauer, Reil pub- 
lished, in 1808 and 1812, two volumes of 
Betrüge zur Befoerderung einer Kurmeth- 
_ ode auf psychischen Wege (Contributions to 
| the Advancement of Psychotherapy ), which 
had originally been intended as a journal. 
In it we find 9 major contributions by Reil, 
the longest of which “Ueber die Centrici- 


^ would require a long paper to adequatel 
_ describe. In this memorial note T should 
| like to point to another of ће Reil papers, 
“Das Zerfallen der Einheit des Koerpers im 
T Selbstbewusstsein" (The Disintegration of 
_ the Unity Experience of the Body in the 
_ Self-Consciousness) (1808). In this paper 
Reil presented a somatological concept of 
what we today designate as schizophrenia 
and which appears clearer and more con- 
_ vincing than anything presented since. Reil 
ва psychological phenomenologist for 
whom the modern concepts of Ganzheit, to- 
2 tality, unity, centricity basic elements 
| of scientific interpretation. Psychologically, 
- human experience is a unit experience of 
- body and mind which are to one another, 
4 ‘also inseparably tied together in the self- 


on of space or weight, but only of tim 
) hose born blind and deaf, the Gemein. 
ehl is the major "sense" ; for all human 
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individuals it is the most elementary ex- 


Itis the Gemein-Gefuehl as psychic func 
tion that holds our mental life together and 
mediates between the multitude of ele- 
ments of which it is composed. It is the 
carrier of our ego, as well as the frame of 
our self-consciousness. It is therefore prac- 
tically involved in all of our perceptions 
and activities. 

A disintegration of the Gemein-Gefuehl 
is the cause of a large number of mental 
ailments. Its impairment means that it loses 
the ability of functioning in binding to- 
gether and controlling the various psychic 
dynamics. Reil distinguishes two forms of 
such disfunctioning of the Gemein-Gefuehl. 
The first, the minor form, is a Lockerung 
(loosening) of control; the major form is 
complete destruction of the Gemein- 
Gefuehl which renders it unfit to coordinate 
the various mental functions. In the ex- 
amples offered by Reil we see the most evi- 
dent cases of what Kraepelin and Bleuler 
called dementia praecox, what Morton 
Prince called the split personality, and what 
we today commonly call schizophrenia. 
There is the case of the patient who be- 
lieves he is not himself, that he is someone 
else or has someone else's body. There 
is the patient who is not sure whether 
the hand he writes with is his hand or 
whether it is his right or left hand. There 
is the patient who believes himself in- 
capable of using this or that part of 
his body, or has a catatonic freezing 
of the posture or of the tongue. There 
is the case of the person who does not 
know that it is he who is speaking and 
who uses false words. Another well-known 
pattern is that of the patient who is unable 
to distinguish between the actor and the 
listener. There are the cases of dissociation 
of space, in which nearby sounds and ob- 
jects appear to be distant and distant ones 
oppressively near. And there are the most 
serious paranoid forms of split and double 
personality in which the ability to recog- 
тя лака does not exist. 

il was far from being a “psychist” 
who believed that all теа! Шен аге 
entirely psychic. He recognized the actual 
neurological diseases and the validity of 
somato-psychological aspects. But based on 


"his concept of the Gemein-Gefuehl, he 
maintained that they were "diseases of the 
psyche,” that is, of the basic unity of our 
- mental or psychic disposition. At one point 
he designated the phenomena as illnesses 
of the centricity power of the organization 
of the psyche, which has primarily a dy- 
namic function. 

Towards the end of his treatise, Reil 
tries to make it very clear that in the cases 
described there exists, of course a relation- 
ship between the psyche and the nervous 
system as well as the rest of the physical 
organism, which may or may not have 


3 For a considerable time we have pub- 
- lished each year іп one of the Spring issues 
of this Journal a survey of psychiatry facil- 
ties in the city where the annual meeting of 
The American Psychiatric Association is to 
_ be held, and in the surrounding area as 
well ; sometimes including an outline of the 
history and organization of the psychiatric 
services of the state concerned. This has 
_ been possible through the courtesy of mem- 
bers active in the respective regions. 
-The purpose of these articles on regional 
psychiatry has been to familiarize attend- 
_ ing members with the work going on in the 
area where they meet and to facilitate visits 
. or further inquiries they may wish to make. 
. Five years ago the annual meeting was 
held in Atlantic City, New Jersey. This 
_ years meeting is the sixth to convene in 
this popular seaside resort. An excellent 
comprehensive account of psychiatric in- 
_ stitutions and activities in the State of New 
. Jersey was prepared by Dr. Henry A. 
_ Davidson, Superintendent and Medical Di- 
. rector of Essex County Overbrook Hospital 
at Cedar Grove, and appeared in the April 
. 1955 issue of the Journal. Visiting delegates 
— are referred to this article. 
__ The following changes and additions have 
been made : 
.. New Jerseys mental health program is 
operated by the Division of Mental Health 
_ and Hospitals in the Department of Institu- 
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С А few years ago, I received a compli- 
_ mentary copy of a Russian textbook of 
child psychiatry by a leading representative 
_ of the specialty. Not one of the innumerable 

references gave the slightest indication that 


. +here was one casual mention of Kraepelin 
and one of Mayer-Gross, Viola tout. T 
. How do we in this country fare by com- 
B 3040 


COMMENTS 


REGIONAL PSYCHIATRY 


tions and Agencies. Mr. John W. Tramburg 
is the Commissioner, and the Director of 
Mental Health and Hospitals is Dr. V. Ter- 
rell Davis, a fellow of the American Psy- 
chiatric Association. Significant develop- 
ments since 1955 include : 


l. Reduction of the census in the state 
hospitals to current figures : 


Greystone Park 5200 
Trenton 3300 
Marlboro 3000 
Ancora 2250 


bo 


. The establishment of an active Bureau 
of Research in Psychiatry and Neu- 
tology under the direction of Dr. 
Joseph Tobin. The laboratories and 
offices of the Bureau are located on 
the grounds of the New Jersey Neuro- 
Psychiatric Institute at Princeton. 

3. The establishment of a state supported 
community mental health services pro- 
gram which has replaced the former 
mental hygiene clinics of the state hos- 
pitals and has been accompanied by 
the development of outpatient depart- 
ments providing a continuum of serv- 
ices to patients applying to the State 
mental hospitals. 

4. Seton Hall College of Medicine, New 

Jersey’s first and only medical school, 

will graduate its first class of students 

in June of 1960. 


AMERICAN CHILD PSYCHIATRY, LTD. ? 


parison ? A comprehensive 1958 survey of 
the problems in mental abnormality offere 
a bibliography of 303 items ; of those only 
13 (4.3%) referred to articles in languages 
other than English. The papers published in 
1958 in an American quarterly, the bulk 
of which is devoted to child psychiatry, 
referred to a total of 476 sources, of which 
15 (3.2%) stemmed from non-English au- 
thors. There were, in addition, 22 quotes 


1960 ] 
from translations of German-language con- 
tributions, of which 17 were early psy- 
- choanalytic treatises (12 by Freud, 3 by 
Fenichel, and 2 by Ferenczi); 26 book 
reviews dealt exclusively with books in the 
English language. At the 1954 International 
Institute of Child Psychiatry, 18 of 24 
papers were read by persons residing on 
the North American Continent (17 from 
U. S. A., one from Canada) ; the references 
appended to those studies did not contain a 
single item reported in a foreign language. 

This is slightly better than the total 
omission of non-domestic investigators in 
the Russian textbook but hardly a cause for 
self-congratulation. The impression is given 
that we here do not know about, or do not 
care for, work done elsewhere. In fact, one 
is left with the feeling that no such work 
is being done or has been done elsewhere 
or that, if it does exist, it does not merit 
our serious attention, It is a rare American 
child psychiatrist, indeed, who has ever 
heard, for instance of Ziehen, de Sanctis, 
Homburger, Tramer (the man who has 
coined the very term, child psychiatry), 
Heuyer, van Krevelen, Stutte, Lutz, or 
Michaux, all of whom have helped or are 
helping substantially to build the specialty. 
Equally rare is the American child psy- 
chiatrist who finds occasion to consult the 
zeitschrift für Kinderpsychiatrie, the Etudes 

neuro-psycho-pathologie infantile, In- 
fanzia anormale, and other periodicals, or 
the excellent monographs issuing from the 
scandinavian countries—valuable depositor- 
105 of significant investigations. 

Anyone familiar with those publications 
?r visiting the centers from which their con- 
tents originate knows that this seeming 
snub is not reciprocated by the men abroad. 

ur books and journals are read and 
| quoted, and the European child psychi- 


Things happen. 
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atrists are well acquainted with the work of 
their confrères across the ocean, at the same _ 
time a bit puzzled by our apparent lack of 
interest in their own contributions. Е 
Of course, there is no deliberate snub | 
on our side, nor is the described situation 
created by nationalism. There certainly is 
no intention of self-containment and, it is — 
hoped, no smug conviction that we are in 
sole possession of the key to progress. We | 
have, to be sure, developed fruitful ideas — 
and practices of which we have a right to _ 
be proud but others have not remained - 
inactive and much important research has. 
been, and is being, carried out in other | 
countries. " 
The answer lies mainly in the fact that - 
ours is a unilingual nation and that foreign- - 
language communications are therefore not - 
generally accessible to American readers. In | 
most of the other sciences, including adult 
psychiatry, these limitations are taken care 
of by reviews and abstracts of the inter- - 
national literature. The purpose of this. 
editorial outpouring would be served if 
our teachers and reviewers made it а point — 
to look beyond the linguistic frontiers and i 
to give our students and readers the benefit 
of familiarity with the work in child psy- — 
chiatry done in other areas. It will then be — 
easier to avoid the embarrassment caused - 
by the question of a noted European child — 
psychiatrist who asked : How do you ex- \ 
plain that some of you Americans are so 
full of curiosity about the Rorschach re- 
sponses of children in primitive cultures _ 
while there seems to be so little curiosity — 
about the scientific productions of people 
engaged in the study of psychiatric prob- | 
lems of children in cultures so similar to — 


ours ? 
y LE 


—AnisTOPHILUS ( Attrib.) 


- Editor, Tae AMERICAN JOURNAL or Psycut- 


ATRY : 
. Sm: Having had experience with almost 
- 2,000 Funkenstein tests, which we call the 
АМЕ, “Autonomic Nervous System Re- 
| action" (1), I would like to comment оп 
the letters in the December issue of the 
Journal from Alberto DiMascio, and Man- 
_ fred Braun, M.D. 
Д п my experience and to my knowledge 
he literature, no one has yet been able 
tilize the Funkenstein as a prognostic 
agent in determining which tranquilizer 
or, for that matter, psychic energizer should 
used. The basis of the test however, re- 
1 ns unaltered in that it is the only graphic 
means of putting the responses of the 
autonomic nervous system on paper, and 
ving them fall into the 7 original cate- 
ies, devised by Funkenstein. 
e of the greatest difficulties in our 
erience has been the initial phase of 
test when epinephrine is injected in- 
enously. It becomes rather a problem to 
mate at which level the systolic pres- 
sure might rise in the next 30 seconds. 
; oe е де to a false recording 
sometimes the significance of the 
: is lost. The second or Mecholyl phase 
the test is not so dramatic and the 
ре is less rapid and more easily 


> conventional arm cuff or arterial can- 
tion. A finger cuff instead is used and 


CORRESPONDENCE 


FUNKENSTEIN TEST 


systolic pressure is recorded continuously 
on a dial in the front panel, on a sphygmo- 
manometer and on heat sensitive chart 
calibrated from 0 to 300 millimeters Hg. 

The equipment is mobile and can be used 
in hospitals or offices very easily. It offers 
the most accurate determination of systol- 
ic pressure of any equipment we have ever 
used and the accuracy of the charting is 
extremely close and in several tests which 
we have repeated, having been done first 
by the “manual technique,” as opposed to 
the continuous recording technique, we 
have seen changes otherwise missed. 

The Funkenstein test has great usefulness 
in our experience. We feel that 85% of the 
2,000 tested show clear indications as to 
what type of therapy is indicated. With 
more and more use of psychopharmarceuti- 
cals and with perhaps less resource to the 
physiological treatments such as insulin 
coma and electro shock therapy, the need 
for diagnostic acumen is still important. 

We feel that the test should be more 
widely used, and by correct interpretation 
many patients will be directed into the 
proper line of treatment and thereby avoid 
unnecessary exposure to ECT or insulin 
coma, tranquilizers or energizers, unless 
they are indicated by the physiological 
responses of the patient's antonomic nerv- 
ous system. 

Edwin Dunlop, M.D., 
Assistant Medical Director, 
Fuller Memorial Sanitarium, 
South Attleboro, Mass. 
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Editor, THE AMERICAN JOURNAL or PsycHI- 
ATRY : 

Sm: May I be allowed to comment on 
the recent exchange of letters in your 
correspondence column in regard to the 
Mecholyl ( Funkenstein) test. 

The crux of the issue surely is the mean- 
ing of this test in the light of current knowl- 
edge, and here the weight of evidence 
must be considered to be against the 
- original empirical proposition that the blood 
pressure responses to mecholyl are mean- 
ingfully related to the clinical status of 
psychiatric patients or their prognosis. 

One may summarize this evidence by 
pointing out the following. First, a con- 
siderable number of studies dealing with 
the question of the prognostic value of the 
test have not been able to confirm that any 
relationship exists between the mecholyl 
test response and prognosis, or produced 
contradictory and mutually irreconcilable 
findings. Secondly, as we have shown (]. 
"Nerv. & Ment. Dis., November 1958), the 
blood pressure responses to mecholyl vary 
from day to day even when the test is 
administered to the same patient by the 
same investigator and under similar ex- 
perimental conditions. In our series, in 
Which the mecholyl test was administered 
by the same investigator to individual 
patients on 4 different days within a period 
of one week, only in 8 such 4-test series 
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FUNKENSTEIN TEST 
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out of 54 were the response patterns con- 
sistently identical throughout the 4 te 
Thirdly, as we have also shown in 
same study, the blood pressure respo: 
to mecholyl are actually dissimilar i 
significant number of instances when r 
simultaneously from the right and left 
arms by two independent observers. One 
also ought to note that some mecholyl test. 
responses are indeed such as to be. 
classifiable into any of the usual respo 
patterns (see among others, Canad. M 
77 : 116, 1957). The addition of an ер! 
phrine test, which for all one knows 
be equally variable, cannot conceiva 
alter the conclusions to be drawn fi 
this evidence. 

The acceptance of the Mecholyl 
places a heavy burden on the psychia 
If he repeats the test for reassurance, he 
find that the results many augur a diff 
prognosis for his patient from one | 
another even before treatment of | 
kind is instituted, and that, furtherm 
the patient's right sided readings may point 
to a good prognosis while the simulta- 
neously read left sided response may en 
dicate just the opposite. HR 
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Hanus J. Grosz, M.D., e" 

Albert Einstein College of Medicine, — 
Yeshiva University, 

New York 61, N. ' 
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__ Юа. Frepericx W. Sewarv.—Dr. Seward, 
- former owner and director of the Interpines 
Sanitarium, established by his father in 1890 
- and closed in 1958, died at his home in 
— Goshen, N. Y., March 4, 1960. He was a 
- graduate from the N. Y. Homeopathic Medi- 
.. cal College (1898) and was a former presi- 
dent of the N. Y. State Anti-Saloon League, 
and had been an active campaigner in the 
cause of Prohibition. He had been a fellow 
of the American Psychiatric Association. 
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1960 RESEARCH AWARD ANNOUNCEMENT. 
—The National Mental Health Research 
- Fund of the Canadian Mental Health Asso- 
ciation announces the second annual Re- 
search Award of approximately $22,000 
 &vailable this year. It is the intention to 
_ award this amount to one research scientist 
in whose name it will be held and paid as a 
guaranteed monthly stipend over a 2 to 4 
year period. 
__ Applications are invited from persons in 
Canada with appropriate scientific qualifica- 
tions in any of the professional disciplines 
_ directly related to mental health or mental 
ess. Applications should be made by in- 
al personal letter setting forth the 
research interests as well as the sci- 
entific background of the applicant, and 
should be sent not later than May 3lst, 
1960 to The Director, National Mental 
ealth Research Fund, Canadian Mental 
Health Association, 11% Spadina Road, 
Toronto 4, Ontario. 
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nouncement, to be released in September, 
1960, will contain information about scien- 
tific films, registration, and accommodation. 


Dr. Overnotser HowonEp.— Dr. Over- 
holser, Superintendent of Saint Elizabeths 
Hospital, Washington, D. C., was one of 
five to receive the Presidents Award for 
Distinguished Federal Civilian Service, the 
highest award the United States can give its 
career civil servants. Dr, Overholser was 
presented with the gold-medal award by 
President Eisenhower at the White House 
on March 8. 


Currer Lecrurer at Hanvanp.— Dr. Ben- 
jamin Pasamanick, professor of psychiatry 
and research director of the Columbus Psy- 
chiatric Institute and Hospital, has been 
named the Cutter Lecturer in Preventive 
Medicine for 1960 at Harvard University. 
He is the first psychiatrist appointed to the 
lectureship established in 1909 in the will of 
the late Dr. John Clarence Cutter. Dr. Pasa- 
manick will give two lectures on May 4 and 
5 on epidemiologic approaches to the in- 
vestigation of childhood neuropsychiatric 
disorder. 


ANNUAL WORKSHOP IN Projective DRAW- 
incs.—The workshop, conducted by Eman- 
uel F. Hammer, Ph.D., and Selma Landis- 
berg, M.A., will be held at the New York 
State Psychiatric Institute, New York City, 
from July 25 to 98. The suggested text for 
preparation is The Clinical Application of 
Projective Drawings, Charles Thomas, pub- 
lisher. Further information may be obtained 
from Miss Selma Landisberg, 166 East 35th 
Street, New York 16, N. Y. 


IwsrrrUTE FOR THE STUDY or CRIME AND 
DrriQuENCY.—The formation of the Insti- 
tute, 605 Crocker-Anglo Bank Building, 
Sacramento 14, California, has been an- 
nounced by its new president, Richard A. 
McGee, Director, California Department of 
Corrections. Its first project is the Inter- 
national Survey of Correctional Practice and. 


Research, under the direction of Dr. Clyde 
E. Sullivan, with offices at 300 Mercantile 
Building, 2082 Centre Street, Berkeley 4, 
California. 


AFTERMATH OF A FIRE on A GERIATRIC 
Wanp.—A 20% increase in death rate during 
3 months following a fire on a geriatric ward 
of Topeka State Hospital is reported by Dr. 
D. R. Aleksandrowicz of that institute, In 
the emergency, most of the patients had 
been transferred temporarily to a vacant 
ward, those remaining being placed in other 
services. No physical injury to any patient 
resulting from the fire or evacuation was 
observed, and regular medical and nursing 
care was assured. It was thought that dis- 
ruption of milieu and separation from 
familiar patient groups, personnel, and en- 
vironment together with changes in routine 
and associated emotional reaction of per- 
sonnel might be factors in the increased 
mortality. The patients involved were all 
suffering from advanced organic brain syn- 
dromes. These experiences emphasize the 
emotional needs of geriatric patients and 
the special features of nursing care they 
require ; and it is suggested that on such a 
service the mortality (possibly also the 
morbidity) may be an index of emotional 
tension within the staff-patient community. 


CANADIAN MENTAL HEALTH ASSOCIATION. 
-The Canadian Mental Health Assembly 
and 42nd annual meeting of the Canadian 
Mental Health Association will meet June 
2-4, 1960, at the University of Alberta's 
Banff School of Fine Arts. Expected partici- 
Pants include Prof. Jas. Tyhurst of UBC, 
Prof. Paul Lemkau, Johns Hopkins U., Rev. 
Noel Mailloux, Dr. Keith Yonge, U. of Al- 
berta, Miss Vivian Acord and Joseph R. 

rown, Indiana Association for Mental 
Health, and Lawrence Linck, National Asso- 
“ation for Mental Health. Further informa- 
en may be obtained from the Conference 

&cretary, Canadian Mental Health Associa- 
tion, 11% Spadina Road, Toronto 4, Canada. 


n ALDOUS Нохіку Apporntep SLOAN Visrr- 
€ Prorrssor.—Aldous Huxley, for the past 


year professor-at-large at the University of 
California, Santa Barbara, arrived at the 
Menninger Foundation School of 
atry, Topeka, Kansas, on March 15 to assist © 
with the teaching of psychiatric resident: 
for about 6 weeks. He is the twelfth visiting 
professor at Topeka provided for by a 
from the Alfred P. Sloan Foundation A 
Menninger Foundation. | 
2 f 
AMERICAN ACADEMY OF GENERAL PRAC- 
TicE—Dr. Ruth B. Freeman, president of 
the National Health Council, announced ' 
the Academy's election to membership in 
the Council. The more than 26,000 Academy 
members, all of them physicians in the gen- 
eral practice of medicine and surgery, join 
the 70 other member organizations in th 
Council to work for health protection a 
improvement. 


GALESBURG STATE RESEARCH HosPrrAL.- 
The 10th Anniversary Symposium on “Re- 
search Approaches to Psychiatric Problems” 
will be held October 21-22, 1960. The Sym- _ 
posium will survey many currently promis- | 
ing biological, psychological, and sociologi- _ 
cal methodologies relevant to the problems P 
of mental health. Interested prospective 
participants are invited to communicate as - 
soon as possible with Thomas T. Tourlentes, 
M.D., Superintendent. М ш 


SYMPOSIUM ON THE PSYCHOPHYSIOLOGICAL | 
Аѕрестѕ or Space Fricur.—Outstanding a 
thorities in psychiatry, physiology, end 
crinology, and engineering will give papers - 
at the forthcoming symposium on “The Psy- — 
chophysiological Aspects of Space Flight.” | 
Sponsored by the School of Aviational — 
Medicine, the meeting will be held at th 
Aerospace Medical Center, San Antonio, { 
Texas, May 26-27, 1960. Southwest Research - 
Institute is handling the arrangements. Lt. | 
Col. Bernard E. Flaherty is the symposium _ 
chairman. The symposium proceedings v 
be published in the book form later this 
year. Further information may be obtained | 
from Jack Harmon, Symposium Coordi- - 
nator, Southwest Research Institute, P.O. 
Box 2296, San Antonio 6, Texas. ie 


O TRAINING IN MANAGEMENT oF Рѕусні 
RIC PnoBLEMs or CurrpnEN.—Boston Uni- 
versity School of Medicine, Department of 
‘Psychiatry, in cooperation with Boston City 
Hospital, Department of Pediatrics, an- 
ounces a training program in the manage- 
t of emotional problems of children, 
he course is part-time and designed for 
cticing pediatricians and for all practic- 
ing physicians who are interested in prob- 
s of childhood. It is made possible 
through a grant from the Public Health 
rvice, for training of physicians in psy- 
try. For further information write to 
ox 1, Boston University School of Medi- 
ne, 80 East Concord St., Boston 18, Mass. 


RGENTINE SOCIETY or PSYCHOSOMATIC 
MxpiciNE.—The Society announces the ap- 
ntment of a new governing board. The 

ewly.elected president, Dr. Mauricio Kno- 


he American Board of Psychiatry and Neurology, 
^, and its Committee on Certification in Child Psy- 
chiatry, announce the certification of the following as 
Diplomates in Child Psychiatry. 
UARY, 1959 


i n, Hyman S., 
- Clinic, 670 Marshal 


nt 

wrence, 10 Links Dr., » N. Y. 
Carl P., 6205 Garfield St., CHE. ciae day T 
Rom Children's Hospital, 219 Bryant St., 
ffalo 22, N. 


Forrest Nelson, 14317 Huston St, Van Nuys, 


^ 82 Clinton Ave., Newark 5, N. J. 
Harold, 679 North Michigan Ave., Chicago 11, Ш, 
Benjamin Harris, 872 Fifth Ave, New York 21, 


Helen R., 737 North Michigan Ave., Chicago 11, Ш. 
jamin, Anne, 664 North Michigan Ave., Chicago 11, Ш. 
ШЕ Norme 731 Buena Vista Ave, W., San 
a Sidney, 3000 Connecticut Ave, N. W., Washing- 


eon ae Mount Sinai Hosp., 1176 Fifth Ave., New 
Gaston E, University of Colorado Sch 
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bel, is an APA member. The aims of the 
society, which meets monthly in Buenos 
Aires, is to encourage an exchange of sci- 
entific ideas throughout the world. Contacts 
should be made to Sociedad Argentina de 
Medicina Psicosomatica, Honduras 4135, 
Buenos Aires, Argentina. 


Soctery or Brorocicar PsvcuaTRYy.— The 
annual meeting of the Society will be held 
in Miami Beach, Florida on June 11-12, im- 
mediately preceding the clinical meeting of 
the American Medical Association. An in- 
teresting program has been arranged and 
the Academic Lecture will be given by 
Hans Hoff, M.D., Professor and Head of the 
Department of Psychiatry of the University 
of Vienna. 

He has chosen for his subject : "The Role 
of Biological Treatment in Comprehensive 
Psychiatric Management." 
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threads. The spinner span fine threads, but the man 
declared that the threads were not good and that he wished the very finest of fine 


d, “If those are not fine enough for you, then here are some others — 


that will suit you." And she pointed to a bare spot. 
The man declared that he could not see them. 
The spinner replied, "The fact that you cannot 


ered some more of the same thread, and paid down the | 
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оѕтом ON ScuizopHRENtA. Edited by L. 
Lopez-Ibor. (Madrid: Consejo Nacional 
De Investigaciones Cientificas, 1957, pp. 
398.) 


In this volume are published the lectures 
given at the Symposium on Schizophrenia held 
- in 1955, at the Neuropsychiatric Clinic of the 
Madrid General Hospital, and sponsored by 
the National Research Council. It is edited by 
Lopez-Ibor, Head of the Clinic and 
initiator of the symposium. It is unfortunate 
that only the lectures are published; it 
- would have been desirable to present the dis- 
cussions as well The volume contains 24 
papers, delivered by 20 authors, of whom 8 
invited from outside of Spain : 2 Portu- 
e, one French, 2 Germans and 3 Swiss. 
Tt is not possible, in this review, to sum- 
_ marize all 24 chapters. There is a wide range 
of content and also of quality, though most 
of the papers are of high calibre. Interesting 
the American reader is that this volume 
gives clear information about the current 
ds of thought of the official psychiatry in 
“Spain, of which so little is known in this 
continent. 
. Since the beginning of this cen ; Spanish 
medicine has been strongly rend by Ger- 


existential anthropological, closely following 


chapter written by Ch. Durantd, the Director 
“Les Rives de Prangins,” Switzerland. There 
„ however, 4 dealing with the biological 
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and physical treatments, including leucotomy 
and its technique. 

As it is inevitable in such a collection, there 
is much overlapping and repetition. The re- 
viewer feels that much of this could have been 
avoided if some of the authors could have 
indulged less in theoretical discussions and 
speculations of the literature, and concentrated 
in the discussions of their own opinions and 
conclusions as based on objective facts derived 
from their personal observations and research. 

The non-Spanish psychiatrists are among the 
best known leaders of continental psychiatry ; 
though all their contributions are very valuable, 
they deal with their already well known points 
of view, without adding anything essentially 
new to their conceptions. Two contributions 
to this symposium by Barahona and Polonio, 
both from Lisbon, should be mentioned ; they 
deal respectively with acute schizophrenia, and 
with the different types of evolution of the 
psychosis. 

The typographical presentation of the book 
is good. Unfortunately the great number and 
kind of misprints makes the reading at times 
very disturbing, for instance “chronic” instead 
of “clonic,” “fusion” for “function” and so on. 
In addition to the general index of chapters, 
there is an excellent index of subjects and 
another of the authors quoted in the text. 

On the whole, this is an excellent book that 
gives a quite complete idea about how the 
problems of schizophrenia are approached by 
an important group of European psychiatrists. 
Both the National Research Council of Spain 
and Dr. Lopez-Ibor deserve appreciation for 
the service rendered. 

M. Prapos, M.D., 
Montreal, P. Q. 


INTERNATIONAL REVIEW OF CRIMINAL Poricv, 
No. 13, Остовев 1958. (United Nations 
Publication.) 

This volume contains another topical bibliog- 
raphy of current technical literature relating 
to the prevention of crime and the treatment 
of offenders. It is the most exhaustive review 
of its kind and its value is augmented by the 
inclusion of an author index. 

The remainder of this issue deals with the 
question of prostitution. There are authorita- 
tive accounts of the existing situation in a num- 
ber of selected countries. 

K. G. Gray, 
Toronto, Canada. 


1960 | 
Dr. Kerry or Норкіхѕ, By Audrey W. Davis. 


(Baltimore : The Johns Hopkins Press, 
1959, xii + 242 pp. ills. $5.00). 


Dr. Kelly was one of “The Four Doctors” 
who founded the Johns Hopkins School of 
Medicine, that opened its doors to students in 
1893. Kelly was the youngest of the four, Osler 
the oldest. The first class included 15 men and 
3 women, the Hopkins being the first school 
in the United States to admit women. By 1893 
the faculty had grown from 4 to 15. 

The original four—in order of appointment, 
Welch (pathology), Osler (medicine), Halsted 
(surgery), Kelly (gynecology)—have been im- 
mortalized in Sargent’s splendid painting that 
hangs in the Welch Medical Library at the 
medical school. 

It is a singular fact that ample biographies 
of the first three of the founders were written 
long ago, also biographies and autobiographies 
of numerous others of the early Hopkins staff ; 
Kelly alone, until now, had remained without 
the story of his life being told in book form. 
This is all the more remarkable because he 
was the most spectacular of the great Four 
and one would have thought that because of 
the unique features of his personality and his 
life he would have been the first to attract a 
biographer. 

But Kelly had chosen the one who would 
tell his story, and one peculiarly suited to do 
3o. Miss Davis was for twenty years his in- 
valuable secretary, friend and collaborator and 
to her he bequeathed his private papers and 
the note books he had filled with his experi- 
enees and observations over the years. Besides 

ere were the day-to-day conversations from 
Which she quotes freely, as well as from a rich 
Correspondence, the Hopkins archives and 
other sources. The result is a fascinating book. 
ү. ing it was a labor of love. In her pages 

т. Kelly still lives. 

© was a born naturalist. From early boy- 
he had ranged far and wide over the 
country collecting and studying specimens of 
kinds, his chief delight being reptiles. He 
ce wished to spend his life as a student of 
е but yielded to his father’s influence and 
i to medicine as the more useful, not to 
nid Temunerative career. He remained, how- 
E à devoted naturalist by  avocation 

Sughout his life, 

om the first in his years of practice Kelly’s 

interest was gynecology, and here his 
tional talent was promptly apparent. He 
E ut 31 years old and only 7 years out of 
к School when һе was called from 
elphia to Baltimore to head the depart- 
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ment of gynecology at the new medical school — - 
of the Johns Hopkins University; and here he _ 
developed an unequalled operative pattern that — 
made him famous throughout the world. So — 
great was the demand for his services that he | 
was obliged to establish a private hospital of 
his own near his residence to accommodate {һе _ 
pee that thronged to his clinic, ( 

After 30 years as professor of gynecology . 
he retired from the medical faculty, but he iN 
tinued with his numerous private interests, 
writing, lecturing, traveling and exploring — 
nature and stocking his private museum and 
library. He performed operations until his 
eightieth year. К 

Kelly believed that the labourer is worthy _ 
of his hire and he was the only one of the | 
Four Doctors who made money by practicing 
his profession. Rich patients were charged — 
high fees—the standard figure for an obstetrical — 
case was $500—but he also tempered the finan- 
cial wind to the shorn lamb, and he refused ME 
no patient who could not pay. His charities of — 
many kinds were extremely large. Not bog Pe 
after the medical school opened, expanded 
facilities became necessary, especially in the - 
gynecological department. To meet this need — | 
Kelly wrote his personal cheque for $5,000; - 
sometime later another contribution of $10,000. 
He gave several thousand books to the medical — 
library. To illustrate his books he brought the — 
distinguished German artist, Max Broedel to 
the Hopkins, and was thus responsible for 
establishing the first department of medical 
art with Broedel the first professor in the world 
of such a department. 

The full title of Miss Davis’ book is Dr. Kelly 
of Hopkins, Surgeon, Scientist, Christian. This 
may seem an extraordinary caption, but it is 
safe to assume that it is as Dr. Kelly would 
have had it. It is not impossible that he may _ 
have suggested the subtitle. It would be СЕ 
ficult to conceive of four giants of medicine, - 
brought together to collaborate in launching . 
a great medical school and hospital, each of 
whom differed so strikingly from the others in 
personal characteristics ; and yet whose sepa- 
rate undertakings fitted so congenially to- 
gether in pioneering the heroic age of medicine, 
who glorified in each other's achievements, and 
as the years wore on manifested such strong 
mutual affection. But Kelly's personality con- 
trasted with that of each of the other three. 
particularly in his conspicuous, even obtrusive 8 
religious habits and practices. If ever there 
was a “God intoxicated” man it was Howard _ 
Kelly. Christian doctrine and belief had be- 
come an overmastering influence in his life 
from boyhood on. He recalled a youthful ex- 
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hight, bedfast with snow blindness in the 
course of a three-day blizzard “there came as 1 
sat propped up in my bed an overwhelming 
sense of a great light in the room and of 
the certainty of the near presence of God, 
lasting perhaps a few minutes and fading 
away, leaving a realization and a conviction 
never afterward to be questioned, . . . a cer- 
tainty above and beyond the processes of 
human reason.” 


On the night of the day he graduated in 
medicine the young physician noted in his 
diary : “I dedicate myself-my time—my capa- 
- bilities-my ambition—everything to Him. 
- Blessed Lord, Sanctify me to Thy uses. Give 
- me no worldly success which may not lead me 
nearer to my Savior." 


, 


* 


brilliant a man could harbor such beliefs. 
Finaly they gave it up; he was an enigma. 
Kelly began and ended every day with an 
hour of bible study and prayer. "Never," writes 
his biographer, "did Kelly pick up a scalpel 
~ without prayer that his hand be guided. . . ." 
- Riding in a taxicab, when halting at a red 
light he would introduce some earnest remarks 


Dr. Kelly died in January 1943 six weeks 
before his eighty-fifth birthday. He was the 
last of the Four Doctors to go. His last words : 
y Bible, Nurse, give me my Bible." There 


2 


К: Dr. Kelly's seventy-fifth birthday was the 
3 occasion of a great gathering of his friends and 
Colleagues for a testimonial dinner. Welch, 
the only other survivor of the immortal Four. 
- lay mortally ill in the Johns Hopkins Hospital. 
Г; Не sent a letter, one of the great letters of all 
_ time, in which he happily and touchingly re- 
p viewed d forty-four years of our uninterrupted 
| pe. pines and Mises and love." 
RA , as of his tril ii 
3 ER EN si te, “I have always 
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methods which you were so rapidly develop- 
ing." 

A year later Welch was gone. Speaking of 
his cherished friend Kelly said, "It is very sad 
and strange that at the end, Christian faith 
demands some expression of hope. He was so 
lovable that I hope some light entered before 
the end." (!) 

C. B. F. 


CumicaL Stupres IN CULTURE CONFLICT. 
Edited by Georgene Seward, Ph.D. (New 
York: Ronald Press Co., 1958, pp. 598. 
$7.00.) 

This book is a product of the University of 
Southern California, where Dr. Seward is 
associate professor of psychology. It is a 
sequel to the editors Psychotherapy and 
Culture Conflicts (New York: Ronald Press, 
956), in which she presented the principle 
psychological differentials among certain eth- 
nic groups. The current volume illustrates in 
greater length and detail how these psycho- 
logical factors influence personal-functioning 
and psychotherapy. 

Consisting of a series of case studies involv- 
ing conflicts associated with ethnic minority 
groups, this work shows the value of a multi- 
disciplinary approach to current problems in 
the social sciences. There are 22 chapters, 
written by 20 clinical psychologists, 3 psy- 
chiatrists, and 2 anthropologists. In order to 
integrate the material the editor has written a | 
brief preview and postscript for each of the | 
5 major sections. Part One has an introductory 
chapter by the editor, in which she discusses 
various personality features and culture con- 
flicts ; the second chapter is devoted to methods 
of diagnostic evaluation and testing. Part Two, 

a collection of case studies relative to the 

Negros role in this country, presents the 

Negro as having the greatest problems and the 

most extreme form of ambivalence because he | 

lacks a specific sub-culture of his own. Part 

Three deals with the American Indian, while 

Part Four treats of the various groups having 

a Spanish legacy, such as Mexican-Americans, 

Puerto Ricans, and Filipinos. Part Five is 

devoted to the Japanese-American, and the 

concluding part deals with the Jews and Ar- | 
menians of European background. 

The book strongly suggests that the human | 
raw material does not differ with culture or 
sub-cultures, but that each individual culture 
tends to select and develop certain aspects 
of the total potential personality. It is empha- 
sized that the therapist must increase his 
sophistication about cultural backgrounds in 
order to give the best care to his patients. 
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herapists of all schools of thought will 
find this work helpful in the specific areas 
mentioned above. 


Enic T. CanrsoN, M.D., 
New York Hospital- 
Cornell University 
Medical College. 


Der Ganester. By Hans von Hentig. (Berlin : 
Springer-Verlag, 1959, pp. 245. DM 
19.80.) Š 


Dr. von Hentig is a psychologist-sociologist, 
and in the present volume offers a criminal- 
psychological study of the American gangster. 
It is a fascinating book, and at the same time 
a shocking one. The political and social cor- 
ruption that makes the gangster possible is 
revealingly uncovered in these pages, although 
this is by no means the main task of the 
author. It sounds, or rather, reads even more 
| depressingly in German than it does in Eng- 
lish, that one gangster “In 44 Jahren seines 
Lebens war der Gangster 44mal verhaftet wor- 
den und jedesmal freigekommen” (p. 220). 
This is a familiar pattern. Our outmoded 
penology, and our antiquated approach to the 
criminal are painfully apparent when one reads 
a book like this. But Dr. von Hentig’s purpose 
is not to reform but to understand—an indis- 
pensable condition or prerequisite for anyone 
interested in reform, and so his inquiry is 
aimed principally at discovering the charac- 
teristics of the gangster. He considers the 
genealogy of the gangster, his cultural milieu, 

women, the functions and operations of 

е gangster, his defensive techniques, his 
bodybuild, his so-called primitive drives, his 
infantilism, his intelligence and related traits, 
lis superstitions and symbolic behavior, at- 
titudes toward death, and the like. 

Dr. von Hentig occasionally falls into some 
unexpected naivetes, as in his belief in “throw- 
backs” and “atavisms,” beliefs which belong in 
the same class as “phlogiston” and “ghosts.” 
In fact, there is a little too much of this, and 
this rather spoils an otherwise valuable book. 
Rr not going to help us very much to be 

d, as Dr. von Hentig finally concludes, "This, 
б is the gangster. A manicured savage, 
En by the best of tailors. The cannibal 
mid the cadillac. The Stone Age Man in our 

st, the barbarian in his deepest heart, and 
€ beast of prey in his blood." Nevertheless, 
09у ра Hentig has written а socially, if not 

Chologically, valuable analysis of one as- 

of the contemporary social scene. 
ASHLEY MONTAGU, PH.D., 
Princeton, N. J. 
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Gnovr Psycnornenary: Тнковү axo Prac- 
tice. 2nd. Ed. By J. W. Klapman. (New _ 
York : Grune and Stratton, 1959, pp. 281. __ 
$6.75.) | 


The second edition of this useful book is 
a comprehensive, well balanced survey of the — 
history, current theoretical concepts and major _ 
forms of practice of group therapy. About a 
third of the book is devoted to an historical 
survey and review of theoretical concepts. The — 
latter are drawn chiefly from psychoanalysis 
and group dynamics. The remainder describes - 
all the major current forms of group therapy. - 
Each method is fairly presented, with suppor- . 
tive illustrations. They are arranged roughly — 
in terms of amount of directiveness, on the - 
assumption that this parallels the degree 
disorganization of the patients for which e 
is most suited. The more di: the 
tient, the more explicit the direction he needs. 
Two brief chapters at the end, which give the _ 
impression of being tacked on for completene 
consider assessment of the results of therap) 
and milieu therapy. The former is hopelessly 
inadequate; the latter, though brief, is 
ficient in view of the fact that many aspect: 
of milieu therapy had been treated in earlier 
chapters. ex 

Perhaps the outstanding feature of this book — 
is its general good sense. The author rightly 
maintains that successful psychotherapy must 
engage intellectual as well as emotional as- 
pects of the patient's personality and stresses 
the re-educative aspect of all forms of psy- — 
chotherapy. While there is nothing in the book — 
that is startling, original, or incisive, neither — 
is there anything that is biassed or unfair, and —— 
the author's wide clinical experience is evident 
in his evaluations throughout. There is an ade- _ 
quate bibliography. 

This book will be of the greatest use for p 
sons who desire a sound general orientation 
to the field of group therapy. In its unpre- 
tentiousness, good common sense and clinical 
acumen, it is a fitting monument to its author. 

Jerome D. Frank, M.D., _ 
Baltimore, Ма 


MOTIVATION : A SYSTEMATIC REINTERPRETA- — 
sion. By Dalbir Bindra. (New York: | 
Ronald Press, 1959, pp. 361. $5.50.) a 

For the clinical psychiatrist it is likely that | 
only a few parts of this book will be of interest. — 

The chapters on the nature of the problem of — 

motivation, on motivational phenomena and on М 

human motivation present the theoretical and _ 

experimental issues of the subject in a terse, — | 
condensed way. For the theoretician an ex- 


w 


‘perimental psychologist or psychiatrist the 
entire book offers a resumé of the data and 
“arguments іп a manner which is quite useful. 
- The topics, in addition to those mentioned, are 
on goal direction, the development of motiva- 
tion activities, an analysis of reinforcers, the 
factors determining habit strength, the role of 
| Sensory cues, arousal and behavior and the 
‘role of blood chemistry. 
„Тһе book is restricted to phenomena that 
are “purposive” or “goal-directed”; all old 
xperimental data are reinterpreted in the 
of newer hypotheses and the up-to-date 
experimental data on animals leading to mod- 
em theories gives the author the opportunity 
to evaluate the new theories, He rejects in- 
ict theory and drive theory as redundant 
criptions which are not explanatory. He is 
0 dissatisfied with the “neurologizing” of 
пе experimenters. 
The attempts at making psychoanalytic 
ory an overall psychological system did 
ot seem to attract Bindra even though he 
with identical, if not parallel, phenom- 
ena. For example, he discusses "functional 
autonomy" but only the experimental data on 
nals involved and not the psychoanalytic 


— Those students and researchers accepting 

a's approach will find the book most use- 
as a reference source and as a systematic 
attempt to clarify the issues; those whose ap- 
proach is different will have to answer the 
tions he raises in the polemic part of his 


Norman Rewer, M.D., 
San Francisco, Calif. 


SUAL FOR EEG Tecunicrans. By Rhoda 

instein Milnarich. Foreword by Robert 

_ S. Schwab. (Boston, Mass. : Little, Brown 
and Co., 1958, pp. 222. $5.50.) 


adi 

222 page book with 83 illustrations 
à gap in an area which has not been 
ed since Ogilvie’s Manual of Electro- 
phalography of 1945. It is written essen- 
ally to help the technician become oriented 
the job and also improve the technique 
снна electroencephalogram which de- 
ds and patience. The book explores 
difference in the role between technician 
electr phalographer as well as the 
methods on taking an EEG. It plods 
e course in areas which are some times 

ured by more heat than enlightenment, 
portance of the relationship between 
and technician is given sufficient at- 
ion, The chapter on artifacts is especially 
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helpful and the succinct chapter on electron- 
ics provides easily assimilated facts about elec- 
trical aspects of the EEC. 

A variety of very practical suggestions are 
given in the book ; i.e., what to do and how to 
describe a seizure during an EEG, how to add 
to the medical history for the electroencephal- 
ographer. A glossary of terms in the back of 
the book adds to its usefulness. For the begin- 
ning technician this book is very helpful and it 
is a worthwhile addition to the EEG lab. 

А. N. Browne-Mayers, M.D., 
New York, N. Y. 


GRUPPEN PSYCHOTHERAPIE. By Zerka T. More- 
no, et al. (Bern: Hans Huber, 1957. 
$4.00.) 


This is a series of 20 papers, 5 of them in 
English. The other 15 are in their original 
language, mainly German or French. Brief 
English abstracts are included. The articles 
are fairly general in interest. The English 
articles include one by George Bach present- 
ing his field theory which is a variant on Kurt 
Lewin with considerable elaboration and some 
rather general illustrations. Nathan Ackerman's 
paper discusses the historical and social origin 
of group psychotherapy with some emphasis 
on the failures of psychoanalysis. Rudolf 
Dreikurs has an article about the relationship 
of group psychotherapy to the democratic 
process which defines the psychotherapeutic 
group as a relationship between equals. W. 
Schindler of London is more concerned with 
the fact that group psychotherapy has strong 
resemblances to a recapitulation of the original 
family group and his belief that the trans- 
ference problems are identifiable in this pat- 
tern. Mrs. Zerka T. Moreno presents a paper 
on case work with psychodrama as utilized 
with pregnant mothers. Several of the ab- 
stracts are intriguing. The German authors 
have presented several formulations of the 
dynamics within the group but in general 
there is little which has not been in the Eng- 
lish literature before this time, Both J. L. 
Moreno and Martin Grotjahn have written 
papers in German for this periodical but again 
there seems to be little which differs from their 
previous formulations. 

Cant А. Wurraxer, M.D., 
Atlanta, Ga. 


A History or Ewsnyorocy. By Joseph Need- 
ham. (New York : Abelard-Schuman, 1959, 
pp. 304. $7.50.) 

This is the second revised edition of a book 
originally published in 1934. At that time the 


1960 ] 


BOOK REVIEWS 


work established itself as the leading arbeit 
of its kind, and now, with the assistance of 
Arthur Hughes, lecturer in anatomy at Cam- 
bridge, the work has been brought up-to-date 
and enlarged. It is a most welcome revival of 
a book that has been too long out of print, for 
it is one of the most readable of books, and 
certainly the most informative on the subject 
with which it deals. It is not only a valuable 
contribution to the history of science, but quite 
as eminently so an illuminating history of the 
force with which culture conditions thinking. 
AsHLEY Monracu, Рн.Р., 
Princeton, N. J. 


Tue Growrn or LocrcAL THINKING FROM 
Снпрноор то ApoLEscENcE. By Bärbel 
Inhelder and J. Piaget. (Translated by 
Anne Parsons and S. Milgram.) (New 
York : Basic Books, 1958, pp. 356. $6.75.) 


The first part of this book consists of a 
series of experiments by Inhelder, each fol- 
lowed by a theoretical analysis by Piaget. The 
analyses and the final 3 chapters represent an 
attempt to interpret the experimental (or, 
rather, observational) data in terms of Piaget’s 
theory of the development of thinking from 
childhood to adolescence. 

The book is not easy to follow for several 
reasons, In the first place, it presupposes some 
knowledge of Piaget's earlier work on cognitive 
development, some acquaintance with his 
views on the relationship of He pe” 
logic, and some familiarity with the symbolism 
of formal logic. There is a helpful introduc- 
tion by one of the translators which briefly 
sets the stage for the reader ; even so, readers 
unfamiliar with Piaget’s writings will find this 
à difficult book. 

A second difficulty arises from Piaget's use 
9f familiar technical terms in unfamiliar ways. 

or example, in Piaget's system the term “oper- 
àtion"—a key concept in Piaget's presentation— 
has à specialized meaning quite unlike that as- 
Signed to it in current North American psychol- 
ogy. For Piaget, concrete operations are actions 

t are “internalized,” “integrated with other 
actions to form general reversible systems,” 
and “accompanied by an awareness on the part 
< the subject of the techniques and coordina- 

ons of his own behavior.” The focus of the 

is on the transition from reliance on con- 

чш Operations, characteristic of children be- 
EM 7 and 11 years of age, to the utilization 
оппа] operations, apparent in the thinking 
adolescents. Whereas concrete operations 
Че related to the logic of classes and rela- 
ЫҢ 5, formal operations are related to propo- 
“nal logic, Ability to think in terms of 


propositional logic (for example, to 
what conclusions may be drawn from И 
premises) appears, according to the authors, 
only at about the age of 12 years. i 

A third difficulty facing the reader is pri- _ 
marily a methodological one. A psychologist 
accustomed to statistical anal A 
mental findings is likely to feel dissatisfied а 
baffled by the authors’ presentation of da 
Each of the first 15 chapters describes an 
periment in which the subjects are set a ta 
the solution of which is based on a simp 
scientific principle, e.g., the e uality of angles - 
of incidence and reflection, be conservation - 
of motion in a horizontal plane. A description 
is given of the behavior of subjects at v; 2 
stages of development, illustrated by sa 
protocols. One cannot tell, however, how 
subjects were tested at each age level ; nor 
there any clear indication of the amount 
variability found among children of any on 
stage of development. Consequently, ther 
problems in interpretation, One may suspe 
for example, that differences between Piage 
stages of development are not as clear-cut | 
the book sometimes seems to suggest. Th 
data, as presented, do not allow the reader 
check suspicions of this kind. 

The importance of the book resides larg 
in Piagets presentation of a set of logical 
schemata to assist in the study of thinking as a 
psychological process. Since it concentrates on 
the stage of development at which formal - 
operations first appear, the book allows Piaget. 
to expound and illustrate his system more fully 
than he has done elsewhere. Moreover, the in- - 

enious series of studies by Inhelder can — 
hardly fail to stimulate further research and _ 
to lead to an increased interest in Piagets — 
attempt to provide a theoretical framework - 
for the study of thought processes. — . E 

Ricuarp Н. Warrens, Pu.D., —— 
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Tue Onicin or Species. By Charles Darwin, — 
Edited by Morse Peckham. ( Philadelphia 
University of Pennsylvania Press, 195 
pp. 816. $15.00.) 


This year, 1959, is the centennial of the - 
publication of Darwin's Origin of Species, а 
centennial which is being celebrated all over 
the civilized world. During Darwin’s lifetime — 
6 editions of the work were published, and | 
while it was known that the author had made — 
many changes between the first and the sixth 
edition no one really had an idea as to how 
extensive these changes were. This lacuna is — 
now filled by Professor Peckham’s prodigious 
industry. We have now, for the first time, a 


plete variorum text in which variants 


v minutes the inquirer is able to determine 
any particular word or sentence varies 
edition to edition. The text of the Origin 
is not here, that would have swelled the 
e to enormous dimensions, but anyone 
aving a copy of any edition of the text can 
Professor Peckham’s admirable work to 
heck on the changes. To students of the mind 
of Charles Darwin and his development, as 
vell as to scholars of Darwiniana and Darwin- 
ism the book will be invaluable. 
Е it AsHLEY MoNTAGU, Рн.Р., 
Princeton, N. J. 
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Тнем Criminats. By Ralph S. 
ay. (New York: Appleton-Century- 
afts, Inc., 1959, pp. 291. $3.95.) 


esenting the complexities of criminal be- 
or as illuminated by the motivational in- 
its of dynamic psychiatry in a short, read- 
book, is an impossible task. Doctor Banay 
s it with courage, conviction and a 
th of experience in the correctional field. 
iews for his lay reader such character- 
of our culture as the preoccupation with 
ce and the movement toward a matri- 
y. He gives a short course in the vicissi- 
of child rearing and an introduction to 
psychodynamics. Alcoholism is singled 
for special attention because of its contri- 
to antisocial behavior. The theme is 
man is manifestly weak, finite and fallible. 
h individual has antisocial impulses that 
normally held in control. Criminal behavior 
esents a surrender to human defects and 
y. Very little crime is attributed to mental 
as such, but is the result of a violent 
essive discharge in an emotionally unstable 
dual. A series of short interesting case 
es is used to illustrate the above. Treat- 
techniques are dealt with extremely 
ina chapter entitled, “Uses and Abuses 
Washing.” I would have personally 
ed a more straightforward presentation 
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[ May 
of treatment without the easily misunderstood 


analogy. 

The final chapter, “A Program for the 
Future," is a good authoritative statement of 
perhaps the most popular approach of psy- 
chiatrists to the penal problem. It recommends 
abolition of prisons as such with their obsolete 
philosophy, frame of reference, physical plants 
and personnel practices. In their stead, two 
types of institutions should be planned. One 
would be a protective work colony for the 
untreatables and the other would be a full- 
fledged therapeutic institution blending charac- 
teristics of hospital, school and workshop. 

While one can take exception with Doctor 
Banay about his model for criminal behavior 
and his recommendations for correction, there 
certainly can be no disagreement with his 
desire to force the general public to consider 
the intricacies of motivation of criminal be- 
havior. 

Frank T. Rarrerty, M.D., 
Salt Lake City, Utah. 


THE TEACHING AND LEARNING or PsvcHo- 
THERAPY. By Rudolf Ekstein, and Robert S. 
Wallerstein. (New York : Basic Books, Inc., 
1958, pp. 334. $6.50.) 


This book represents the distillation of nearly 
10 years of experience in teaching psychoan- 
alytic psychotherapy at The Menninger School 
of Psychiatry. The focus throughout is upon 
teaching and learning psychotherapy, a human 
enterprise which takes place within the limita- 
tions imposed by the fallibility of teacher, 
student, patient, administrator, and the socio- 
political structure of the training situation. In 
keeping with the title, examples from different 
points in the treatment-supervisory process are 
presented and are diagnosed and discussed in 
terms of problems in the teaching and learning 
of psychotherapeutic skills. 

This important and well-written work term- 
inates with a carefully selected bibliography on 
training in the different clinical disciplines. 

Bernanp Lusin, Pu.D., 
Indianapolis, Ind. 


Dr. Richard Sherman Lyman, former 
Chairman of the Department of Neuropsy- 
chiatry, Duke University School of Medi- 
cine, died at his home in Montclair, N. J. 
on June 13, 1959, at age 68. A descendant of 
Richard Lyman, one of the founders of 
Hartford, Connecticut, Dr. Lyman was born 
into a Hartford family long noted for their 
mathematical and musical ability. He grad- 
uated from Yale in 1913 ; then enrolled at 
M.LT. as a sanitary engineer, leaving before 
graduation to join a Red Cross typhus unit 
in Yugoslavia. He entered Johns Hopkins 
University School of Medicine in 1915, with- 
drew at the end of his second year to enlist 
in the Army Air Corps. Two years later he 
‘returned to medical school, earning both 
Phi Beta Kappa and Alpha Omega Alpha 
keys and graduating in 1921. He interned at 
Henry Phipps Psychiatric Clinic, then con- 
tinued training at Brouwer's clinic in Ams- 
terdam and at Queens Square Hospital in 
London as a clerk of Gordon Holmes. 

Returning to this country, Dr. Lyman was 
appointed the first Associate Professor of 
Medicine at the newly organized medical 
school in Rochester, New York. In 1930, he 
attended Speilmeyer's clinic in Munich. A 
Polyglot who spoke Russian and German 
Without an American accent, Dr. Lyman 
Was also one of the few Americans to have 
een an associate of Pavlov, at the Institute 
of Experimental Medicine in Leningrad. He 
then served at the Red Cross Hospital in 
anghai during the Sino-Japanese War of 
the early 1930s. During the next 5 years, 
âS Associate Professor of Neurology and 
р. ану at Peking Union Medical School, 

t. Lyman established the first modern 
Psychiatric hospital under the auspices of 
the college’; developed the first tests for 
‘phasia in Chinese ; and compiled the first 
atise on ethnologic neurology and psy- 
ату (Peking : Henri Vetch, 1939). Many 
important contributions, including 
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negation of Pitres’ * n," 
were published in the Chinese Medica 
Journal. T 

On returning to the United States in 
he was appointed Lecturer at Johns . 


he collaborated with Dandy on the use 
the EEG as a diagnostic aid in locati 
brain tumors, and penned the first paper ‹ 
eye movements and the EEG. Dr. 
maintained a close association with A 
Meyer ; but did not wish to succeed hi 
Henry Phipps Professor of Psychiatry, 
sidering himself far too individualistic. 

Finally in 1940 he accepted the post. 
first Professor of Neuropsychiatry. 
Chairman of that Department at Du 
University School of Medicine, the f 
professor of neuropsychiatry in North Car 
lina. His department was subsidized oui 
his own pocket to finance noted guest 
turers from all over the world as part 
his residency training program. Dr. Lyman _ 
purchased the Scholz neuropathologicalcol. — 
lection and gave it to the Armed Forces | 
Institute of Pathology via Webb Haymaker. 

He took a leave of absence from Duke to 
serve in Washington, D. C.; Ceylon; and  . 
China as a major in the Office of Strategic _ 
Services. Many of his experiences were later _ 
compiled as a section in Assessment of Men _ 
(Rinehart, 1948)—the selection of highly — 
qualified personnel for O.S.S. Ё 

After resigning from Duke in 1951, Dr 
Lyman became Visiting Professor of Neuro: 
psychiatry at Meharry Medical College in | 
Nashville to spearhead the foundations for 
a department. Following his retirement in _ 
1955, he moved to Montclair. - 

For many years Dr. Lyman was а con- 


——— ў 
lPitres assumed that the earliest learned or the 
most fluent language was always the one least affected — 
or first to recover in aphasia. However, Lyman was able _ 
to demonstrate that language structure itself is a more 
crucial factor—those languages allowing better con- 
nections with intact auditory and motor-speech func- _ 
tions showing less impairment. al 


and advisor in the Veterans Admi 
n teaching program. Among the 
organizations to which he had. be- 
ged were the American Psychiatric As- 
ation, American Neurological Associa- 
Chinese Physiological Society, and 
na Xi. He was certified in both neurol- 
and psychiatry by the American Board. 
expert craftsman who turned out de- 
ed brain models in colored plastic to 
plement his teaching, Dr. Lyman was 
of the first psychiatrists in this country 
compile a library of coordinated tape 
ordings and movies or film strips of im- 
tant teaching cases, both in neurology 
nd psychiatry, beginning in the 19305. 
ү › of the most extraordinary and 
lete libraries of its kind. His perfect 
led him to analyse tape record- 
s of the most subtle deviations with 
Unfortunately, due to modesty, his many 
ther accomplishments were little known 
de of a relatively few individuals, 


Te 


ton Meritt, John F. Fulton, Webb Hay- 


g whom are Tracy Putnam, H."Hous- 


maker, David McK. Rioch, Daniel Blain, 
William Sargent, R. Burke Suitt, and Leo. 
Alexander (who was one of those Dr. 
Lyman “brought over" to this country). He - 
is survived by his wife, Mrs. Katharine R. 
Lyman, who also served in O.S.S. ; a daugh- 
ter and son by a first marriage; and three 
sisters. 

Of greatest importance in the present 
climate of doctrinaire putative certainties + 
and conformity was Dr. Lyman's unique ` 
philosophy of teaching, original thinking, - 
respect for individuality, and ability to em- 
pathize with patients that he tried to pass 
on to his students. 

Perhaps the late Alan Gregg summarized | 
these qualites in a letter to Dr. Lyman: | 
4. 1. You have a gift of stimulating m 
securing the loyalty of young men that is 
very valuable indeed." 

i 


Leonarp J. Ravrrz, M.D. 
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The era of the modern treatment of de- 
pressive disorders started with Cerletti’s 
and Bini’s demonstration of the value of 
electroconvulsive therapy. This method was 
widely, though not universally, accepted as 
constituting the most effective, safe and 
rapid treatment for the various depressive 
psychoses. With the establishment of an ef- 
fective therapeutic procedure, psychiatric 
F interest in the affective disorders subsided. 
Whereas much therapeutic and investiga- 
tive effort was centered on problems of 
schizophrenia and the psychoneuroses, the 
- knowledge on questions of epidemiological, 
pathogenetic and therapeutic aspects of de- 
pressive disorders advanced very little. 
What compels psychiatrists today to recog- 
nize depression as one of the outstanding 
problems of psychopathology and therapy, 
15 the result of recent developments in psy- 
chopharmacology. The search for com- 
Pounds with potent antidepressive proper- 
ties has not only produced new drugs but 
new concepts on etiology. While the re- 
- Search initiative came from the laboratories, 
the clinicians are once more confronted with 
many controversial questions on all fronts 
Which had remained unresolved in the past. 
The McGill University Conference on De- 
Pression which was held in Montreal last 
March(1), demonstrated not only how 
| Wide the diversity of psychopathological 
concepts has remained, but revealed at the 
‘ime time the astonishing gap between 
nical impressions, theoretical assumptions 
4nd established facts. The lack of knowl- 

Бе and agreement on questions of diag- 
Rostic differentiation, the limited informa- 
Оп on incidence and long-term. prognosis 


n с 
and, finally, the conspicuous absence of 


| Read at Philadelphia Psychiatric Society, Meeting, 
November 13th, 1959. ре = j 
2991) E Study was supported in part by a grant (MY- 
Us Чер the National Institute of Mental, Health, 
rnm Health Service. 
Vania J. Associate Professor, University of Pennsyl- 
| De, and Clinical Director, Director of Research, 
аге State Hospital, Farnhurst, Del. з” 
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valid evaluations of the effectiveness of | 
ECT, of psychotherapy and of various | 
modes of therapeutic management must Бе ~ 
remembered if new approaches, whether 
th@oretical or therapeutic, are to be clinical- — 
ly meaningful and scientifically productive 
Perhaps in no other branch of medicine — 
can one find such an extraordinary varian 
of results with the same therapeutic meth 
ods as in psychiatry. Psychiatrists do not 
commonly share comparable rie 
periences since they deal with different pa- 
tient populations, guided by contrasting 
conceptual frameworks. The’ controversial 
literature on electroconvulsive treatment . 


Жү 
can serve as one of many examples. ECT | p: 
has been praised or condemned on clinical, — 
theoretical and aesthetical grounds. Its un- — 
deniable benefits have been interpreted. 
from somatic and psychodynamic points of - 
view. The magnitude of its impact on re- | 
covery is still a matter of dispute. Kalinow- 
sky writes : "The response of depressions to 
usually less than 5 convulsions, pharmaco- | 
logically or electrically induced, is one of. 
the most predictable events in psychiatric - 
treatment"(2). But Manfred Bleuler (3), 
Kielholz(4), Lewrenz(5) and other contin- 
ental psychiatrists have always maintained 
that the ECT-induced disappearance of de- — 
pressive symptoms is not indicative ofan = 
actual change in the spontaneous course of 
the depression. Although their concept of 
endogenously determined depressive phases 
is of great significance for the evaluation of — 
therapeutic procedures, there is little agree- 
ment on what constitutes the spontaneous _ 
course of a depressive psychosis. It is gen- —.— 
erally believed, and has been supported by _ 
statistics, that ECT has greatly accelerated _ 
recovery from depressions. This is reflected 
in earlier discharges from psychiatric hos- 
pitals and institutions. 

But the use of hospital statistics for 
the purpose of demonstrating therapeutic _ 
achievements is a most difficult and am- - 
biguous endeavor. To illustrate this, I 
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“should like to examine data from the rec- 
E of the Delaware State Hospital. It is 
the particular advantage of this hospital 


that it is the only psychiatric hospital for . 


T the population of the entire state. Since 
depressive disorders tend to be periodical 
and since relapses mean readmission to the 
same hospital, the hospital's data may well 
Бе regarded as being indicative of certain 
T changes during the first 5 decades of this 
century. The figures represent the total 
number of female patients with depressive 
disorders of the manic-depressive variety 
- who were admitted to the Delaware State 
— Hospital in the years 1900—1957. Table 1 
_ shows a division into 3 series: 1. Patients 
admitted before the introduction of ECT 
‘in 1938; 2. Patients admitted since 1938 
T who received ECT; and 3. Patients ad. 
mitted since 1938 who did not receive ECT. 

The figures in each series show the average 
duration of the first period of hospitaliza- 

_ tion and the average length of the interval 


between first and second 
those patients who relapsed. і 

What information can this survey supe 
ply ? It is evident that the patients admitted 
before 1938 spent the longest time in the 
hospital. After 1938, there is a change :.the | 
duration of hospitalization decreases for 
both patients who did and who did not 
receive ECT. But if only two series had 
been shown, namely the series before 1938 
and the series of ECT-treated cases since 
then, one may have been tempted to at- 
tribute the change solely to ECT. 

Equally intriguing are the figures for the 
length of the interval between first and 
second hospitalization. Perhaps contrary to 
expectation, there is a suggestion of shorter 
intervals since 1938. This would seem to 
confirm previous reports in the literature 
which claimed earlier relapses after ECT. 
Some interpreted this as an indication of © 
some damaging effect. But this seems un- 
likely since the decrease of the interval 


admission 


TABLE 1 


Duration оғ Ремор or First HOSPITALIZATION AND SEPARATION : 


CycLotaymic Depressions, FEMALES, 1900-1957 


DURATION OF 
FIRST HOSPITALIZATION 


1938-1957 
Without ECT 
Number 
Patients 
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s to be shared by patients with and 
ut ECT. 

Perhaps these figures have social implica- 
tions as well. The long period of hospitali- 
zation before 1938 may reflect the con- 
servative, if not anxious, attitude towards 
psychiatric patients which prevailed at 
that time. And the longer interval for the 
first series may not indicate better thera- 
peutic results, but greater hesitation on the 
part of the families to return the patient to 
the hospital, whereas the more recent ac- 
ceptance of psychiatric treatment favored 
earlier readmissions. 
If, for the purpose of therapeutic assess- 
ments, patients are used as their own con- 
trols, accurate information is needed on all 
aspects of past illness and treatment. To 
illustrate the extent to which variation 
and variability manifest themselves in the 


patients who have in common a minimum 
of 4 depressive phases requiring hospitali- 
zation. Table 2 lists, in terms of months, 
duration of hospitalization (H) and in- 
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TABLE 2 
CATAMNESTIC PROFILE or 16 CYCLOTHYMIC PATIENTS WITH 4 OR MORE ADMISSIONS 
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terval (I) for each depression. The t 
shows furthermore what somatic t t, 
if any, the patient received Донор rach 
period of hospitalization. A case by c 
examination reveals little evidence of а 
consistent interdependence between tl 
peutic methods, length of hospitalization a. : 
length of interval. What this illustrates is — 
the fact that variation and variability of 
clinical aspects of the depressive psychoses 
in the same person as well as from person 
to person render difficult the establishment 
of homogenous groups for comparative | 
purposes. This lesson has yet to be learned. 
by clinicians, research psychologists an 
biostatisticians who direct ps 
cological investigations. 

It is one of the most important cont 
tions of clinical psychopharmacology 
attention has been drawn to the relationsh 
between бим puc of action 
specific psychopathological symptoms. 
the understanding of the effects of ps 
tropic drugs, it is by far more informati 
to relate these effects to particular psy 
pathological states than to diagnostic e 
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Status as of March 1, 1959, 
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tities. A clinical study of drug effects de- 
ends on the proper identification of 
get symptoms" on which the drug can 
_ exert its action. Amphetamines, for example, 
are commonly prescribed to reduce appe- 
tite. The greater majority of patients who 
_ take amphetamines for this purpose, do 
= not experience any psychotropic effects. 
ut if prescribed as anorexant for patients 
vith unrecognized symptoms of mild de- 
- pression, they report, often enthusiastically, 
- а mood-lifting effect as well as an increase 
in initiative. The same drug, then, exerts 
its psychopharmacological action primarily 
іп those persons who present in fact a psy- 
х hopathological target for psychotropic ef- 
) "The present era of antidepressant pharm- 
- acotherapy started with the introduction of 
iproniazid and the concept of “psychic 
energizers.” It is not yet known whether 
monoamine oxydase inhibition corrects a 
- biochemical deficiency which is assumed to 
_ be the cause of depressions, There is no 
eement at this time whether the mono- 
amine oxydase inhibiting drugs achieve 
- their antidepressant effects on the basis of 
 MAO-inhibition. Nor has it been proved 
_ Which biochemical deficiency plays a deci- 
- sive role in the pathogenesis of depressions 
in the first place. States of mental depres- 
sion differ widely in symptomatology, in- 
cidence and prognosis. From the clinical 
int of view, one must, therefore, caution 
ainst unitary concepts which concentrate 
attention on therapeutic agents with one- 
directional modes of action. It seems un- 
‘reasonable to expect that the same drug 

the anxious, stimulates the apathetic 
inhibits the agitated or self-destructive 
patient. Pharmacotherapy with antidepres- 
sant compounds is still in the exploratory 
‘stage. It would be premature to confine 
nical studies to particular types of com- 


calm 


SERVATIONS WITH ANTIDEPRESSANT DRUGS 
The clinical investigations of 5 antide- 
ant compounds * were carried out by 


(4 We wish to thank Geigy for thei 
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the Delaware State Hospital’s research de- 
partment. Only hospitalized patients are 
included in this study. The selection of 
patients for treatment with antidepressant 
drugs was based on the diagnosis of a de- 
pressive disorder as well as on specified 
psychopathological symptoms. We distin- 
guish between behavioral, somatic and ex- 
periential symptoms. “Behavioral” symp- 
toms refer to observable phenomena such 
as withdrawal, listlessness, sadness, agita- 
tion, self-mutilation, lack of initiative, etc. 
“Somatic” symptoms include disturbances 
of appetite, sleep and elimination as well as 
the various functional disturbances which 
are part and parcel of depressive disorders. 
The subjective account of the depression, 
ie. anhedonia, lack of vitality, guilt feel- 
ings, ideas of hopelessness, hallucinations 
and delusions and so on are grouped as 
“experiential” symptoms. Evaluations are 
based on changes of the individual psycho- 
pathological profile. Daily observational 
protocols were kept separately by psychi- 


atrists and nurses. All clinical observations - 


whether by nurse or psychiatrist were un- 
solicited. While rating scales direct the ob- 
servers attention to predetermined items, 
it is the purpose of our protocols to obtain 
spontaneous observation on the widest pos- 
sible scale. It is the clinical investigator's 
task to discover drug effects, to identify 
variables of action and interaction and to 
explore the range of clinical effectiveness 
on the basis of clinical knowledge and ex- 
perience. The final evaluations reported as 
"results" reflect a patient's status at termi- 
nation of treatment regardless of clinical 
or administrative consequences in terms of 
further hospitalization or discharge. Thera- 
peutic results are divided into 3 groups: 
(a) optimal, i.e. total disappearance of the 
target symptoms ; (b) partial modification ; 
and (c) failure. As a matter of principle, 
drugs which are available in ampules are 
given by injection for about 1 week before 
oral medication is substituted. One cannot 
sufficiently emphasize the need for the 
closest possible supervision of the adminis- 
tration of drugs. Psychiatric patients in 
general and depressed patients in particu- 
lar are apt to deceive physician and nurse. 
The actual administration of drugs is not 
infrequently the weakest link in otherwise 
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highly sophisticated experimental investiga- (о be the most effective antidepressant drug 
tions. No other drugs should be permitted which is now available. 
during the therapeutic course as it is ob- Our investigations of the аперген . 
_ viously impossible to explore the effects of properties of imipramine, now known as — 
a compound without restricting medication Tofranil, commenced nearly 2 years ago. _ 
to the drug under study. The results of this investigation have been _ 
The 5 compounds included in this report reported previously(6), and are briefly — 
fall into З pharmacological groups: 1. The summarized here. The antidepressive ac- - 
monoamine oxydase inhibitors represented tion of imipramine is selective. While the — 
by nialamide, phenelzine, and a trial prep- range of this selective action does not gen- 
aration SKF 385 (trans-dl-2-phenylcyclo- erally coincide with diagnostic groups, the - 
propylamine hydrochloride) which, though most favorable results were obtained in the. 
structurally related to the amphetamines, is treatment of patients with cyclothymic psy- 
а far more potent inhibitor of monoamine choses. Therapeutic results shown in Fig. 1 _ 
oxydase than iproniazid; 2. Trial com- аге similar to those reported in Switzer- — 
pound SKF 6270, a phenothiazine (10-(3- land, France, Germany and Canada where _ 
dimethylamino-2-methylpropyl)-2-methyl- clinical studies have been in progress for — 
thiphenothiazine hydrochloride), which is 3 years. The relatively low rate of total — 
less potent than chlorpromazine to which failures justifies the position that intensive | 
itis structurally related ; and 3. Imipramine imipramine treatment should be tried rou- — 
which is different from all other antidepres-  tinely before ECT is instituted. Patien! a К 
sant compounds since it does not have a under 60 years had significantly better re- | 
stimulating or energizing action and is not sults than those above the age of 60. Since T 
a MAO-inhibitor. The pharmacological both age groups consist for the greater part _ 
uniqueness of imipramine is of special sig- of manic-depressive patients, the age factor ~ 
nificance since on one hand its action can- would seem to have an influence on thera- ` 
not be explained in terms of enzyme inhibi- peutic outcome. We found that the majority — 
tion, while on the other hand it appears of patients who eventually respond with. Dr 
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limal results, show the first favorable 
inge within 3 to 6 days on 150 mg. a day. 
early modification of depressive symp- 
is crucial for the evaluation of anti- 
"depressant action. If one has to wait 2, З 
Lor more weeks before favorable changes 
occur, one can never be certain whether to 
attribute these changes to treatment or to 
spontaneous recovery. Moreover, if pharma- 
cological treatment is to replace ECT, its 
effects must be rapid. 
| What we observe in the initial phases 
of imipramine treatment is mostly a de- 
Grease in the intensity of depressive symp- 
toms. The patient experiences a return to 
normality but does not manifest a drug- 
| induced psychoaffective syndrome such as 
euphoria or overactivity. There are various 
‘somatic manifestations which reflect the 
"drugs central mode of action. Dizziness 
and feelings of weakness occur during the 
earliest phases of treatment. Mild tremors 
and feelings of shakiness may last some- 
"what longer as do perspiration, paresthesi- 
Las and constipation. While none of these 
T somatic effects is severe, they are more 
"disturbing to patients who fail to come out 
| of the depressive state. Although imipra- 
mine does not exert a stimulating effect, a 
© switch from ‘depression to hypomanic and 
excited states has been observed in some 
k ке» with cyclothymic psychoses. Inas- 
4 as differential effects on particular types 
К of target symptoms are concerned, dis- 
_ turbances in the sphere of vitality and 
аена functions tend to respond 
a than panic moods, phobias and 
nihilistic delusions. It appears plausible 
" that particular psychobiological disturb- 
E constitute more suitable targets for 
_ the action of imipramine than others. This 
"would explain why therapeutic results are 
aS pronounced in reversing symptoms іп 
some cases as they are absent in others, 
5- The phenothiazine SKF 6270 is not in 


: data based on small samples are of neces- | 


cits and affective retardation. Several 
French workers reported, however, thera- 
peutic success with levomepromazine which 
is structurally quite similar to SKF 6270, 
Levomepromazine, made available to me as 
SKF 5116, and SKF 6270 facilitate sleep 
very effectively. SKF 6270 decreases ab- 
normal initiative but does not produce 
extra-pyramidal symptoms of significance 
at therapeutic dose levels. Drowsiness, hy- 
posalivation and constipation are the most 
frequently encountered somatic manifesta- 
tions. Our observations revealed that pa- 
tients with panic, agitation and severe in- 
somnia responded quite favorably. This 
would seem to suggest that this compound 
qualifies for the treatment of specific de- 
pressive syndromes. 

Inasfar as the MAO-inhibiting drugs 
are concerned, our investigations have not 
progressed far enough to reach definite 
conclusions. But neither iproniazid nor the 
newer compounds have yet convinced us 
of their therapeutic effectiveness in the 
treatment of depressive psychoses. Gen- 
erally speaking, our results are less promis- 
ing than one would be led to expect from 
current publications. Shown on Fig. 2 is a 
survey of findings for each of the 5 com- 
pounds. In all, this study includes 147 
patients, 111 women and 36 men. This 
ratio of 3:1 corresponds to the sex distribu- 
tion of admissions, confirming reports in 
the literature that depression is far more 
common in women than men. The highest 
frequency of depressive psychoses occurs 
during the 5th and 6th decade in life. This 
fact accounts for the close approximation 
of the mean age of the 6 samples. With the — 
exception of 16 psychoneurotic depressions, — 
all patients had depressive psychoses. 

To test the reliability of the initial im- 
pressions based on small sample size, the 
first 15 patients in the Tofranil (imipra- 
mine) series are shown as a special group 
for comparison with the 93 patients who 
received the drug subsequently. It has been 
our experience that therapeutic trends ob- 
served on small samples are substantially 
confirmed by subsequent extensive investi- 
gations. This seems to be borne out by е 
comparison between the small and large — 
Tofranil (imipramine) series. While the - 
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TOFRANIL* SKF 6270 
Wumber of Patients 15 13 
Mean Age 56 56 
Dosage Range 75-300 
Duration 28-101 16-138 
++ 
+ 
TOFRANIL** 
Number of Patients 93 
Mean Age 58 
Dosage Range 75-450 
Duration 5-193 
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FIGURE 2 
CLINICAL EFFECTIVENESS OF ANTIDEPRESSANT DRUGS 
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sity tentative and reflect at best therapeutic 
trends, there would seem to be significance 
in a comparison of failure rates. Clinical 
evaluations may easily differ in matters of 
degree of improvement; they rarely dis- 
agree on failures. Among the MAO-inhibi- 
tors, Niamid (nialamide) seems practically 
ineffective. Nardil (phenelzine) and SKF 

manifest therapeutic activity on a more 
substantial scale although both have failure 
tates of 50% and 42.8%, respectively. While 
More extensive studies may reveal a broader 
therapeutic range, it is only too obvious that 
these results do not justify the extraordinary 
Promotional claims which are directed not 
only at psychiatrists but the general prac- 
titioners as well. There is real danger that 
Competent psychiatric treatment of de- 
Pressed patients may be reduced to simple 
Prescription writing, and prescription of 
Some ineffective drugs at that. 


SUMMARY AND CONCLUSION 


The pharmacological treatment of de- 
Pressions offers this immense psychological 
Advantage: the patient maintains his ex- 

_ Periential continuity. The amnestie syn- 
_ “Tome associated with ECT, to which many 
Attributed therapeutic significance, proves 


» Y 


to be quite superfluous as is seen in succe: 
ful pharmacotherapy. The preservation ‘ 
experiential continuity has vast impli 
for psychotherapy. Until now, psycho 
py either followed ECT or had to be 
to patients who seemed capable of af 
contact and of self-control over 
impulses. With ECT, the patient ren 
physically and emotionally passive. 
recovery comes, as it were, from wi 
Pharmacotherapy makes him a participa 
partner. This offers psychotherapy en 
new opportunities to involve the patient in 
the therapeutic process until recovery : 
seen as coming from within. 

The treatment of depression is once ag 
in transition. If psychiatric history is not 
repeat itself, we must realize that the meas- 
ure of success will depend on our capacity 
to abandon static positions, to integrate 
new knowledge and to create comprehen- 
sive therapeutic methods. 
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SOCIAL CLASS AND MENTAL ILLNESS: SOME IMPLICATIONS - 
FOR CLINICAL THEORY AND PRACTICE j 


RAYMOND G. HUNT! 


One of the issues motivating frequently 
voiced disaffections between clinicians and 
experimentalists has been the purported 
heavy reliance placed by the former upon 
“intuitive” operations and clinically based 
theoretical excursions. Not the least of 
these have related to the clinician’s heavy 
indebtedness to psychoanalytic and related 
formulations. Numerous criticisms (e.g. 
9) of clinical concepts and methodologies 
have centered about these issues, and es- 
pecially in respect to personality, psycho- 
pathology and psychotherapy. 

While the present paper certainly has no 
desire to gainsay the value of clinical evi- 
dence and techniques, as such, it is intend- 
ed to point out certain pertinent questions 
about them which arise in the particular 
light of recent empirical investigations of 
relationships between psychopathological 
conditions and their treatment, on the one 
hand, and socio-cultural factors on the 
other. 

The comments which follow will certainly 
not be unfamiliar to most. They may even 
appear banal. The point is that they may 
no longer be ignored as they have com- 
monly been in the past. 


SOCIAL CLASS AND MENTAL ILLNESS 


Most notable among the studies alluded 
lo have been those conducted in the New 
Haven, Conn. area by the research team 
headed by A. B. Hollingshead and F. C. 
Redlich (2). In this unusually well done re- 
Search the investigators discovered marked 
Social-class-linked variations in both the 
Prevalence and incidence of mental illness 
and also in their treatment. 

After classifying the patients in their 
PSychiatric population into one of 5 social 
Class levels defined according to the pa- 
Чеп occupation and education, Hollings- 
head and Redlich analyzed the kinds of 
treatment received by these patients for 
their illnesses as a function of their social 
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class position. Among other things, they 
found that lower class patients were most 
likely to receive no specific treatment at all 
(custodial care) or else some form of “so- 
matic” therapy (e.g. convulsive therapy). 
Lower class patients were not at all likely 
to be receiving psychotherapy. Higher 
patients, on the other hand, were most 
likely receiving some form of psychothera- 
py, at least as part of this treatment pro 
gram. In further elucidation of the trend 
apparent in these data, the investigat 
proceeded to analyze the type of psych 
therapy received by those patients who 
receive it as related to social class positi 
They differentiated several general 
of psychotherapy which were, in ord 
presumed intensity and merit: psy: 
nalysis, analytic psychotherapy, ecl 
psychotherapy, relationship therapy, gı 
therapy. Again marked relationships 
found. For example, if psychotherapy w: 
received at all, the lower class patient was. 
most likely to receive group therapy and 
never the most highly regarded type 
psychotherapy, full psychonanalysis. 
latter was virtually confined to the top 
status levels. T 
Thorne(14) has pointed out some serious | 
flaws in this part of the Hollingshead-Red- - 
lich work. However, what is of prim: 
importance here is the fact that lower cl; 
patients tend not to be found in the more 
personal, intimate and intensive forms of 
psychotherapy with the same frequency a 
are higher class patients. a 
It was also found that the social clas 
position of the patient was closely corre- : 
lated with the prestige of the professio 
personnel who played the major role in 
treatment, High status patients were quil 
unlikely to be treated by low status (р 
fessional) personnel and low status . 
tients were at least equally unlikely to b 
treated by high status practitioners. Finall 
both the duration (as measured by total 
number of interviews) and the intensity 
(as measured by frequency of intervi 
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psychotherapy were found to increase as 
ion of increasing social status. 

ple economic interpretation of these 
it is important to note, is not en- 
tenable. While financial considera- 
very probably play a part, Hollings- 
ТЫ doct Ый diver bee not А 
factors (and perhaps not even 
important ones) responsible for 
phenomena observed. Also significant 
that the patterns illuminated by 
— Hollingshead and Redlich are not peculiar 
circumscribed area in which they 
"worked. Other investigators in widely scat- 
tered communities have, on a smaller scale, 
reported findings consistent with those dis- 
cussed in the preceding paragraphs (see 
- Hun dp Scott(13) for ааыр од 
literature ). It seems quite apparent that 
New Haven studies ially have pointed 
up an issue of significance, both to society 
and to the professions concerned. Two as- 
pects of this issue are the concern of the 
present essay ; one of these relates to the 
validity of clinical theory and the other to 
1 apy in particular. 
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“SOCIAL CLASS AND CLINICAL SAMPLES 


» It is well known and surely axiomatic 
that generalization from any research must 
ceed with due respect to the nature of 
the subjects constituting the sample upon 
which that research was performed. Strict- 
ly speaking, generalizations should be re- 
“stricted to populations of which the experi- 
mental sample is representative, Indeed 
“tesearchers rarely follow this stricture to 

he letter, often speculatively referring their 
ing to much wider populations. Un- 
estionably this is both a defensible and 
sirable procedure. However, some ex- 
cii Mk nA Ros n 
uld occur at s ic points and the 
for checking Should be seriously 
m uk ев is to attain full 
tif and to warrant the studied 
ention from others which it seeks. 


ob lems of oat behavior. This tend- 
has | clearest in respect to - 
ysis, and especially in the raum 
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Freud. Others beside the writer have 
pointed out that such applications run a 
serious risk of being unsound owing to the 
markedly non-representative character of 
the sample from which the generalized 
ideas are derived. 

Data such as those from Yale, strongly 
suggest that the same cautions may be 
voiced in connection with theories of psy- 
chopathology, of the neuroses or even of a 
particular neurosis. They suggest that not 
only may samples be chronically biased 
with respect to the clinical-nonclinical di- 
mension, they may be at least as seriously 
biased within the former. For instance, if 
psychoanalysts are treating primarily pa- 
tients coming from the highest (status) 10 
or 15% of the general population (and we 
now have evidence that, in general, this is 
the case) they are dealing with subject 
samples which are not only dubiously rep- 
resentative of the general population, but 
samples which are perhaps not even repre- 
sentative of clinical populations. Hence, to 
the extent clinical theory relies upon psy- 
choanalytic and similar formulations de- 
rived from such samples (and it is quite 
apparent that it does, in large degree) the 
implications for its theorizing should be 
obvious. 

We might point out that the natural 
tendency to view “cross-cultural” in terms 
solely of variations across widely divergent 
social groups (e.g. Samoans vs. Western 
Europeans) represents too narrow an in- 
terpretation of the term. A truly cross- 
cultural regard (and it is this which is 
suggested as one deficiency in modern 
clinical theory) implies attention to varia- 
tions across differentiable sub-cultural units 
within a larger social group. And, of course, 
a particularly important sub-cultural struc- 
ture is that around which the present com- 
ments center, namely that of social class 
groupings within a given society. 

No implication should be read into the 
foregoing remarks that clinicians should 
shut up shop as theoreticians and/or con- 
tributors to the growing fund of knowledge 
about behavior. What is suggested is a 
greater measure of caution in generalizing 
from potentially seriously biased “research” 
samples, a tighter rein on the theoretical im- 
pulse and most important, redoubled efforts 
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perationalize psychoanalytic and other 
al concepts so as to make them more 
ble to empirical-experimental study 
б more "tough-minded" colleagues. 


CLASS AND PSYCHOTHERAPY 


in respect to psychotherapy, data such 
s Hollingshead and Redlich's contain per- 
ips even more far reaching, though less 
ect, implications which become clear 
"we assume along with Ruesch and Bate- 
n(12) that the essence of any psycho- 
lerapeutic process is communication. The 
tart of the process rests in the relationship 
tween patient and therapist and their 
tion one with the other. This inter- 
ction is a communication process as 
iesch and Bateson have cogently shown. 
ch party is, at one time or another, both 
“sender and a receiver of “messages,” 
yhether these be verbal or non-verbal. 
ach is continuously “encoding” and trans- 
itting messages to the other and receiving 
“decoding” others. 
The success and efficiency of such a 
mmunicative process depends upon sever- 
ctors, among the most basic of which 
e necessity that each party share with 
other a common "code." This in turn 
ies that they adhere to congruent lin- 
tic conventions and that the conceptual 
nd valuational orientations signaled by 
rticular linguistic elements be shared, at 
in general Rapoport(10), moreover, 
aS persuasively argued, “the impossibility 
munication between two people who 
ave not shared a common experience.”* 
d these conditions be lacking or rudi- 
, the communication process will 
il large amounts of “noise” and may 
teak down entirely. At best, communica- 
will be inefficient, suffering from severe 
ons of various kinds and the con- 
of large amounts of energy. At 
communication, as such, will cease, 
though it is possible that neither party 
l be fully aware of the immediate com- 
unicative state. If the latter be the case 
à party will function in an “as if" man- 
only—no real communication will occur. 
Aat there will always be a fair amount 
_ Semantic variation” (noise) in any 
amunicative relationship of the scope 
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3]t is quite likely, of course, that the patient ens — 


of psychotherapeutic intercourse should be 
obvious. Indeed a good measure of the 
"work" in psychotherapy is directed toward 
reduction of these variations, Both patient 
and therapist try to "understand" the other. 
In order for this activity to be successful, 
however, these semantic problems must not 
be too pervasive or fundamental. Otherwise 
the "semantic barrier" will be insurmount- 
able or will require inordinate expenditures 
of time and energy. Therefore it is sug- 
gested that successful psychotherapy (as- 
suming it can be successful) requires as à 
prerequisite a linguistic and semantic 
framework the basic components of which 
are shared by patient and therapist. The 
therapist has neither the time nor the 
energy to adequately train the patient in — 
the therapist's “code” when there are deep- | 
rooted and widespread discrepancies. By ` 
the same token, the patient rarely has the ~ 
patience to train the therapist and it must — 
be remembered that the superficial fact - 
that both therapist and patient speak "Eng- — 
lish" is no assurance of su com- 
munication on anything but an equally — 
superficial level, even though they may, 
at times, delude themselves to the contrary; 

The possible relevance of these consid- 
erations is mentioned by Hollingshead and 
Redlich in their discussion of possible 
reasons for the dearth of psychotherapeutie 
endeavors involving lower class patients. In 
the light of the ideas just discussed the ~ 
argument would run as follows : therapists шц 
will, by the nature of things, select patients — 
with whom they feel they can work most - 
effectively, фе, (while not necessarily a ^ 
conscious criterion) patients with whom ~ 
communication is both effective and ef - 
ficient. In this manner the therapist comes 
to deal with patients with whom he shares и 
congruent linguistic conventions and simi- 
lar conceptual and valuational orientations. — 
In other words, the therapist selects pa- ~ 
tients who, (a) “talk his language" and - 
(b) express value orientations which are — 
not alien to his own, thus leading him to - 
the implicit belief that both will be able | 
to “emphasize” with the other. am 

Now there is a greater likelihood of the ` 
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gages in a similar selection process, looking for @ 
therapist in whom he can "feel confident." 15 
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that therapy will be less likely to 

with lower class patients because 

high "noise" levels introduced into 
communication process which is thera- 
might even be argued that the thera- 
should confine himself to middle class 
patients as it is with them that he operates 
um gris in ee eg i 

per unit cf., Gurrslin, Hunt 
and Roach(3) for a discussion of this 


shown, but perhaps the very princi- 
be so linked. 
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were, in fact, little more than secular state- 
ments of the prevailing middle-class morali- 
ty (the Protestant ethic) disguised under 
a superficial mantle of technical jargon and 
pseudo-scientific respectability. What is 
more, Davis was most pessimistic about 
the prospects for mental hygiene principles 
representing anything more than this. In 
any event, it does seem wise to entertain 
the possibility that what Davis contends 
to be true of general mental hygiene princi- 
ples is no less true of psychotherapeutic 
principles. To the extent this is true, it is 
likely that not only will psychotherapeutic 
treatment of lower class patients be diffi- 
cult and inefficient, it may actually not be 
practicable in any real sense. 

To argue in reply that what the therapist 
needs is to acquire a thorough knowledge 
of the lower class individual, perhaps even 
to the extent of becoming a specialist with 
such patients (as Hollingshead and Redlich 
suggest), does not comprehend the issue. 
While this may seem an obvious and de- 
sirable step, there remains the possibility 
that equipping the therapist with conven- 
tional principles of practice may functional- 
ly disqualify him from success. It may be, 
of course, that special principles will be 
developed as guides to the psychotherapeu- 
tic treatment of lower class persons, but 
this requires an active research process the 
like of which is nowhere evident at the 
moment. Even so the possibility does remain 
that psychotherapy, as such, is the princi- 
ples which govern it and that such princi- 
ples are fundamentally inapplicable to 
lower-class persons among others. They 
may, for example, be wholly unable to 
empathize" with the basic interpersonal 
aspects of the psychotherapeutic process 
and even less with its implicit moral, episte- 
mological and operational precepts. In 
short,- the time appears to have arrived 
when we must consider the possibility that 
psychotherapy, at least as presently con- 
stituted, is a treatment process the efficacy 
of which is confined to middle and higher 
class patient populations.* 

‘Hollingshead and Redlich offer some evidence 
Which indirectly supports this point. Even when 2 
deliberate effort was made to overcome the economic 
barrier (by free treatment) it was still extremely 
difficult to interest lower class patients in psycho- 
therapy. Further, the high drop-out rate of lower 
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the conditions of life under which they 
must operate and may, in general at least, 
be quite functional in respect to adjust- 
ment to those conditions (cf. 3, 7). In- 
structing or indoctrinating them in other 
kinds of value orientations, etc. (as in psy- 
chotherapy) without due regard for the 
relationships between these orientations and 
real conditions of life may lead to more 
harm than good as the new orientations 
may be patently non-functional for those 
conditions. Thus the hypothesis presents 
itself that efforts to impose psychotherapy 
upon lower class patients and/or attempts 
to propagandize them into greater recep- 
tivity to such programs may in the long 
run, be creating problems instead of solving 
them. It may be “doing good” in the most 
pernicious sense of the term. Such an hypo- 
thesis must be entertained in the absence 
of satisfactory evidence to the contrary. 
We might point out in conclusion that 
no recommendation is here being made 
that the possibility of applying some form 
of psychotherapy more widely to lower 
patient populations be abandoned. 
Rather what is required are diligent ef- 
forts at determining the feasibility of such 
application in the light of the considerations 
outlined above. Whatever the outcome, it 
might be borne in mind that there is no 
Brace in restricting the practice of psy- 
Chotherapy to certain segments of the 
overall patient population where it can be 
shown to be effective. Specialized forms of 
treatment may be required for different 
Populations; there is nothing especially 


Class patients undergoing outpatient psychotherapeutic 
*nt is notorious. Regarding this last point as 

Yet unpublished data on 170 cases collected by the 
"Or at the William Greenleaf Eliot Division of 
Child Psychiatry їп Washington University revealed 
* while some 7096 of middle and higher class 
Patients seen at the Division's Child Guidance Clinic 
Progtessed from the intake phase into full treatment, 
than 30% of working class patients did so. More- 

®t, about 2506 of higher class patients completed 


Puis compared with only 996 of lower class 
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In his analysis of Dr. Schreber’s auto- 
- biography, Freud suggested that paranoid 
psychotic symptoms develop as a defense 
against emerging unconscious homosexual 
wishes. This hypothesis has generally been 
regarded as proven, but few scientific 
studies have been done to verify it. 

283 Modern logic has taught us that, as 
- Morris R. Cohen(2) puts it, “Those who 
begin with absolute truth cannot improve 
‘upon it" Unfortunately, on the basis of 
à few non-controlled observations, Freud's 
paranoia hypothesis was accepted as ab- 
‘solute truth, although Freud himself(4) 
cautioned against this, writing skeptically, 


It remains for the future to decide whether 
ere is more delusion in my theory than I 
ould like to admit, or whether there is more 
truth in Schreber's delusion than other people 
are as yet prepared to believe. 


ern logic has also taught us 3 important 
nciples about hypotheses like Freud's. 
‘irst, scientific investigation cannot prove 
Such an hypothesis to be absolutely true, 
but only to be better than others in the 
field. Second, the real meaning of any 
hypothesis resides in its consequences. 
‘Third, the implications of an hypothesis 
should be considered independently of the 
uestion of whether it is in fact true. That 
to say, although an hypothesis may be 
lse, it may have useful determinate con- 
quences, 
_ Applying these principles to Freud’s 
pothesis, we see, first, that it would be 
ossible to design a study the results 
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the second principle and investigate the 
meaning of Freud’s hypothesis in its impli- 
cations and consequences. 

The process of investigating the con- 
sequences of a hypothesis is termed “verifi- 
cation.” This process requires: first, that 
we deduce the consequences of the hypo- 
thesis ; and second, that we examine these 
deduced consequences to see whether they 
agree with the hypothesis. Freud’s hypo- 
thesis states that during an acute paranoid 
psychotic illness, a relative failure of re- 
pression occurs and repressed material 
comes closer to consciousness; paranoid 
symptoms develop as a defense against 
the emergence of unconscious homosexual 
wishes. 

The first consequence deduced from 
Freud's hypothesis is as follows: Since 
unconscious homosexual wishes are emerg- 
ing during the acute illness, we should 
expect to find such patients preoccupied 
with homosexual thoughts and wishes. 
With failing repression the histories ob- 
tained from these patients might more 
frequently contain evidence of previous 
homosexual experiences. 

A second consequence of the Freudian 
hypothesis concerns the content of the 
paranoid delusions and  hallucinations. 
Since the sexual problem is theorized to be 
of paramount importance as the basis of 
paranoia, we should expect the delusions 
and hallucinations to have prominent sexual 
content. 

A third consequence concerns the sex of 
the persecutor. Freud states(4), 


The person who is now hated and feared as a 
persecutor was at one time loved and honored. 
‚++ It is a remarkable fact that the familiar 
principal forms of paranoia can all be repre- 
sented as contradictions of the single proposi- 
tion “I (a man) love him (a man).” 


Since the persecutor was previously the 
homosexual love object, we should expect 
the sex of the persecutor to be the same as 
that of the patient. 


A fourth consequence requires clarifi- 
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cation. Modern concepts of logic and 
operationalism have shown that facts and 
theories are meaningless except as parts of 
a system. Thus, Freud’s paranoia hypo- 
thesis is an integral part of his entire 
system explaining psychodynamic develop- 
ment and functioning. In the Schreber 
analysis, Freud relates Dr. Schreber's 
religious preoccupation to Schreber's dis- 
turbed relationship with his famous and 
punitive father. Freud discusses elsewhere 
(5) the relationship between the domineer- 
ing ego ideal and the development of a 
pathological propensity for religious belief. 
Thus, the role of the strict father in the 
development of pathological religious ideas 
and in the determination of actual and 
fantasied homosexual object choice is con- 
stantly stressed. Consequently, we should 
expect religious preoccupation to be close 
to the surface and freely expressed by many 
acutely ill patients, especially those whose 
premorbid religion was characterized by 
strong repression. 

We shall examine the above deduced 
consequences to see whether they agree 
with or contradict Freud's basic hypo- 
thesis, and his hypothesis as expressed in 
his system. 


MATERIAL 


The material is derived from the 1943-57 
psychiatric case records of the U. S. Public 
Health Service Hospital, Ft. Worth, Texas. 
During and after the Second World War, 
the hospital was a center for the treatment 
of servicemen (Navy, Marine Corps, Coast 

uardsmen and Veterans) suffering from 
the major mental illnesses. Most of the 
Patients were seen in the acute stage of 
their first episode of mental illness. 
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METHOD 


From these psychiatric case records, 
male cases diagnosed paranoid s 
phrenia, and a control group of 150 male 
non-psychotic cases of other miscellaneous 
diagnoses (Table 1) were selected. In 
selecting the cases, the entire chart of ea 
patient was reviewed. If there was am 
doubt concerning the diagnosis, the cas 
was excluded from the study. Only patie 
conforming to the criteria of the American _ 
Psychiatric Association Diagnostic and Sta- — 
tistical Manual of Mental Disorders for the — 
diagnosis of paranoid schizophrenia wi 
included in the paranoid group. The n 
psychotic cases were scattered among 
3 diagnostic categories listed in Table 
The main selection factor used for bi 
groups was the presence in each record 
an “adequate sexual history." By “ade 
sexual history" we mean the notation in th 
psychiatrie evaluation of each patient o 
heterosexual and homosexual histor 
definite recorded statement by the pati 
of the presence or absence of pre 
homosexual experiences was required fo; 
both groups in the study. Records contain- ~ 
ing only opinions of the examiner d 
the presence of latent homosexuality or the — 
patient's inability to express concern about - 
homosexuality were discarded. Many of the — 
records, complete in other respects, did - 
not meet these specifications and could 
be included. An observation made durin 
the perusal of the records was that 
various examiners seemed to be divi 
into two main groups, the first seemingly - 
trained to seek out homosexuality as the 
underlying factor in the paranoid schizo- 
phrenic process, and the second group, who 
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DIAGNOSTIC CATEGORIES IN CONTROL Group 


n 


Psychoneurotic Disorders 
( includes former category 
Mixed Psychoneurosis" ) 


Personality Disorders 
(Includes former category 
“Psychopathic Personality.” | 
Paranoid Personalities were 


excluded.) 
101 42 LN 
67.3% 28% 4.7% 


Transient Situational ` ej | 
Personality Disorders | 
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d reluctant to take a complete sexual 
on acutely ill psychotic patients. A 
comment of the second type of ex- 
was, “The patient was not ques- 
in this sphere (homosexuality) for 
of further shattering his defenses.” 
Тһе following factors were selected for 
tistical evaluation : 


- 1. Age. 
E гт не Status. The patient was placed in 
the married group if he had ever been married. 
ion was made for divorced or separ- 
patients. 


Previous Homosexual Experiences—by 
h we mean the report of one or more 
homosexual experiences after puberty, 
oral or anal sexual relations between in- 
duals of the same sex, or mutual masturba- 
tion between individuals of the same sex. 
5. Presence of Homosexual Preoccupations 
During the Illness—were recorded as present if 
nosexuality was reported as the predom- 
ht concern of the patient's verbalizations. 
. Presence of Delusions or Hallucinations 
Sexual Content During the Illness. Tt is to 
noted that this category is termed “Sexual,” 
ther than “Homosexual,” as it includes delu- 
and hallucinations regarding infidelity, 
‚ Presence of Religious Preoccupations 
g the Illness—recorded as present, if con- 
n with religion was emphasized by the 
t in his verbalizations, 
Sex of the Persecutor. Often the patient's 
ecutor was not a specific individual, but 
stated to be a group, e.g., the officers in 
) Navy or the Communist Party. In such 
the patient’s persecutor is listed as male. 
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usions or hallucinations of sexual 
homosexual Preoccupations had previous homosexual experience. 
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DISCUSSION 


No comparison of the results of this 
study with those of previous studies will 
be attempted because of differing criteria 
used to define homosexuality and homo- 
sexual experiences and the absence of 
control groups in most other papers. The 
data compiled from this case study are 
summarized in Tables 2, 3 and 4. Tables 
2 and 3 show comparisons of the collected 
data of the control and paranoid schizo- 
phrenic groups. Table 4 includes data on 
the persecutor within the paranoid schizo- 
phrenic group. 


ADVANTAGES OF THE STUDY 


l. The material was drawn from psy- 
chiatric reports that were not specifically 
designed for this study, thus reducing bias. 
The presence of an "adequate sexual his- 
tory" was the main selection factor used. 
2. Only paranoid schizophrenic cases con- 
forming to the official diagnostic criteria 
were used. All of these patients had delu- 
sions of persecution. 3. This study, with 
the exception of two small Rorschach 
studies by Chapman and Reese(3) and 
Aronson(1), represents the first psychiatric 
study on this subject to include a control 
group. 4. The scope of recorded data in the 
various categories of the study is specifi- 
cally defined. This is in marked contrast 
to previous studies, such as Gardner's(6), 
where a broad criterion like “Symbolism in 
action or words” is recorded as evidence of 
homosexuality, and Norman’s(7), where 


TABLE 2 
à Paranoid Schizophrenic Controls 
. Previous Homosexual Experi be ud TAM 
E CC 36.7% 18.7% 
_ Homosexual Preoccupations | TER 9 
ES M 30.7% 6% 
. Velusions or Hallucinations 40 
_of Sexual Content | 26.7% LE 
ligious Preoccupations | gear 4 
22% 2.7%. 
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fear of sexual relations with women is taken and its consequences would require : ud 
as evidence of conscious homosexuality. of a large sample of primary source mate 
al. 2. The material used was obtained by 

LIMITATIONS OF THE STUDY several physicians with ing degrees of 
1. The material is secondary source mate- psychiatric experience, under the su 
rial. Further verification of Freud’s theory vision of more experienced psychiatrists. 


TABLE 3 


Lees 1 
Ч Sheer) X E s FINE IE 
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ASESESEHEHFHEHEIEIFSEHITET 
OR ЧЕЧЕКТЕ НЕЧЕН 
5 = = = j 
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PARANOID SCHIZOPHREN 
Age 24.7 
s 1 
Married l3 
" 3 
Single ЕЕЕ 
К 1 
| Catholic $74 
Protes- 3 
tant 2.4% 
Jewish E35 
No КАТЕ 
religion 0 
TABLE 4 
DATA ON PEnsECUTOR IN PARANOID SCHIZOPHRENIA GROUP 
(None Іх ConTROLS) 
ч 
1 E $ 
N $ M eie 
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Male Only aTa | 441% | 55.9% | 855% | 84.8% | 775% | 8T. 


The first consequence of Freud's hypoth- 
esis was that we should expect to 
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by chance alone less than one 
hundred.) The first consequence 

verified, since homosexual pre- 

; during the illness were recorded 
иу nte tinai uently in 
paranoid psychotic group as in the 

ntrol group. It was also pro that, 
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supposedly the homosexual love object, we 
should expect the sex of the persecutor to 
be the same as that of the patient. This was 
found to be as predicted. Within the para- 
noid group, 127 (84.7%) had male per- 
secutors, 8 (5.3%) had female persecutors ; 
and 15 (10%) had persecutors of both sexes. 

The fourth consequence was that we 
should expect religious preoccupations to 
be expressed by many acutely ill psychotic 
patients, This was verified by the study. 
In the paranoid schizophrenic group, 33 
(22$) had religious preoccupations during 
the illness, as compared with 4 (2%) in the 
control group. Thus, religious preoccupa- 
tions during the illness were recorded ap- 
proximately 8 times as frequently in the 
paranoid as in the control group. This 
difference was found to be very significant 
using the Chi Square Test. 


In this paper, the data obtained from a 
study of the records of 150 paranoid schizo- 
phrenic patients and a control group of 150 
non-psychotic patients were presented and 

i in relation to Freud's hypothesis 
concerning the development of paranoid 
symptoms. Four consequences of Freud’s 
hypothesis were deduced. Three of the 
deduced consequences received strong ver- 
ification from the study, the differences 
between the paranoid psychotic and control 
groups being found very significant. The 
fourth consequence, that we should expect 
the final delusions and hallucinations of the 
paranoid group to have prominent sexual 
content, did not receive verification from 
the study. Comparison with the control 
group here was impossible due to the 
absence of delusions in the control group. 

Another point needs to be mentioned 
concerning the present study. This is the 
fact that two trends may exist together in 
a personality and yet not necessarily be 
related. Bleuler originally brought up this 
point in commenting that homosexuality 
was very prominent in Schrebers case 
history, but may not have been the deter- 
mining factor in the paranoid illness. While 
the present study, within its limits, lends 
strong verification to three consequences 
of Freud's theory, it is possible that future 
investigation may show the coexistence of 


р. trends of paranoia and homo- 
to be a coincidental finding. 
psychiatrists dispute that Freud's 
ind intelligence was productive of many 
Pories that have deepened our knowledge 
psychological functioning. But, it is 
О a logical fallacy to argue that a theory 
rerified because it explains certain facts. 
he process of verification, as utilized in 
is paper, is the same method used by the 
st majority of scientific investigators. 

We feel that the following studies of this 
ortant subject are needed : 
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1. Aronson, М. L. ; J. Proj. Tech., 16 397, _ 
1952, ә: 


Е Oceania comprises several groups 
of Islands in the South Pacific lying be- 
tween 5 deg. and 30 deg. south latitude and 
130 deg. to 155 deg. west longitude. The 
best known is Tahiti, which lies about 3600 
miles SSW of San Francisco, but the area 
> includes all the Windward Islands, the 
Leeward Islands, and the Marquesas, 
"Puamotus, and Australes with a total popu- 
‘lation of 73,201 (1956), about 87% Poly- 
nesian and 9% Chinese, The popular myth 
‘that there are 5 women to every man, as 
L stated by an American who had cruised 
_ among the islands for over a year, is quite 
T out of line with the official census figures 
^ which actually show a slight preponderance 
| of men in the area. 

The principal medical facilities for the 
T area are in Tahiti on the outskirts of 
| Papeete, the capital (17,247). These in- 
clude the Department of Public Health, the 
_ Civil Hospital, and a separate small “asy- 
— lum" of 17 rooms. Tahiti was proclaimed 
part of the French Republic in 1880, and 
- the first recorded psychiatric patient was 
hospitalized on September 18, 1884, an 
"alcoholic homicide who was released for 
good behavior on January 20, 1886. The 
Original psychiatric ordinance dates from 
December 28, 1885, and as is usual in 
French colonies, was based on the Law of 
June 30, 1838. A new Ordinance was passed 
_ оп August 28, 1913. The present building, 
the usual structure of the older period with 
stone cells, iron bars, enormous clanking 
- locks, and no plumbing, became the asylum 
in 1948. The records have been rather 
_ casual until quite recently, but there were 
~ 8 names on the books in 1911, all Tahitian ; 
- and on January 1, 1947, there were 13 
, names, 4 of them admitted during 1946 ; 

8 additional names occurred in the notes 

during 1947. At that time there was one 


for the third time in 1931. 
Firm figures begin in 1954, when there 
_ Were 31 patients seen with psychiatric diag- 
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noses, of whom 18 were hospitalized ; in 
1956 these figures were 57 and 46. This 
represents an increase from 1954 to 1956 
of 84% in patients seen, and 155% in pa- 
tients hospitalized, Since the total popu- 
lation only increased 16% from 1951 to 
1956, the psychiatric situation may be taken 
as a dramatic illustration of the principal 
that hospital figures represent merely the 
outflow of psychopathology from a pre- 
viously existing reservoir of unknown ex- 
tent, and that arrivals at the hospital depend 
upon the quality of the care offered and 
the state of public opinion rather than on 
the incidence or prevalence of mental 
disorders. The fact that accurate record- 
keeping was initiated is taken to indicate 
that the quality of medical care suddenly 
improved in 1954. 

At the time of my visit in May, 1958, 
there were 3 physicians at the hospital: 
the Chief, Dr. Georges Thooris; Dr. Guy 
Ruez; and Dr. Henri Fayet. They were 
fully occupied with communicable diseases, 
acute surgical problems, and other urgent 
matters. None of them had been trained in 
psychiatry, and they had no facilities avail- 
able for treating psychotics, not even an 
electroshock apparatus. By the time I was 
ready to depart, however, they had the 
idea of attempting cardiazol shock treat- 
ment with some of the chronic patients who 
had been in custodial care for 10 years or 
more. The character of these colleagues is 
demonstrated by the fact that Dr. Fayet 
had for a house-boy a 15-year-old juvenile 
delinquent who had been remanded to him 
by the Court, and was going through the 
initial throes of domiciliary placement with 
this boy. He had previously accepted 
another such individual who, after a few 
years in the Fayet household, had settled 
down to an honest and respectable life 
in the community. The existence of such 
juvenile delinquents is in itself a com- 
mentary on the cultural problem : the fact 
that it is part of the Tahitian "culture" to 
distribute offspring among uncles, aunts 
and other collaterals for upbringing does 
not necessarily make this kind of relegation 


more acceptable to a Tahitian child than 
it would be to an American child. 

The staff was kind to allow me 
to interview all 12 patients in the “asylum.” 
There were 3 others in the general hospital 
whom they requested me to interview for 
diagnostic purposes. The patients in the 
asylum are listed below. 

The diagnoses, except in 2 cases, were not 
difficult to make, and in no case were 
“cultural” factors significant in this respect. 
The interviews were conducted in French 
by the writer, with occasional help from a 
Tahitian nurse who acted as interpreter. 


Tham (No. 1), Loc (No. 2), and Tupai 
(No. 10) exhibited hebephrenic mannerisms 
and muttering. Faaua (No. 3), Amona (No. 
6), and Ivaa (No. 8) remained mute in fixed 
attitudes and were easily recognizable as cata- 
tonics. Mata (No. 4) decorated herself with 
flowers and had manic outbursts with hyper- 
Sexuality. Rich (No. 5) sat in a depressive 
attitude listening to hallucinations to which 
she responded dejectedly. Parau (No. 7) had 
‘tatatonic outbursts of violence. Elie (No. 9) 
talked about Presidents and Generals, and said 
he had millions of children. He kept asking to 
Eo to the maternity ward. His paranoid de- 

ions became quite clear. 

The two diagnostic problems were Moana 
(No. 11) and Kong (No. 12). Moana was sub- 
ject to outbursts of violence, and when he felt 
Опе coming on he asked to be locked up. There 
‘Was some doubt as to the nature of these out- 
bursts, and psychomotor epilepsy could not be 
Tuled out without laboratory studies which 
Were not available. Kong exhibited bizarre 


The interviews with ч 
general hospital were more detailed. The 
difficulties in these cases did 
the cultural situation, but in 
psychiatric problems. 


1, Monique was a 23-year-old Tahitian 2. 
housewife whose chart showed : 
able in the physical examination. 


cosinophiles. 

these were considered by the staff to be within: 
normal limits for the region because of the 
endemic parasites. Ne 

The patient sat trembling with fear, her | 
pulse 100, when the visitor was introduced. 4 
He proceeded as he would have during a —— 
diagnostic interview with such a patient any- 
where. First he allowed her to present some — — 
complaints, which in this case were principally ~ 
bitemporal headaches, for which her mother .: 
had advised her to go to the hospital. Then - 
he did a partial neurological examination so —— 
that she would see that he had a familiar 
medical interest in her condition, This re- - 
vealed little except equally dilated pupils and ` 
a coated tongue. 

In the course of the examination, he asked 
Monique if she wrote with her right hand 
or her left. She replied “Both.” He then | 


Name Sex Age Origin 
Tham 
Loc 
Faaua 
Mata 
Rich 


Tahiti 
Tahiti 


Amona 
Parau 
Ivaa 
Elie 
Tupai 
Moana 


Tahiti 


Tahiti 
Tahiti 
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China 
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Kong 


Indo-China 


Moorea 
Tuamotu 


Tubuai 
Tuamotu 


Tuamotu 


Date 

of admission Diagnosis E 
(S. = Schizophrenia) — 
S. Hebephrenic M. 
S. Hebephrenic 
S. Catatonic 
Manic 
Manic-Depressive, 

Depressed 
S. Catatonic 
S. Catatonic 
S. Catatonic 
S. Paranoid 
S. Hebephrenic 
S. Catatonic or 
Epilepsy Psychomotor 
Paranoid or Pre- 
Senile Dementia 


3/49 
2/40 
1/41 
3/40 
1/26 


1/51 
11/49 
19/55 
3/51 
9/56 
4/46 


1/57 


| first with some scribblings and later 
Composition wrote her name and birthda 
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religious sentiments. This set the stage 

first psychiatric question: "Do you 
have any children ?" She said that she had 
ИЗ, and that one was with her mother. The 
“doctor asked about the other two and this 
F Started tears, so she was brought back to the 
P paper and asked to draw а man, a woman, 


evaded discussion of the drawings by talking 
"about fishing, canoeing and religion, and 
| the psychiatrist went along with this. The lack 
| of pressure putting her more at ease, she was 


bad voices were tempting her at this point and 
e brought up her religious mania to ward 
n off. By this time she was fully co- 
tive and did not want to terminate the 
ew, saying that she wanted to go on 
_ talking. She talked about serpents biting her 
in the foot, big serpents like one sees in the 
ie and pointed to an ulcer on her foot. 
psychiatrist asked the local doctor if 
e were any snakes in Tahiti and he said 
? were none. 
this point the patient was ready to be 
ed over to the local doctor for psycho- 
apy, since she was now eager to talk. A 
osis was not yet possible, but the 
cture was clearly a hysteroid one, probably 
schizophrenic origin. The solution for both 
sis and treatment, he was told, was to 
listen again, and listen some more. He 
he did not have the time available and 
ted advice concerning drug therapy. 


This patients behavior and attitudes 
ere more childlike than those of most 
beings of her age and experience. 
3 ances were made for this and she was 
treated like a girl of high school age. 
Cultural factors had no more clinical rele- 
— vancy than the “cultural” problems of an 
American high school corridor, although 
they were radically different. In summary. 
_ this young woman was suffering from a 
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familiar form of psychiatric disturbance 
which could be diagnosed and handled on 
the basis of foreign experience. 


2. Pierrette, a 20-year-old woman, had been 
brought to the hospital by her parents that 
afternoon. She stated that she had become 

because they took away her baby 
and told her it was dead and then she had 
found out it was not so. Pierrette was her 
mother’s fifteenth child and had been given to 
the grandparents to raise in the Leeward 
Islands while her parents remained in Tahiti. 
Initially she said that she had first been 
married at 16, that she had had one son and 
then a miscarriage, and that she had left this 
husband because he beat her. Then she had 
had a miscarriage with her second husband, and 
afterward the child who had been taken from 
her. Later she changed her story. She said that 
her first baby died because of poor midwifery, 
her second had gone with his father, her third 
had also died because of a careless midwife, 
and the fourth had been taken from her. 

The interview was a stormy one. The pa- 
tient showed considerable hostility toward the 
visitor, and if she was pressed became angry 
and finally wept. After testing these responses 
for a few minutes, the psychiatrist thought it 
was indicated to tell the patient that he was a 
neutral medical man and not a friend of her 
mother’s. He also told her she could depart 
if she so desired. These maneuvres were suc- 
cessful and she became more at ease and more 
co-operative, in spite of her feeling that people 
were trying to make fun of her and to make her 
cry. She then admitted that she was hearing 
voices and that it was these voices that made 
her so hostile. 

At this point her anger had been turned 
aside from the psychiatrist and she became 
venomously angry at Dr. Ruez, who with Dr. 
Fayet and the Tahitian nurse-interpreter, was 
also present. The psychiatrist asked the inter- 
preter if this kind of anger was unusual among 
Tahitians and she replied that it was. He then 
asked Pierrette how she felt about her mother 
sending her to the grandparents. Pierrette did 
not understand this question, and the nurse 
explained to the doctor that this was quite 
a usual occurrence and that Tahitian children 
were accustomed to it. The psychiatrist re- 
plied that this was interesting, but politely 
insisted that the nurse nevertheless ask Pier- 
rette in Tahitian how she felt about it. Her 
question caused a renewed outburst of rage 
on the part of Pierrette and it was evident, 
without understanding what she was saying, 
that she was very angry at her mother. In fact, 
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the real occasion for bringing her to the hos- 
pital, it now appeared, was that she had 
taken a knife to her mother. 


The disposition of this case posed a diffi- 
cult problem. Pierrette was too disturbed to 
be kept long in the general hospital. On the 
other hand, all present agreed that to put 
her in the “asylum” under present con- 
ditions might be equivalent to a very long 
sentence of confinement. But if she were 
released, she might hurt someone, since 
she was an acute schizophrenic under the 
influence of voices. It was decided to try 
metrazol treatment. 


3. The third case was that of Mou, a 20-year- 
old man accused of having had intercourse with 
a 10-year-old girl, He had originally been 
charged with the French equivalent of statu- 
tory rape, but this charge had been reduced 
because the prosecutor felt that he might be 
acquitted of rape and there would be more 
chance of conviction if the charge were less 
serious. The judge had remanded him to the 
hospital for psychiatric examination. 

The mother, a Tahitian-born Chinese, had 
been married 3 times, and had 11 children. 
As a girl she had married a 27-year-old man 
from China, by whom she had had 3 children. 
The patient was the third of these, and when 
he was two years old, his father had died. 
The following year the mother remarried a 
man of her own age, had another child, and 
was widowed again when the patient was 5. 
Another year elapsed and she married another 
man from China who was 22 years older than 
herself, by whom she had 7 children. Thus 
there were 13 people living in the house. 
The patient slept in the same room as his 
parents until he was 10, and then had been 
moved in with his sisters, and was particularly 
attached to a half-sister who was 4 years 
younger than himself. It was felt that this was 
9f some significance, since she had been 10, 
the same age as the alleged victim, when the 
Patient entered active puberty. 

The plaintiff had lived next door to the 
Patient for many years, with her parents and 
Some married sisters. Mou stated that one day 
When he was down by the river he had run 
across the girl and she had made some 
Seductive advances, He had responded and 

еу had ended up having intercourse. She 
Said nothing about it to anyone until some other 
children who had observed the occasion re- 
Ported it to her mother, and then she had 
Confessed, with the result that charges were 
Made and pressed. 
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were unaccompanied by any dreams that he © 
could remember, in spite of their frequency: 
The psychiatrist made a diagnosis of infectious 
prostatitis on the basis of this history, and ~ 
suggested that Dr. Ruez enquire about this, — 
The patient then stated that he had ~ 
untreated gonorrhoea a year previously, ies — 
gonorrhoea treated by a native herb doctor. ` 
His prostate was now massaged. It was found 
to be slightly enlarged and yielded a large 
spurt of purulent fluid. ^ 


made as follows : 
Sexual psychopathy, mild. (c) is. 
It was recommended that effective treat- 
ment for his gonorrhoea be initiated, with — 
prostatic massage, and that following this, В 
before trial, the psychiatric examination be ~ 
repeated. КЕ: 
The significant features which emerged —— 
from this survey of the available psycho-  — 
pathology were as follows : 3j 
1. Epidemiology. The very large per- — 
centage increase in psychiatric patients .— 
seen, after the medical facilities were slight- — 
ly improved, is noteworthy. From expe- — 
riences in other countries(1) it would be ~ 
expected that a further large increase would: E. 
occur if further improvements were made. - é 
After adventitious social contact with the ~ 
populace, there is no reason to doubt the .— 
existence of a large reservoir of psycho- — 
pathology in Papeete at least. This belief — 
is confirmed by Dr. Thooris impression _ 
that Polynesians are very unstable and — 
suffer outbreaks of nervous disorders with 
slight provocation, especially manifested by .— 
skin pathology. The hospital admissions — 
for psychiatric disorders more than doubled — 
between 1954 and 1956, and it is not - 
difficult to conceive that the latter figure © 
of 46 admissions could easily triple. This - 
would yield a rate of about 2/1000 popu- — 
lation admitted for psychiatric disorders - 
per year, which is within the expected 
range. That is the rate for Martinique, a ~ 
well-equipped French colony (1954), and 


in 1935 and 2.34/1000 in 1956(2). There is 
as yet no reliable evidence that the in- 
_ cidence or prevalence of psychiatric dis- 
orders varies in different parts of the world 
or in different cultural and racial groups ; 
_ the evidence favors rather differences in the 
_ tendency to seek treatment(3). 

2. Etiology. The cases cited indicate that 
certain situations tend to have a disturbing 
influence on sensitive personalities, regard- 
less of cultural sanctions or freedoms. A 
child who is sent away by her mother may 
feel just as rejected in a society which has 
a relaxed attitude about child-bearing and 
| ehild-disposition as in a society which is 
- very rigid about such matters. The fact is 
— that in pre-missionary days it was a Poly- 
-mesian custom to throw extra children into 
the sea(4), and it is difficult not to inter- 
pret the present relaxation as a politer 
continuation of this decisive form of re- 
- jection. Such drownings were not any less 
— traumatic to the children concerned be- 
“cause they were culturally sanctioned. 
_ And a boy who grows up in a crowded 
household in a society whose sexual free- 
dom is still publicized (its complexity can 
Бе judged by Monique's prudery about 
| drawing nudes) may be just as disturbed 
by too much contact with sisters and par- 
ents as a boy who grows up in the slums 
of a Puritan city. Psychoanalysts all over 
- the world tend to confirm the universality 
of the traumatic effect of certain experiences 
| on certain kinds of people regardless of 
i, De E of the surrounding "culture." 
3. Symptomatology. The symptomatolo; 

_ of psychoses and borderline Эйс сап be 
_ recognized by an experienced clinician even 
when he moves from culture to culture 
without special preparation. 

__ 4, Diagnosis. Again, psychiatric diagnoses 
| can be made on medical grounds which are 
(ess E pedet of local cultures, as 
onstrate e hospita i 
ahi y pital cases in 
5. Therapy. Psychotherapeutic maneu- 
can be readily transferred from one 
ture to another. Principles learned in 
Eon ot young women in Con- 
ecticut or California were just as effecti 
the South Pacific. — “i 


Once the patient arrives in the clinical 
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situation, therefore, cultural considerations 
seem to be of little moment. Local prej- 
udices are of great importance adminis- 
tratively, politically, sociologically, and 
economically, but there is no evidence that 
they are of psychiatric significance at the 
hospital level. 

Generally speaking, attempts to relate 
so-called “cultural” factors to mental illness 
are open to question. The current tendency 
in this direction may be obscuring more 
important issues. A careful reading of the 
literature gives the impression that psycho- 
dynamically, culture is on the same level 
as autointoxication, racial prejudice, and 
economics. The patient may be only too 
relieved to blame his troubles on the in- 
testinal system, the social system, or the 
economic system, and the biased therapist 
may help him along with this project of 
finding a scapegoat. The cultural approach 
encourages the mostalgic illusions(5) of 
most human beings : the pathetic fallacies 
of the Golden Age, the Blessed Isle, and the 
Favored Class. It is not likely that (a) 
"Things were better in the old days." There 
is no evidence that (b) "Things are better 
among (so-called) primitive people, such 
as those who live on tropical islands." And 
itis begging the question to say that (c) 
"Things are better among people who have 
fewer worries, such as Caucasians, Negroes, 
primitive people, educated people, rich 
people, peasants." The doctrine that people 
are victims of their environments is a 
doubtful ortho-psychiatric position. 

It appears that a certain proportion of 
every population, and probably the same 
proportion of every large population, is go- 
ing to suffer from outbreaks of psychosis or 
neurosis each year, regardless of back- 
ground : Papuans, Creoles, Polynesians, Si- 
amese, or Anglo-Saxons. This impression is 
based on visits to mental hospitals in 30 dif- 
ferent countries, and consideration of the in- 
dicated reservoir of psychopathology in each 
place. The proportion of those afflicted who 
will come to the attention of the medical 
authorities under various conditions is an- 
other kind of problem, and hospital ad- 
mission rates should be carefully scrutinized 
lest they distort the psychiatric realities. In 
any case, before the relationship between 
culture and psychiatric disorders can be 


adequately evaluated, the concept of “cul- 
ture” itself requires more rigorous clarifi- 
cation, and this is not a simple matter, as 
Morgenbesser points out in his article on 
the “Role and Status of Anthropological 
Theories" (6). 


SUMMARY 


This is the third of a series of papers 
on the psychiatry of the South Pacific. The 
present study includes all known hospital- 
ized psychiatric cases in French Oceania, 
together with some historical notes. Cultural 
factors were of negligible significance at 
the clinical level. The current emphasis on 
such factors is interpreted as an attempt to 
find a successor to such scapegoats as 
devils, autointoxication, tubercle bacilli, 
economic conditions, etc., as etiological 
agents in psychiatry. This emphasis is most 
likely an outcome of the nostalgic illusions 
of the Golden Age, the Blessed Isle, or the 
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Favored Class, which was or is 


psychiatric disorders. Observations 
different countries indicate that the 
ervoir of psychopathology is of the · 
order in every large population the 
over. ^ 
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4 On occasion of the 10th anniversary of 

the Talbich psychiatric hospital we decided 
о survey all the manic-depressive patients 
hospitalised during the years of its existence. 
| ТЬе first difficulty we met was in defining 
the concept manic-depressive illness. We 
~ could not include every psychiatric disorder 


accompanied by more or less severe mood 
"swings, because few of them occur without 
_ any mood disturbance. The definition given 
y Mayer Gross, et al.(12) seemed too gen- 
eral: he includes, in addition to manic- 
essive illness in the strict sense of the 
, also involutional psychosis and the 
clothymic constitution. Involutional psy- 
is has a heredity and a pre-psychotic 
nality different from that of manic- 
epressive illness. We did not include 
s of cyclothymic constitution because 
leading symptomatology was different 
schizophrenic. In our study the illness 
characterised by mood swings occurring 
‘waves and/or alternately, in the absence 
symptoms such as hallucinations or 
onality deterioration. In our opinion 
clinical picture was very important in 
ting the patients. Each case possibly 
to reactive factors or suspicious of 
zophrenia was excluded. 
_ One finds in the literature different and 
n adicting opinions concerning manic- 
sive p and its incidence in cer- 
groups e.g., Jews, women, upper social 
trata(8, 9, 12), Hutterites(4), Negroes 
) etc. Among native born Americans 
disease appears to be rare in contra- 
action to immigrants(16). In the older 
'erman psychiatric literature one finds the 
opinion that manic-depressive illness is a 
ically Jewish psychosis, a point defended 
1 1957 by Kalmus(7) in his study on data 
E- 
ty plays an important part in the 
tion of the psychosis ; oen Cohen, 
(3) emphasize the part played by 
m Talbieh Psychiatric Hospital, maintai ү 
Holim, (Workers Sick Fund) and АЙЫЗ 
H University Medical School and 
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special social conditions e.g., membership 
in a minority group, unusual economic 
status and particular illness. 


PROCEDURE 


In our study we investigated the in- 
cidence of manic-depressive illness in the 
hospital population from November 1949 
to December 1958. We compared our 
results with data on the frequency of the 
disease in the whole country and with 
opinions occurring in the psychiatric litera- 
ture. 

We examined 2,684 records of first ad- 
mission patients during the above mentioned 
period. Talbieh hospital contains 200 beds, 
70 in the male wards and 130 in the 
female, and treats members of the Workers 
Sick Fund from the Jerusalem area and 
from all over the country. This Sick Fund 
comprises 62.4% of the total population and 
includes employers as well as employees. 
The patients are Israel born, new immi- 
grants and immigrants who entered the 
country before the establishment of the 
state in 1948. From each record we noted 
the name of the patient, country of origin, 
year of birth, year of immigration, sex, 
family status, data on heredity, particulars 
about the disease, its way of starting and 
the clinical picture. 


RESULTS 


We found that among 2,684 patients 
there were 100 manic-depressives according 
to our diagnostic criteria mentioned above ; 
62.6% were females, the rest males. Of the 
100 manic-depressive patients 65% were 
females, the rest males : 12 were Israel born, 
83 came from Europe and the Americas, 5 
from Africa and Asia. 

Table 1 gives the country of origin of the 
2,684 patients. 

Of the 88 immigrant patients, 70 entered 
the country before the establishment of 
the state in 1948, 16 came to Israel in 1948 
and onwards. On two patients there were 
not sufficient data. — ' 

Data on heredity were rather incomplete 


Es 


JOZEF PH. HES ——— 


TABLE | 


Country of origin 


Israel born 


Jews from Europe & Americas 41.0 

Jews from Africa & Asia 11.1 

Unknown 11 
Total 62.6 
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2,684 FIRST Apmissions IN TALBIEH НоѕрІТАІ, Durinc THE Years 1949-1958 Acco 
Country OF ORIGIN 


l 2, 


100 Manic-Drpresstves IN TALBIEH Hosprratizep Durme 1949-1958 ACCORDING TO. 
TRY OF ORIGIN 
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‘as is almost always the case in an immigra- 
tion country. If one considers the presence 
of mental disturbances in the families of 
the patients, also disorders which do not 
"require hospitalisation, as a positive finding 
concerning heredity, then our results show 
“among 100 patients, 52 victims of heredity. 
Negative findings were recorded in 30 cases 
‘and on 18 cases there were not sufficient 
| — [n eastern patients i.e., those from Africa 
ind Asia, the average age of onset in the 
© сазе of the 4 females was 22.6 and of the 
only male patient 50 years. 
— In western patients i.e., those from Eu- 
ope and the Americas, the average age of 
et in females was 30.0 and in males 
. It appeared that the incidence of the 
e was rarer among eastern and Israel 
orn Jews than one would expect from the 
composition of the hospital population. 
ewise the disease was more frequent in 
ern Jews than was expected according 
о their representation in the hospital popu- 
- Turning to data concerning the whole 
‘country we find that in the year 1957 the 
ation of Israel consisted of 1,667,455 
h inhabitants of which 35% were 
el born, 37.5% were Jews from Europe 
the Americas and 27.5% were from 
ica and Asia. The frequency of manic- 
ressive illness and mixed diseases was 
higher in the immigrants from Europe and 
the Americas. Of 745 patients discharged 
- from mental institutions all over the coun- 
in 1957 there were 70% immigrants from 
Europe and the Americas whereas only 15% 
сате from Asia and Africa. (See Graph i) 
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t is worthwhile to point out that we are 
with the especial difficulty of com- 
on with data from other countries. 
s is due to different indications for hos- 

sation, different conditions and cus- 
ns regarding hospitalisation of patients, 
ences een the several countries, 
een various periods and between di- 
d fecil the Hutterites, for 
ample, exists à high morbidity against a 

low hospitalisation rate A at of 


e special socio-religious way of life in 
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To the difficulty of defining the disease 
we referred already. In our investigation 
we examined only cases of manic-depres- 
sive illness in the strict sense of the word, 
whereas the data about Israel as a whole 
refer to manic-depressive combined with 
mixed disease and involutional psychosis. 

Our results comprise new findings and 
others which are not outstanding such as 
the fact that among 100 manic-depressives 
there were 65 women. This finding is in 
conformity with data of the literature: 
Kraepelin(8) mentions 70% females, Kraines 
(9) 6172, Lundquist(11) 61.5%. Mayer 
Gross, et al. likewise mention this fact but 
does not agree with Rosanow who, "aiming 
at an explanation of the higher incidence of 
the illness in females, suggested that a sex- 
linked dominant was involved." Neither 
does Mayer Gross accept that the aberrant 
form in which the disease occurs in men, 
e.g., recurrent alcoholism, can account for 
the whole of the differences between the 
sexes. 

As to the age of onset, we found age 30 
considerably lower than most of the authors 
found : Cassidy, et al.(2) mention 41.2 as 
the average age of onset in males, 41.4 in 
females. Kraines states that in his private 
practice the age of onset seems to be much 
lower. Patients paid their first visit at the 
age of 30-34; however, the first attack of 
manic-depressive illness started even at an 
age as low as 25-29 years, a finding which 
agrees with our results. 

We found the incidence of the illness in 
Israel lower than the average incidence in 
the literature with the exception for Fin- 
land. Kraines(9) mentions an incidence of 
4 :1000, Mayer-Gross 3-4 :1000. In Israel* 
we computed a number of 0.4 :1000. This 
number is surprising because of the opinion 
generally accepted that the disease is more 
frequent among Jews(12, 13). Even if we 
take into account only those Jews coming 
from Europe and the Americas, the inci- 
dence does not surpass the rate of 0.8 :1000. 

How to explain the low morbidity in 
Israel? One has to take into account that 
the rate 0.4 :1000 is related to hospital 


_ ” Basic data on patients discharged from psychiatric 
institutions 1957 by H. S. Halevi M.A., Asst.-Director- 
General (Planning) Ministry of Health, State of 
Israel, Jerusalem 1959. 
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cases only. Without doubt many patients 
did not receive institutional treatment be- 
cause of shortage of beds. In addition no 
small number of depressives received am- 
bulatory ECT. Roberts and Myers(17) who 
observed the decreasing morbidity of manic- 
depressive disease among U. S. Jews during 
the last decades, believe that “acculturation 
of the Jewish family to America, has tended 
to play down the accentuation of feeding” 
which, according to the authors, “has been 
an important factor in the causation of 
affective illness among Jews.” 

It is worth mentioning that Halperin(5) 
already in 1938 found that manic-depressive 
disease is more frequent among non-Jews 
in Palestine than in the Jewish population. 

We found the disease rarer among Jews 
who have immigrated from Africa and 
Asia than in those coming from Europe and 
the Americas. It is stated in the literature 
that a low incidence occurs in Negroes of 
the Gold Coast(19), in rural Negroes in the 
U. S., in the Japanese and in the Kenya 
Africans(17). In relation to these observa- 
tions we have to mention that the eastern 
Jews under the existing conditions in Israel, 
belong to the lower socio-economic classes. 
Modern technical changes did not pene- 
trate into their communities as they did in 
western groups. It would be interesting to 
investigate in another few decades the 
incidence of the disease in eastern com- 
munities in order to find out what role 
acculturation played in causation. 

It is possible that the high incidence in 
western Jews is explained by the facts put 
forward by Cohen, et al.(3). Cohen points 
out that in the patients treated by him and 

is co-workers “each family background 

Was set apart by some factor which differen- 
tiated it from others in the surrounding 
milieu (membership in a minority group, 
Unusual economic status, particular ill- 
ness)." The patients “were expected to con- 
form to high standards of behavior, based 
9n the family's concept of what the neigh- 

rs required.” 

If these circumstances merit the im- 
Portance Cohen attaches to them, we should 
expect then, a higher incidence among 
eastern Jews in Israel. But probably this 
| Broup has been living too short a time under 
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these particular circumstances to expe- 
rience their influence. 

An interesting study in this field(4) de- 
scribes the Hutterites, a religious group 
of 9,000 people living in 70 collective set- 
tlements in the U. S. and Canada. These _ 
Hutterites are very tolerant towards mental — 
patients. Among them is an extraordinarily — 
high incidence of manic-depressive disease. - 
Two circumstances which may offer an _ 
explanation are the following : B 

1. A high amount of inbreeding be- — 
cause marriage outside the group is for- 
bidden. In consequence of this inbreeding _ 
one sees an accumulation of hereditary | 
factors, which may favor the incidence of - 
the disease. ; 

2. Because of their religiosity the Hut 
terites suppress all aggressive tendencies. 
Likewise they refuse regular army serv- | 
ice. It is possible that as a result of thi 
suppression one sees the development o 
an extremely severe superego and ac- 
cordingly more guilt feelings and de 
pressions. 

Pollock(16) in his study from 1930, - 
found a higher incidence of affective dis- 
orders in immigrants than in native born 
Americans. Likewise we found a higher | 
incidence in immigrants than in Israel born. 
The higher incidence in long-stay immi- - 
grants may be explained by the fact that 
immigration before 1948 consisted almo 
exclusively of European Jews. The great. 
influx of immigrants from Asia and Africa 
into the country came about 1951. 


SUMMARY 


The author surveyed 100 manic-depres- 
sive patients hospitalised in Talbieh Psy 
chiatric Hospital, Jerusalem, during th 
years 1949-1958. These 100 patients 
divided into 3 categories : 83% Jewish im- 
migrants from Europe and the Americas, 
5% from Asia and Africa and 12% Israel - 
born. Seventy percent were long-time immi- - 
grants whereas 16% were newcomers ^ 

Data were also presented about 7: 
manic-depressives, who were discharge 
from psychiatric institutions all over tl 
country during 1957. The incidence 
manic-depressive disease was compa 
with data from the psychiatric litera Р 

The incidence in Israel, according to the 
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On July 9, 1959, I visited a psychiatric 
hospital for children in Moscow, Russia, 
with an internist from Cornell Medical 
School. Our conversations were carried on 
‘through an excellent interpreter assigned 
by Intourist who made the arrangements 
for our visit. 

The children's section of the hospital was 
located close to an adult mental hospital 
on the outskirts of Moscow. The architec- 
tural style of all the buildings was similar 
to that of the state hospitals built in this 
country during the 19th century, and I was 
surprised to learn that the children's hos- 
pital, which looked as if it could easily 
have been one hundred years old, was built 
in 1938 specifically as a children's psychi- 
atric unit. 

The patient-staff ratio was quite favor- 
able. For 240 children there were 120 
registered nurses, plus 25 student nurses, 
and 65 maintenance personnel. There were 
also 17 full time child psychiatrists. On the 
whole, the hospital had a gloomy atmos- 
phere. Wards were large with 20 to 30 
children in each ward. There were no 
facilities for the children’s personal be- 
longings. We wore white coats as we toured 
the hospital and were shown the kitchens, 
the wards, the dining rooms, and a dark- 
ened room where 20 children were receiv- 
ing electro-sleep treatment. 

Electro-sleep treatment is given to chil- 
“dren with chorea and encephalitis, as well 
às to schizophrenic and neurotic children. 
Schizophrenics are also treated with vita- 
mins and insulin, The neurotic children are 
hot, as a rule, given insulin. In addition to 
these somatic treatments, the staff con- 
Sidered the ward experience to be thera- 
Peutic. They were very proud of their large 
garden in which the children could work 
35 a therapeutic activity. They were also 
"Quite proud of their small zoo which in- 
‘chided a donkey, foxes, and monkeys. 

€ spent over 3 hours with 7 Russian 
;!Read at the meeting of Illinois Psychiatric So- 
ку, Nov. 18, 1959, Chicago, Ill. 
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child psychiatrists, all women over 40 years © 
of age. We asked if all child trists 
in Russia were women. They this was _ 
true in Moscow, for they felt that women © 
naturally liked children and ‹ 4 
were well suited to the work, bone 
they said that all of the child ps i 
in Leningrad were men, but offered по В 
explanation for this odd fact. m 
Russia — 


»- 


The training of psychiatrists in 
is somewhat different from our own, 
lowing graduation from high school, th 
spend 6 years in medical school, and tl 
work as general physicians in a clinic | 
2 or 3 years. They next have 6 mo 
training in adult psychiatry, after wh 
they continue working in psychiatry. 
return for training periods of about 
months each 2 to 3 years Y 


the former much more helpful to them in. — 
their work with children. They felt that - 
Ortho contradicted their interests through 
its psychoanalytic emphasis ; however, they — 
said they found Ortho's case descriptions ~ 
interesting. M 
After touring the hospital, we were served 
tea, caviar sandwiches, and oranges in an — 
outdoor pagoda. Here we talked for about 
two hours on the subject of neuroses 
children and their treatment. 
These doctors explained neuroses іп ac- 
cordance with Pavlovian theories, i.e., that 
neurosis follows a psychological shock to — 
the nervous system. Even a slight shock. 
may be sufficient if the nervous system 
been weakened. They frequently see 
dren after some physical illness (or 
dren whose physical development has b 
retarded) and they feel that these child 
are very susceptible to neuroses bec 
their nerves have been weakened as а 
result of the disease process. In listening 
them discuss various cases, it seemed th 
in every case they were able to elicit 
history of earlier illness to which they 
tributed etiologic significance. 
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. The presenting symptoms of some of 
their hospitalized neurotic children includ- 
ed sleep or speech disturbances, tics, reac- 
e depressions, agitation, phobias, and 
_ stubbornness. 
I experienced some difficulty getting the 
doctors to discuss their ideas about psy- 
-ehotherapy with children. In most in- 
stances, they said they used rather forceful, 
- positive suggestion to the child two to three 
times weekly, and they not infrequently 
used hypnosis. 
They presented a case of an 8-year-old 
- girl, who was referred with a diagnosis of 
“mutism.” At the time of admission she 
oke in a low voice, and had the social 
turity of a 6-year-old. She was the young- 
child in the family and had been 
ed. She had 2 older sisters who had 
behaved and when she told her parents 
t their misbehavior, got them into 
ble with the parents. Her sisters then 
her and shouted at her that she must 
tell her parents when they did bad 
ings. Following this experience, the child 
t her voice. The staff felt that the nature 
the symptom was over-determined be- 
use the girl had had a cold, with a sore 
at at the time. This, they felt, deter- 
ed the type of her symptoms. 
he patient was seen daily on rounds 
ee times a week in private inter- 
ews lasting about 40 minutes, where sug- 
tions and hypnosis were used. During 
first interview the psychiatrist tried to 
nvince the little girl that she should speak 
with her doctor and it was only neces- 
to speak in a whisper. When she 
ualy began to follow these instruc- 
the doctor introduced her to other 
ple to whom she could also speak. Her 
apist applied some electricity to her 
nx, so that she would be able to feel 
tongue and the way in which it was 
posed to work. 
When this patient played with the other 
hildren in the ward, she would play that 
as the teacher. Because of this tenden- 
the doctors contacted the child's teacher 
t school and worked out a plan whereby 
itle girl would be made an assistant 
her when she returned to school. 
the patient had been in the hospital a 
er a month. Her speech was becom- 
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ing louder and she was now able to speak 
with anyone. She liked to read and was 
therefore assigned to read to two other 
children in the hospital. Such an assignment 
fitted in with the doctors’ concept that 
everyone in the hospital should help the 
doctors. 

The hospital regularly arranges programs 
in which the children perform for their 
parents on visiting days. After this patient 
had been in the hospital for a time, she 
said that she wished to recite a poem on 
such a program. 

The psychiatrists’ work with the child’s 
parents was essentially manipulative. Nor- 
mally, parents were allowed to visit their 
children twice each week, but with this 
particular patient the parents were allowed 
to visit any time they wished, and they 
were given an excuse from their work for 
this purpose. Before this patient is dis- 
charged, the doctor will give the parents an 
explanation for their daughter's difficulty 
and tell them that since the girl is coquet- 


tish and enjoys reading, they should sup- 


port these positive character traits. 

The patient was still speaking in a whis- 
per and her current therapy was directed 
to this problem, with the doctor persuading 
her that she must prepare herself for school, 
and suggesting that she would be able to 
speak by September, then only 7 weeks 
away. 

These Russian child psychiatrists used 
play therapy only with pre-school children. 
Since this patient was of school age, no 
toys were used during the interviews. They 
felt that they had made an exception to 
hospital policy in giving her a doll, which 
she kept with her all the time. 

The patient was presented to our group 
and was asked to recite her poem for us. 
She did so with a raspy voice. After this 
her therapist asked her about 15 questions, 
each one of which seemed to have a built- 
in answer. For example, she was asked if 
ўе was а good girl, and her answer was 

a. 

“Do you like animals ?” “Da.” 

“Do you like the monkey ?” “Da.” 

“Did you speak when you were at home, 
ie. before you came to the hospital?" 
“Nyet.” 


“Are you feeling better now than you 
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did when you first came here ?” “Da.” 

“Which one of your sisters do you not 
like?" At this question the patient hung 
her head. The only spontaneous thing the 
child said was, "I want to go home." 

The diagnosis for the little girl was "nerv- 
ous in the form of mutism." 

When I asked about the child's apparent 
immaturity, they dismissed this as being 
clinically insignificant and said that she was 
immature because she was the youngest of 
6 children and was used to being treated 
like a baby. 

We also discussed the Russians' system 
of outpatient psychiatric clinics, The Mos- 
covites have a wide network of general 
medical clinics in all sections of the city, 
and each of these clinics has a child psy- 
chiatrist assigned to it. In addition, there 
is a special clinic for psychiatric patients 
only, with speech therapists and child psy- 
chiatrists on the staff. Finally, there is a 
central psychiatric clinic staffed by pro- 
fessors from the medical school, and the 
more difficult cases are sent there. 

The outpatient therapeutic program in 
these clinics includes the use of tranquil- 
izers, vitamins, electro-sleep, and speech 
therapy. When I asked the doctors about 
Dsychotherapy, they said that sometimes 
they educate the parents by telling them 
What to do, and they will also have a con- 
versation with the child, trying to get him 
interested in some new activities. They fre- 
quently refer children to the Pioneer's 
Clubs and also work very closely with the 
Schools in trying to get them to work out 
Special programs for the child. 

When I asked about delinquency, the 
answer was, “Nyet.” They state that they 
do not have any young delinquents. The 
16 to 18-year-olds are grouped with the 
adult offenders who are seen by prison 
Psychiatrists rather than child psychiatrists. 

еу hold that delinquency in а child 
under 16 years of age is very rare, perhaps 
9ne case in 4 or 5 years. 

I asked about school phobia, which they 
said is also very rare. When it occurs, they 
felt it was because the child was too young 
to go to school or too infantile, so they 
let him stay at home another year. They 

d not see school phobias at the time chil- 

Теп enter secondary school ; and I suspect 


the reason for this is that the children with 3 
such difficulties enter the labor market. i 
They also deny any problem with bright _ 
children who do not learn. In part, һе _ 
theme here was that everybody in Russia Я 
wants to learn, but it also developed that 
they used no standardized psychological — 
tests in Russia : consequently, children аге - 
not identified by this means. The other way . 
in which under-achieving students might . 
be identified, through the school teacher, 4 
would also not necessarily bring them to — 
light since such problems are considered | 
to be due to inadequate teaching. 7 
Further inquiry about the matter of psy- 
chological tests revealed that they do not — 
use the “Binet” or any modification of it, - 
nor do they use the Rorschach. They do use _ 
association tests, and they speak of intel- | 
ligence tests in which they will give a child | 
a task to do. However, these tests are not | 
standardized and apparently they depend, _ 
to а large extent, upon the subjective im- — 
pressions of the examiner. E 
They do not have any social workers on 
the team, “since all citizens of the Soviet — 
Union are considered social workers.” Nor ~ 
do they have any foster home program, and 
dependent children are placed in institu- _ 
tions if they are not adopted. The child _ 
psychiatrists have no part in these pro- . 
grams. 
I had heard that there was some private — 
practice of psychiatry in Russia, and when _ 
I asked about this they laughed and said, | 
“Nyet,” in such a spontaneous way that it — 
suggested they really did not believe such 
existed. They said that private practice _ 
existed only in the field of dentistry. John 
Gunther in Inside Russia Today and - 
Thomas Hammond in the September, 1959. — 
National Geographic. Magazine both state _ 
that there is some private practice of medi- — 
Я 
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cine in Russia. р 

These Russian psychiatrists’ objection to Е 
psychoanalysis was that they did not con- 
sider it a scientific theory. When I asked - 
what they meant by this, they said that they ` 
feel that Freud considers sex only, and that 
they are not able to see this sexual material - 
in their patients. My feeling was that they 
couldn't very well expect to see it since 
they do most of the talking and rarely give | 


ibout some of the academic and behavior 
'oblems he runs into, I learned that they 
le consistently deal with these problems 
the following pattern. (Incidentally, 
h problems are not referred to child 
chiatrists. They are dealt with by the 
chers and school administrators.) Every- 
e in Russia belongs to a number of dif- 
organizations; the workers in the 
tory have an organization, the students 
each grade have an organization, the 
ers have an organization, the parents 
school children have an organization, 
d so on. When a student is having a 


problem, this will be brought to the ай 
tion of as many as 4 or 5 organization 
which the child and his parents belo 
Each organization will begin formulati 
a program to help him out. Freque 
when children are having trouble at scho 

the workers’ organization at father's factory 
will be informed and will attempt to 
out some form of environmental manipula 
tion for the child. His problem will also bi 
discussed at the organization meeting 
his schoolmates, who will try to formulai 
some helpful program. The parents at 6 
school “P.T.A.” organization will be ime 
formed, as will the teachers’ organization, 
and so on, so that the child will have а 
number of groups all expressing concer 
about him and trying to be helpful im 
various ways. They maintain that the 


When a student has difficulty, everybod; 
gets together and tries to find out what he 
likes to do (athletics, chess, drama, danc- 
ing, music, handicraft) to help him foster 
this interest. m 
If a child is doing poorly in school, his — 
teacher is the one who is held responsible. — 
The teacher is also considered responsible 
if the child is truant. : 
The teacher also sees the parents of © 
problem children every week, and sees the 
parents of all the children in his classes аб 
least once each month. Many of these con- и 
tacts are home visits, and the teacher I 4 
talked with, said that he knew the parents a 
of all his students quite well. et 
I appreciated the opportunity to exchange и 
views with these Russian child psychiatrists. —— 
The warm climate of our professional inter- и 
change was both pleasant and Um 


" 
Ж, 


$ 


INTRODUCTION 


Examination of 19th century literature 
relating to psychosis in childhood shows 
that the psychotic child was an object of 
study in the first part of the century, and 
that a substantial body of knowledge on 
the subject was accumulated in that period. 
Toward the latter part of the century, not 
only did the level of knowledge decline, 
but the psychotic child even seems to 
have ceased to have been an object of 
study. 

The purpose of this paper is to sub- 
stantiate the above assertion and to examine 
the scientific and extra-scientific factors 
giving rise to it. 


EARLY LITERATURE ON CHILDHOOD PSYCHOSIS 


Spectacular cases of insanity in children 
have been recorded, of course, since the 
earliest times. Greding, for example, writ- 
ing in the late 18th century, cited the 
following : 


A woman, about forty years old, of a full 
and plethoric habit of body, who constantly 
laughed and did the strangest things . . . was, 
on the 20th. January, 1763, brought to bed 

- . of a male child who was raving mad. 
When he was brought to our work house, 
Which was on the 24th., he possessed so much 
Strength that four women could at times with 
difficulty restrain him. These paroxysms either 
ended in an uncontrollable fit of laughter, 
for which no evident reason could be observed, 
or else he tore in anger everything near him 
** . We durst not allow him to be alone, 
otherwise he would get on the benches 
and tables, and even attempt to climb up the 
Walls, Afterwards, however, when he began to 


E he died (quoted by Maudsley, 10, 


. In general, however, the recognition of 
gu in children seems to have been 
Clayed until the various early training 
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centres for mentally defective children 
were established. Seguin, in the 1866 re- 
vision of his Idiocy and its Treatment by 
the Physiological Method, recognises “in ~ 
cipient insanity" as a cause and compli- 
cation of idiocy proper. He probably so 
recognised it in the early edition, which is, — 
unfortunately, unavailable to the writer. — 
For 10 years between 1845 and 1860, 2 
Griesinger was the director of "the idiot- 
asylum of Mariaberg’(6). He ob E. 
that there, and "in the several 
recently erected for the reception 
dren with weak intellect, there are gene 
found more or less special cases of men 
disease.” Amplifying this observation, he “© 
described psychoses in intellectually nor- — 
mal children, as well as psychotic reactions — 
in defective children. u 

Griesinger believed that both maniacal ~~ 
and melancholic forms of insanity were © 
found in children ; that is, the recognised ~~ 
range of adult forms was to be found also — 
in children. What was covered by his — 
terms may be clearer from these quotations, .— 
firstly, on maniacal conditions : > 
Sometimes they appear as persistent or even. DL. 
habitual moderate irritability of character : The — 
child is passionately obstinate, quarrelsome, ~ 
malignant and even inclined to immorality... а 
Sometimes it is a state also persistent, but й 
more intense: there is greater restlessness, a 
constant aimless roving, confusion of the intel- — 
ligence, perversion of the emotions . . . which 
. . . sometimes passes into profound mental ~ 
weakness. It is impossible definitely to dis- | 
tinguish this from the versatile form of infan- — 
tile dementia :* these children cannot keep .— 
quiet even for a moment ; they talk incessantly — 
and incoherently, pay no attention, constantly - 
wander about, laugh, cry, etc. . . . Sometimes 
there аге... attacks of really developed mania 
(i.e., corresponding to the adult forms). 


Among others who would have been in- ` 
cluded in the category of "maniacal con- 
ditions" would be the acting out aggressive 


3 By this term Griesinger meant one type of de- } 
fective child (c.f. ор. cit, p. 376). 
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a the schizophrenic child and the 
- hyper-active child. 
- Griesinger believed the melancholic forms 
‘to be less common than the maniacal. Un- 
"der this term he included hypochondria, 
generalised anxiety, suicidal states, ideas 
of possession by demons. Delusional states 
he considered to be absent in childhood as 
| “ho persistent ego is as yet formed in which 
there could occur a lasting radical change ; 
the mobility of this age does not allow 
insane ideas to become persistent . . .” 
| The factors causing psychosis in child- 
ы hood were enumerated by him as follows : 
- cerebral irritability either due to heredity 
_ ог to injudicious treatment (intimidation, 

ill-treatment of mind, intellectual over- 
- exertion, dissipation), organic disease proc- 
- esses, sympathetic stimulation of the brain 
- from the genital organs as a consequence 
- of masturbation on the approach of puberty, 
- etc. It can be seen that he gives at least 
"equal weight to psychological factors (in- 
timidation, etc.) as to physical. This is in 
- line with his more general statement of the 
causes of insanity. These he divides into the 
| predisposing and immediate, saying of the 
- psychical, that they 

c .. are, in our opinion, the most frequent 
- and fertile causes of insanity, as well in regard 
- to preparation as especially and principally 
_ the immediate excitation of the disease. 


- Maudsley, who, after Griesinger, appears 
to have been the main authoritative writer 
to have considered the psychotic child, 
. attempted to relate the type of psychosis 
- to the level of development reached by the 
_ child. Thus he describes the sensory-motor 
insanities (the epilepsies, сһогеіс move- 

ts associated with hallucinations) and 

| the delusional (related to the development 
- of stable ideas). This scheme is not fol- 
owed consistently for it is soon abandoned 
the adult classification( 10). The notion 
instinctive insanity is introduced and 
developed to a greater degree than in 

Griesinger. Coupled with this, the concept 

t instinctive degeneration is used to de- 
е ре Er ved In contrast with 
ger, who at least mentions the pos- 
bility of using Seguin's educational fem. 
' ods for treating the maniacal conditions 
» Maudsley says nothing regarding 


treatment. Maudsleys discussion of the 
subject, ambitious as it is, is at a lower 
level than that of Griesinger. And it is 
certainly true that those writing after 
Maudsley reached nothing like the same 
level. 

Ireland's chapter, "On Insanity in Chil- 
dren and Insane Idiots and Imbeciles," of 
1877(7) mentions both Maudsley and 
Griesinger by way of introduction but is 
little more than a collection of case de- 
scriptions. Twenty-three years later his 
revision of this chapter shows changes only 
in terminology and systematisation(8). 
Other writers, like Bucknill and Tuke(3) 
and Sankey (11) do not mention the subject. 
With a few notable exceptions, the Journal 
of Mental Science published or reviewed 
little on childhood psychosis between 1870 
and 1900. Beach's paper(2) is one such 
exception, but, by the time it was published 
it was as late as 1898. It is of interest that 
Shuttleworth, in the discussion on this 
paper, pleaded for sharper distinctions to 
be made between mental defect and psy- 
chotic conditions. 

In fact it could almost be said that, after 
Maudsley, it was not until Sancte de Sanctis 
described the entity of dementia praecoxis- 
sima in 1905-1908(4) was the psychotic 
child again to become an object of study. 

Having now substantiated the assertion 
that the level of knowledge concerning the 
psychotic child declined steadily between 
the early and latter part of the last century 
we now turn to an examination of the pos- 
sible reasons for this peculiarity in the 
development of psycho-pathological studies. 
The factors determining this development 
are considered under two headings : scien- 
tific influences and extra-scientific influences. 
Scientific influences are defined as those 
influences arising solely from the scientific 
nature of the problem, such as the effects 
of method of study and general level of 
scientific knowledge. By definition, extra- 
scientific influences are those arising out 
side of these. They include such influences 
as social attitudes and political views. 


SCIENTIFIC INFLUENCES 


The main set of scientific influences are 
to be found in the early history of mental 
defect. From the standpoint of our present 
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day knowledge it is clear that the classifi- 
cation. of mental defect should be based 
upon 3 related, but independent, criteria : 
the educational level (e.g. educable v. 
trainable ), the pathological type (e.g. mon- 
golism, microcephaly), and the assumed 
aetiology (e.g. heredity, foetal damage, 
birth injury). Tredgold seems to have 
been the first writer to have recognised 
the need for this threefold method. of 
classification. Prior to him, there is obvious 
confusion on this point(1). 

There is also a certain amount of con- 
fusion in the recognition given to distinct 
pathological types. While the micro-macro- 
cephalic distinction was made early (for 
example by Seguin), and cretinism con- 
stituted an entity from at least the time 
of Guggenbühl, few other distinctions seem 
to have been made (at least in such a way 
as to be understandable to the modern 
Observer). Such a distinct type as mon- 
golism, for example, was not recognised un- 
til the late 1860s and not generally ac- 
cepted until some time later(7). Additional- 
ly there were a number of instances where 
one type of mental defect was considered 
to be the only one(6). 

The immediate reason for this confusion 
and for the failure to recognise distinct 
pathological types appears to have been the 
emphasis given to the educational criterion 
as opposed to the other two. Since the 
. problem is a three-fold one, to emphasise 
any one criterion of classification means, in 
the early stage of a science, not to do 
justice to the other criteria. 

Since this early emphasis upon the edu- 
cational aspect of the problem precluded 
pathological and aetiological consideration 
and since the psychotic child resembled 
the truly defective child in being intel- 
lectually handicapped, it is not surprising 
that the psychotic child did not become, 
in this early period, an object of study in 

5 own right. Seguin's unconcern with the 
Problem of the psychotic child is explicable 
Оп this view, 

Griesinger's relatively advanced views 
9n the subject require additional explana- 
tion, however. In the writers opinion, 
these follow from the fact that, not being 
Primarily an educationalist and not being 

onally concerned with the training of 
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the defective child, Griesinger could pay 
more attention to the behaviour of the — 
children. This allowed him to develop a 
classification based upon behavioural types 
and direct attention towards aetiology. Both = 
of these tendencies enabled him to identify 7 
the psychotic child. ў 
The gradual loss of emphasis upon the 
educational aspect of the problem, a pre- 
condition for the development of patho- ~ 
logical and aetiological studies, probably ~ 
also resulted in part from the rather crude © 
approach to learning. As the training tech- — 
niques became exhausted a changed em- 3 
phasis would follow. к. 
Extra-scientific influences played a part — 
and, as will be seen, determined the pe- — 
culiarities of the pathological approach 
which did develop as the educational 
emphasis waned. They were also respon- .— 
sible for the fact that the initial emphasis ~ 
was on the educational aspect. These in- 
fluences are now examined. 


EXTRA-SCIENTIFIC INFLUENCES 


The extra-scientific influences are of 
several kinds : directly socio-political, those 
derived from political influences and those 
derived from social attitudes. ^ ЖАШ 

Direct and derived socio-political in- и 
fluences. It is of considerable interest that | 
Seguin, the main figure in the early history: 
of mental defect, was interested in the 
problem of the education of the defective 
child for direct socio-political reasons. 
Himself a Christian Socialist of the St. 
Simon school, he saw in his extension of 
Itard’s famous effort to educate the savage 
of Averyron (itself based upon the even — 
more radical socio-political views of Rous- — 
seau and Condillac), an attempt at 


.. . social application of the principles of 
the gospel ; for the most rapid elevation of the — 
lowest and poorest by all means and institu: © 
tions ; mostly by free education (12). $ 
For Seguin, the task of educating the idiot. 
was part of the wider movement for ' е 
abolition of social classes апа the es 
lishment of a just society. He even 

came to feel that his efforts, frustra 
in the France of that time, had come 
fruition in the stronghold of democr: 
ideals, the expanding economy of Ameri 


"ug ` L 
сы, "n 


jte apart from the direct testimony 
tard and Seguin, there is some evidence 
hat the acceptance of the idea of educating 
the defective child was conditioned by the 
more general acceptance of the policy of 
‘mass education. As Seguin put it, 


. . . it is not enough for an idea to be ripe 
‘in the mind of a thinker . . . the social 
medium in which it falls must be prepared 
r or it as well ; otherwise no production ensues 
from their contact . . . generally the ground 
ts the seeds which it cannot germinate, 
they are carried . . . to a more genial 


eguin himself claims a relation between 
acceptance of the idea of mass educa- 
n and of the education of the defective. 
discussion of Barr(1) and Ireland(8) 
ends to support this view. At least it is 

e that, even at the end of the last century, 
ce lagged behind other countries in the 
ision of facilities for the education of 
both defective and normal children. 

In so far as the movement for mass 

education had a socio-political basis, this 
ent of influence must be classed along- 
e the more direct influence of radical 
ught. 
Changes within the educational move- 
ment itself seem also to have played a 
. It seems reasonable to suppose that 
the early optimism about the possibilities 
education of defective children gave way 
to a more realistic (and even pessimistic ! ) 
praisal, some of the earlier impetus would 
ost. In France the non-achievement of 
e goal of mass education seems to have 
ed the energies of those concerned 
th the problem(1). These developments 
uld also have assisted in changing the 
nphasis to pathological and aetiological 
matters. 

The argument in this section, that extra 
ntific attitudes determined the efforts of 
early educationalists, may be inferential- 
pported by the history of Zilboorg and 

(14). Their delineation of what they 
e first and second psychiatric revolu- 
tests upon changes in social and 
cal thinking. More specifically they 
ate Pinel’s work against the back- 
nd of the French revolution, which . . . 
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awakened everywhere not only the sense of the 
individual's social responsibility but particularly 


the sense of the community's responsibility 
towards its members. 


The same feelings of responsibility were 
clearly held by most of the early workers 
in the field of mental defect. 

It is both unfortunate and curious that 
Zilboorg and Henry chose to exclude com- 
pletely the history of the study of mental 
defect. Unfortunate because some of the 
points made here may have been otherwise 
directly substantiated. Curious, because 
the topic of mental defect was given so 
much attention by the early writers. Seguin 
and Guggenbühl, for example, are not 
mentioned at all. That period of Griesin- 
gers work concerned with mental defect 
and childhood psychosis (between 1845 
and 1861) is simply omitted from their 
biographical notes. After tracing Griesin- 
gers history up to the publication of Path- 
ologie und Therapie der psychischen Krank- 
heiten in 1845, they blandly state 


Griesinger did not resume his contact with 
clinical psychiatry until 1866 when he be- 
came chief of the division of mental diseases 
at the Charite in Berlin. 


Yet, as has already been noted, it was 
precisely during this period that Griesinger 
had been in charge of "the idiot asylum" 
at Mariaberg. Perhaps Zilboorg and Henry's 
neglect of this fact together with the whole 
field of mental defect springs from their 
tendency to evaluate the history of psy- 
chiatry in terms of the acceptance or non- 
acceptance of psychodynamic formulations 
by the earlier psychiatrists. Mental defect 
is definitely an area where such formula- 
tions are of secondary importance to that 
of the relation between mind and brain. 


Influences from changed social attitudes. 
Darwin's publication of The Origin of Spe- 
cies in 1859 did more than revolutionise 
the study of biology. Considered either as 
a cause, or as the consequence of other 
intellectual developments, it acted as the 
focal point for the spread of the materialist 
mode of thought. Not long after it's pub- 
lication Langdon-Down's ethnological clas- 
sification was made. Although it soon 
became only an historical curiosity, it is 
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of interest in that it demonstrates a direct 
influence of the materialist-evolutionary 
thinking of the time upon the distinction of 
pathological entities of mental defect. 

Other, more indirect influences are also 
evident. The whole basis for the distinction 
of pathological types became a physical 
one. Griesinger, whose observations pre- 
dated Darwin’s work, seems for this reason, 
as much as for those discussed earlier, to 
pay some attention to behavioural char- 
acteristics of defective children. Thus, after 
discussing the anomalies of perception, of 
the “desires,” of movements, etc.(6), he 
distinguishes “two fundamental forms” of 
idiocy : 


the apathetic (dull, torpid) and the excited 
(versatile, agitated). The profound idiots of 
the first category have frequently an awkward, 
clumsy and disproportioned body, and re- 
pulsive old-looking features; the dullness of 
their movements, their passiveness—their stu- 
pid, monotonous unexcitable demeanour—cause 
them in many cases to appear as if they were 
in a state resembling sleep . . . Those of the 
second category are really (P rarely-M.B.M.) 
much deformed, but generally remain far be- 
hind in their years . . . they are restless in their 
movements, quick, irritable, rapidly change 
their impressions . . . It is often astonishing, 
when we see the happy expression and 
apparent activity of these children, to find 
that they are utterly incapable of speech and 
Void of understanding. In many cases the 
behaviour is often so excitable . . . that it 
actually appears to pass into mania. 


Among later writers, Kerlin (cited in 1) 
appears to have been the only one who 
developed this line of approach. Not until 
Earl revived it in 1934 were the behavioural 
characteristics themselves made the basis 
of a typology(5). At the present time 
Interest in the matter has again revived ; 
if one can judge from the titles of papers 
Presented to the 1958 Annual conference 
of the British Psychological Society in 
Birmingham. 

Another potent influence appears to have 
Come from a changed social attitude (of 
unknown origin) to children, This may be 
illustrated by a comparison of the views 
of Maudsley and Griesinger. Maudsley 
Opens his chapter on “The Insanity of 

arly Life” with the following words : 
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How unnatural! is an exclamation of pained 
surprise which some of the more striking in- | 
stances of insanity in younger children are _ 
apt to provoke. However, to call a thing 
unnatural is not to take it out of the domain 
of natural law . . . Anomalies, when rightly 
studied yield rare instruction . . . For this 
reason it will not be amiss to occupy a sepa- 
rate chapter with a consideration of the  . 


abnormal phenomena of mental derangement — - 
in children (10). Z 


'To be contrasted with this are Griesinger's E 
straightforward opening remarks : i 


During childhood (before puberty) insanity is — 
not frequent, but almost all forms of it occur. —— 
Those most generally observed are the various 0 
kinds of mental weakness . . . next in order | 

. . come the maniacal conditions . . . r^ 


That Maudsley himself did not think it .— 
unnatural that children should develop - 
psychoses is implicit in the paragraph 
quoted. It is more obvious, perhaps, in. 
the following remarks : 


To talk about the purity and innocence of a — — 
child's mind is a part of that poetical idealism _ a 
and willing hypocrisy by which men ignore _ 
realities . . .; in so far as purity exists it - 
testifies to the absence of mind; the impulses — 
which actually move the child are the selfish — 
impulses of passion. It were as warrantable to 
get enthusiastic about the purity and innocence 
of a dog's mind. “A boy," says Plato, “is the 
most vicious of wild beasts,” or, as someone 
else has put it “a boy is better unborn than ' 
untaught" (10). 


Anyone with views like these would - 
surely not be thrown off balance by the - 
development of psychosis in a child. Is 
not Maudsley actually addressing his | 
readers, the intelligent laymen and the - 
psychiatrists of the day, in the expectation _ 
that they wil be surprised? If so, the | 
apology reflects a change in reader attitude — 
from Griesinger’s time. Some support for | 
this argument may be derived from com- - 
parisons between the 2nd. and 3rd. editions 
of Maudsley's textbook(9, 10). His earlier 
discussion, of 1868, does not include tl 
topic of the “unnaturalness” of psychosis . 
in childhood. Neither is any comparison 
drawn between the child and the dog M 
the earlier passage relating to "purity" Of 
mind. One cannot help wondering if these 


«s reflect Maudsley's protest against 
Victorian attitude of sentimentality 
children ; an attitude leading to a 
of the possibility of childhood psy- 


ence, extra-scientific influences deter- 
early interest in the problem of the 
ective child. Either of a direct or indirect 
political character they created a 
of study which included the psychotic 

However, because their influence 
an educational one, the psychotic 
along with other pathological entities, 
as not distinguished as such. Only after 
ucational emphasis had changed were 
ditions created for the emergence of 

sychotic child as an object of study. 
As did not happen when the change 
k place. The emergence of the psychotic 
an object of study was further 


ent upon. extra-scientific factors, 
the strength of the mechanist 
ist mode of thought. The differ- 
between the views of Griesinger and 
dsley seem to have been determined by 
ct that the former's outlook was con- 

neither by his mode of thinking 
-by the changed social attitude to 


en. 


SUMMARY 


s paper attempts to account for the 
ities in the development of 19th 

ry knowledge of the psychotic child 
s of both scientific and extra-scien- 

actors. 

It is argued that extra-scientific factors 

mined the early interest in the de- 
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fective child with whom the psychotic 
child was first classed. A combination of 
both scientific and extra-scientific factors is 
claimed to account for the almost complete 
lack of interest in the problem in the second 
half of the century. An attempt is also made 
to account for the differences between the 
views of Griesinger and Maudsley. 
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PRECISION IN PSYCHOANALYSIS 


The purpose of this paper is : (a) to show 
that precise definition of terms is necessary 
if psychoanalysis is to become more scien- 
tific and useful, and (b) to demonstrate 
two contrascientific trends within clas- 
sical psychoanalysis resulting from its lack 
of precision: a refusal to face facts, and 
a tendency to retreat to a therapeutically- 
nihilistic “elite” status(1). These retreating 
trends tend to evoke hopeless abandon- 
ment of the interpersonal search for the 
cause and cure of mental illness, thereby 
leaving the field to chemists, geneticists 
and physiologists whose tools, though re- 
fined, appear unsuited for the analysis of 
human feelings and mental illness. 

We shall first attempt to define the word 
“scientific,” and to indicate the role of 
precision in scientific work. Second, we 
shall examine a recent classical psycho- 
analytic conceptualization to demonstrate 
its lack of precision and its unverifiability. 
Third, we shall try to show that a scientific 
reformulation of this conceptualization 
may make experimental and clinical veri- 
fication possible. Fourth, we shall examine 
Freud’s metaphorical method to show that 
it lacked precision and frequently con- 
fused reiterated hypotheses for proved 
facts. Finally, we shall examine Freud's 
unscientific justification of his opposition 
to precise definitions, and shall seek the 
Consequences in American classical psy- 
choanalysis today. 


WHAT DOES “SCIENTIFIC” MEAN ? 


. The Merriam-Webster Unabridged Dic- 
tionary defines “scientific” as “conducted 
++. Strictly according to the principles and 
Practice . . . of exact science, especially as 
esigned to establish incontestably sound 
Conclusions and generalizations by abso- 
Ше accuracy of investigation.” 

e phrase “incontestably sound" in- 
dudes the basic concept of verifiability. 
seecartes’ scientific concept of how HE 
ai : neue P 
Tun worked, as the neurophysiologist H. 


5 Clinical Instructor in Psychiatry, Albert Einstein 
E. “liege of Medicine, Bronx, N. Y. 


Magoun notes(2), “was so clearly put as 


to possess the danger of permitting easy 
determination of its truth.” 


Y 
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If “scientific” means “conducted accord- 
ing to the principles and practice . . . of E 
exact science,” we can examine the prac- — 
tice and principles of an exact science for 
guidance. Nobel Laureate Robert A. Mil- 
ikan(3), writes : - 


The first principle of the physicist, when he — 
uncovers a new phenomenon, is to determine E 
what he is to measure; the next is to devise — 
means to measure it(3a) . . . All scientific _ 
investigations which have led to real progress е 
have begun .. . by the treatment of simple — 
and specific problems with quantitative us 
ness, not by making deductions from general —— 
philosophical schemes or a priori principles ~ 
(3b). E 
One of the cardinal principles of scien- и 
tific work, therefore, is precision, both in 
definitions and in measurements. Mo 


A RECENT VAGUE PSYCHOANALYTIC E. У 
CONCEPTUALIZATION E 
Percival Baileys recent Academic Lec- .- 
ture(4) criticizing classical psychoanaly- 4 
E 

i 


sis drew an almost definitive reply from 
Ostow(1), one of the ablest of the classi- 
cal psychoanalysts. Let us apply the prin- 
ciples of scientific methodology which | 
Millikan has just described to one of Os- . — 
tow's key statements. 3 

As a hypothesis, Ostow offers the psy- < 
choanalytic proposition that “every man и 
has a tendency to enjoy a physical, sexual — 
relationship with his. mother.” Verification 
of this statement requires, as Millikan in- ~ 
dicates, determining what is to be meas- 
ured, and then determining how it is to ` 
be measured. 

As is unfortunately so frequent in psy- 
choanalytic statements, many words in 
Ostow' hypothesis have rather vague 
meanings. His use of the word "every" 
would mean the proposition disproved if 
one man on earth lacked this tendency. 
Does the word “man” mean an adult male, 
or does it mean all human males, or does 


“ery eh * 1 


тпа" 


all young human males, ie., boys ? 
believe Ostow is really referring to boys 
rather than to men. 

But the key word in Ostow's hypothesis 
; what does it mean? The 


| ency' is which we are measuring and 
against what yardstick. 
| The word “tendency” itself is an example 
of the fuzziness of definition so frequently 
seen in psychoanalytic writings. A “tend- 
ency" has a self-initiated efferent quality 
р similiar to that present in the psy- 
concepts of wishes, drives, im- 
pulses and instincts. But all these efferent 
concepts have two separate aspects: that 
which is either innately or experientially 
“responsive to stimuli, and that which is 
self-propelled, as were Freud's 
and death instincts. Failure to dis- 
T tinguish between the responsive and self- 
L initiated aspects makes Ostow's meaning 
For the sake of discussion, let us assume 
we know what Ostow's "tendency" means. 
How do we verify its existence ? 
"We are usually told that the hypothesis 
Lis validly confirmed by patients’ produc- 
tions in psychoanalytic treatment. But 
Grinker(5) denies that such confirmation 
is valid. He says : 


Using the tools of psychoanalysis, (psycho- 
_ analysts) find what they search for and little 
else. . . . The patient is the psychoanalyst's 
llaborator. Each interpretation may 


tor will refute it, although theoretical- 
“ly much is made of the patient's behavior as 


| pretations. We have demonstrated in our ex- 
| periments . . . (that) the patient-subject inter- 
almost everything that the psychiatrist 
re states as having therapeutic meaning. The pa- 
Lent is not an unbiased scientific colleague. 


4 _ Verification of a psychoanalyst’s hy- 
: sis by his patients’ responses is, 
etore, not a scientifically valid, inde- 
confirmation of the hypothesis, 
arly when the analyst determines 
er the student-patient progresses in 
course of psy c training. In- 
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stead, it may well be part of a closed! 
philosophical system. 

What other means are there of direct 
verification of hypotheses such as Ostow's? 
Is selecting(4a) "from a mass of data of 
observation those items which 
(one's) thesis" worth while ? Such a 
tion is valid in the formulation of hypothe- 
ses, but not valid in proving them. 

Isaac Newton(6) pointed to the lack 
of validity of "proofs" arrived at by such 
selection of data. He wrote : 


certainly seems to be, first, to inquire 
into the properties of things, and to 
these properties by experiments. 


The best and safest method of ice dini 


Psychoanalysis has had relatively few such 
experiments. Newton continues: 


Then, [one should] proceed more slowly to 
hypotheses for the explanation of them. For 
hypotheses ought to be used only in explain- 
ing the properties of things, and ought not 
to be assumed for determining them, except 
where they are able to furnish experiments. 
For if from the possibility of hypotheses alone, 
anyone makes a conjecture concerning 

true nature of things, I do not see by what 
means it is possible to determine certainty 
in any science, since it is always possible to 
devise any number of hypotheses, which will 
seem to overcome new difficulties. 


Hence, selection of data to fit a hypothesis 
by no means proves it; confirming a hy- 
pothesis is more important than, and 
should precede, elaborations upon it. 

Is the "general opinion" of the correct- 
ness of psychoanalytic concepts proof of 
its validity ? If this were so, the 
suddenly became spheroidal in 1492, after 
having previously been flat, and no one 
needed psychoanalytic aid before Freud 
appeared. "General opinion" therefore 
lacks validity as scientific proof. Conse- 
quently we must conclude that there are no 
direct proofs for the validity of Ostow's 
imprecisely formulated psychoanalytic hy- 
pothesis. | 

The only indirect proof for the classical — - 
psychoanalytic hypotheses lies in the value 
of the procedure in helping patients. Yet 
Teuber(7), discussing the Cambridge- 
Somerville experiment, points out that “the 
burden of proof is on anyone who claims _ 


1960 | 
specific results for a given form of therapy.” 
But when the American Psychoanalytic 
Association examined its members’ treat- 
ment results, it could not the value 
of the classical psych lytic treatment. 
Weinstock, chairman of the survey com- 
mittee, stated(8), “It is not that the figures 
can be used to prove analytic therapy ef- 
fective or ineffective.” Hence indirect 
therapeutic proof of the classical psycho- 
analytic hypotheses is also lacking. 

Consequently, there is no proof, direct 
or indirect, for Ostow's imprecisely for- 
mulated psychoanalytic Oedipal hypothe- 
sis, 


A VERIFIABLE REFORMULATION OF THE 
OEDIPAL HYPOTHESIS 


Is there sexual attraction (a more pre- 
cise formulation than “a tendency to enjoy 
a sexual relationship”) between a boy and 
his mother? I believe there is, because 
there are apparently inborn sexual re- 
sponses in all of us to members of the op- 
posite sex which may well be mediated 
outside of conscious awareness, and at 
least partly through the sense of smell(9). 
Since the mother is the female with whom 
the boy has most contact, his inborn sex- 
ual responses will probably be directed 
mostly toward her, but there may well 
be a corresponding unconscious sexual 
response on her part toward him as well. 
These concepts, unlike classical formula- 
tions such as Ostow’s, can perhaps be 
experimentally tested and quantitatively 
measured. But until such testing co 
them, they must be regarded as hypothe- 
ses only, no matter how many times our 
patients may confirm them, unless, per- 
haps, it can be clearly shown that using 
them is statistically helpful in accomplish- 
ing cure. 


AN EXAMPLE OF FREUD'S METAPHORICAL 
VAGUENESS 


Let us now examine an example of 
Freud’s metaphorical method, to see the 
lack of precision characterizing much of 
his work. That this led to later mysticism, 
with life and death instincts in eternal 
Unverifiable conflict, is well known. We 
shall, however, take an example from the 
more- scientific early part of his career. 
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In his " tion of Dreams" he 
discusses the vior of a hungry infant; 


and states(10), "nothing prevents us from 


of the psychical apparatus . . . in which 
wishing ended in hallucinating.” In this 
connection, let us recall Newton's state- 
ment(6) that "it is always possible to de- 
vise any number of hypotheses which will 
seem to overcome new difficulties." 

Freud maintains, essentially, that since 
the baby has been fed before, when he 
is again hungry, the memory image of the 
previous feeding might be experienced as 
a hallucination. But there is quantitatively 
a far cry between the memory trace of a 
previous feeding in a two-day-old 2 
and the relatively adult quality of a 
lucination, An hallucination of milk in- — 
volves the anticipatory differentiation of - 
milk from non-milk, something utterly be- 
yond the capacity of a two-day-old in- —— 
fant. Moreover, while perhaps(10) "noth- .— 
ing prevents us from assuming" this hal- - 
lucination, scientific method demands, as — 
Newton(6) points out, that such hypothe- 
ses "ought not to be assumed for determin- 
ing (the properties of things), except 
where they are able to furnish experi- 
ments.” In the 59 years since Freud's as- 
sumption of infantile hallucinations, what 
experiments have been made to prove or 
disprove them ? Yet this and many other 
unprovable assumptions continue to be 
accepted in psychoanalytic thinking be- 
cause one great man postulated them. 

But here, and elsewhere as well, Freud's 
lack of precision led him down an un- 
verifiable and therefore unscientific path. 
Was this imprecision accidental? Perhaps и 
it was at first, but it was later explicitly 
justified. Я 

We have seen how Millikan insisted that — — 
hypotheses cannot be verified until after ~ 
they have been rigorously defined, апа 
that hypotheses cannot themselves be de- - 
fined until their fundamental terms and .— 
basic concepts have previously been rigor- 
ously defined. But psychoanalysis соп 
sciously and explicitly declines to define its — 
terms rigorously ; it is as if Freud’s state- 1 
ments are, ipso facto, sometimes exempted 
from the scientific requirement for objec- 
tive verification. In reality, however, it i 


a long way from “nothing prevents us from 
assuming” to proven fact. 


‘FREUD'S JUSTIFICATION FOR “ELASTIC” DEFINI- 
‘TIONS 


The question of “clear and sharply de- 
fined basal concepts" is discussed in Freud's 
1915 paper, “Instincts and Their Vicissi- 
| tudes" (11). His concept of scientific meth- 
| od differs quite sharply from that of the 
© exact scientists already quoted. It also dif- 
‘fers sharply from Osler(12), who wrote 
| that “the leaven of science gives to men 
- habits of mental accuracy . . . which enlarge 
the mental vision." 
— Tn his 1915 paper, Freud correctly points 
ои that concepts are changed as a science 
"progresses. Continued investigation reveals 
“conceptual imperfections, and the concepts 
| and definitions are therefore changed ac- 
‘cordingly. Because, at the beginning of a 
‘Scientific investigation, we do not know 
concepts with absolute accuracy, 
ud incorrectly denied the necessity of 
е definition of the relatively accurate 
ptual tools with which the investiga- 


begins. 

When we deal with precisely defined 
icepts such as Newton’s or Descartes’, 
we can fairly easily determine the accura- 
and inaccuracies within them. Such 
minations result in more precise for- 
tions, which are then subjected to the 
е evaluative process, leading to still 
ater precision. 

When, however, we have no firm defini- 
tions with which to work, we find ourselves 
without a valid starting point. We are 
9 ently attempting to dissect warm 
with empty hands. The fact that con- 

and definitions become altered as 
esult of investigation is very different 
the idea that working definitions, like 
ors, should be elastic. 


n, rather: than merely being some- 
Stretched. A sexually altered dog is 
ite different from what it used to 
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be; there is no question of elasticity what- 
so ever. Just as an oak is quite different 
from the acorn from which it has grown, 
so is an hallucination quite different from 
an infantile memory trace. 

But, it might be said, psychoanalysis dif- 
fers from physics and mathematics inas- 
much as it deals with the unconscious, with 
feelings and with instincts. Ernst Mach(13) 
categorically rejected abdication of scien- 
tific method to the “instinctive.” He wrote : 


Instinctive knowledge is very frequently the 
starting-point of investigations. . . . This by 
no means compels us, however, to create a 
new mysticism out of the instinctive in science 
and to regard this factor as infallible. That 
it is not infallible, we very easily discover. . . . 
The instinctive is just as fallible as the dis- 
tinctly conscious. 


Freud failed to separate meticulously 
the mystical, self-initiatory aspects in his 
concept of instinct from its scientific re- 
sponsive aspects. This failure, continued 
by some of his followers, has helped lead to 
the pessimistic religious trend which has 
pervaded much of classical psychoanalysis 
for so long. Indeed, the psychologist Joseph 
Lyons(14) recently noted that 


If there is one all-pervading faith that binds 
twientieth century western man, it may be 
found in his uncritical acceptance of the value 
of psychotherapy. If there is a universal answer 
offered in these times for the anxiety that is 
supposed to be the mark of the age, it lies 
in the role of the patient in psychotherapy. It 
is our new religion, arising out of and efficient- 
ly tailored to the moral crisis of the day. 


THE RESULTS OF IMPRECISION IN CLASSICAL 
PSYCHOANALYSIS TODAY 


Freud's refusal, continued by his follow- 
ers, to define terms meticulously has led, in 
part, to the rather poor estimation other 
scientists hold of psychoanalysis. James 
R. Newman(15), author of The World of 
Mathematics, recently reviewed a new psy- 
chological and psychoanalytic dictionary. 
Referring to these fields, he wrote : 


A discipline cannot live without words, but 
words can corrupt and destroy it. This ex- 
plains the importance of good science diction- 
aries, which are as much works of criticism as 

are guides to usage. No subjects are in 
greater need of such services than psychology 


and psychoanalysis. The vocabularies of both 
these wildly flourishing branches of study are 
plagued by amateurishness, pretentiousness 
and a general professional weakness for fancy 
terms. As Goethe wrote in Faust, “When ideas 
fail, words come in very handy.” 


This is one example of an exact scientist's 
view of psychoanalysis today. 

Percival Bailey(4a), the distinguished 
neurosurgeon happily turned psychiatrist, 
wrote : 


I know that there are attempts to prove that 
psychoanalysis is a science. They do not con- 
vince me and have convinced very few objec- 
tive observers(4b). Even Freud (4с) admitted 
that it is only a sort of post-dictive science, 
lacking in power of synthesis and prediction. 
Science cannot be built on the insights of 
visionaries or on the mutual titillation of inter- 
disciplinary minds at Palo Alto, or elsewhere, 
Science can be built only by the cautious, 
laborious verification, step by step, of one’s 
hypotheses, establishing each one solidly be- 
fore passing on to the next. As Jones says (4d), 
Freud had no patience with such a method. 


This is another example of an exact sci- 
entist's view of psychoanalysis today. 


TWO UNFORTUNATE PSYCHOANALYTIC 
RESPONSES 


Two important contra-scientific trends 
can be seen within classical psychoanalysis 
in response to its general scientific vague- 
ness and to its specific failure to prove its 
therapeutic effectiveness. The first trend 
declines to reveal the data about its lack 
of therapeutic effectiveness, and seeks to 
rationalize away this anti-scientifie sup- 
Pression of data. The second trend main- 
tains that only a psychoanalytic "elite" are 
capable of meaningfully evaluating both 
themselves and their results. 

The first trend is exemplified in Wein- 
Stock's explanation of the American Psy- 
choanalytic’s decision not to publish its sur- 
Vey results. "The material on which either 
Opinion is based (whether or not psycho- 
analysis is therapeutically effective) is in- 
adequately established, and controversial 
Publicity on such material cannot be of 
benefit in any way." This fear of "contro- 
Versial publicity" includes refusal to allow 
investigators who are not members of the 
American Psychoanalytic even to see the 
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report unless they in advance to 
keep the material Lm cor This is 
material which has already been circu- < 
larized to the membership of the American ^ 
Psychoanalytic, and which has already been — 
described in detail in the New York Herald 
Tribune. 

How scientific is this point of view ? 
Avoidance of "controversy" (£e, disa- 
greement) and suppression of data because І 

they might support the "wrong" side still 
occur in politics, but have not been in style — 
in astronomy, for example, for about 3507 
years. At that time, Tycho Brahe spent 25 
years making astronomical observations to — 
destroy the Copernican heliocentric theory. — 
His observations were, however, available | 
to Kepler, who used them to prove the — 
Copernican doctrine, and to place it on — 
a firm foundation. Ж 

It would appear to me that the general - 
public and the healing professions in par- — 
ticular would greatly benefit from the pub- 4 
lication of the results of treatment at the — 
hands of members of the American Psycho- 
analytic Association. The Bible says, “The 
truth shall make you free." It seems to me — 
that the only people to whom “publicity — 
on such material cannot be of benefit in - 
any way'(8) would be individuals who, 
for some reason, may be afraid of what ће — 
truth will show. But science itself is more — 
important than the reputation of any indi- 5 
vidual scientific worker, or of any particular 
group of workers. ў 

The second unfortunate trend in classi- 
cal psychoanalysis maintains that only the 
psychoanalytic "elite"(1) are capable of 
meaningfully evaluating both themselves 
and their results. 


The analyzed are an elite . . . in the sense © 
that they have had certain filters removed from 
their visual apparatus so that they can now see 
clearly what they previously could not see at 
all, or could see only with serious distor- — 
tion(1). Ка 
While training analyses аге often helpful, 
ascription of such crystal-clear thinking 
only to the products of "authentic" psycho- — 


analysis (which Ostow contrasts with the © 


*shoddy perversions and dilutions that 
usurp its name"), suggests a defensive de- ~ 
vice more than a statement of scientific fact. 

For Ostow's statement to be completely . 


accurate and for all the filters to be re- 
moved, a perfect training analyst would 
be required. But no human being is per- 
fect. 

Indeed, there are data suggesting that 
the training analysis may even add visual 
filters not previously present. Edward 
— Glover, as "authentic" an analyst as there 
— is, writes(16), 


Training analysts’ methods of analyzing candi- 
dates are influenced by their own character 
| formations and peculiarities, and by the train- 
— ing they (themselves) have undergone. These 
T peculiarities they, in their turn, are quite likely 
to transvey to their pupils. 


I have known several analysts both be- 
| fore their training analyses began and since 
they have finished them. It seems to me, 
~ as an observant friend, that most of them 
_ are stiffer, less courageous and less human 
E their supposedly successful analyses 
than they were before. Some are members 
of the "authentic" American Psychoanalytic, 
“and some are not. From my own small 
"sample (hardly enough for a hypothesis, 
and certainly not for an assertion), those 
“who have been “authentically” analyzed 
— by training analysts of the "approved" New 
| York institutes seem, in general, to be less 
warm, less spontaneous, less human and far 
‘More arrogant than those friends whose 
і were conducted under the aegis 
_ of one or another of “the shoddy perver- 
sions and dilutions that usurp the name" of 
_ psychoanalysis. 
If classical psychoanalysts wish to make 
_ а secular religious cult of themselves, no- 
Боду can stop them, even if the conse- 
А Е affect our entire society. It is also 
í privilege disdainfully to flee the epi- 
_ demic of mental illness which Dr. Gunnar 
Gundersen, President of the American 
| Medical Association, describes as sweeping 
| our country. 
_ But, as “authentic” Allen Wheelis writes 
(17), “Knowledgeable moderns put their 
backs to the couch, and in so doing may 
fail occasionally to put their shoulders to 
the wheel.” Might not those who “authen- 
tically” worship Freud’s great courage be 
тени if ae Баана it as well ? 
© +he more widespread the classical psy- 
| choanalytic retreat from American aN 
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atric realities, the more the classical 
analysts leave the field of investigation of 
mental illness to chemists, geneticists and 
physiologists, whose tools are not designed 
for the best available understanding of 
human feelings. There is some danger that 
this classical psychoanalysts retreat from 
reality will tend toward the abandonment 
of perhaps the greatest contribution by 
Freud to psychiatry : his recognition that 
mental illness arises from distorted inter- 
personal relationships, beginning with the 
family of origin. 

This retreat of some classical psychoan- 
alysts also abandons the most potent tool 
there is in the field, a tool scientifically 
defined by Freud's genius, and used, al- 
though in part incorrectly, by him and his 
followers: the emotional interaction be- 
tween patient and doctor. This retreat also 
abandons one of the most effective curative 
techniques yet devised in psychiatry : free 
association into the past to discover the 
"reminiscences" still plaguing patients. 

All of these potent contributions to hu- 
man welfare would be jettisoned should all 
of classical psychoanalysis withdraw to sulk 
in elite secrecy. It could then perhaps join 
other self-proclaimed aristocracies, such as 
Virginia Woolfs “aristocracy of sensibility. 
But is not retreat into such “elitism” an 
abdication of the physician’s responsibility 
to the patients needing his aid ? 

I believe the science of interpersonal re- 
lationships which Freud founded сап, 
when properly modified, lay open the 
causes and nature of functional mental 
illness. I believe that only psychoanalysis 
has forged the scientific tools able to over- 
come the effects of man’s inhumanity to 
man, perhaps the prime cause of human 
fear and mental illness. 

Fortunately, despite the negative trends 
mentioned above, psychoanalysis is far 
from dead. The incisive work of Ackerman 
(18) and others on intra-family interac- 
tions, the distinguished studies which Spitz 
(19) has made on insufficiently fondled 
children, Ferenczi’s(20) demonstration that 
the analysts warmth is a necessary Con- 
dition for cure, and Fromm-Reichmann’s 
(21) brilliant sensitivity with schizophren- 
ics all encourage the hope that precise 
knowledge of the effects of interpersonal i 
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warmth at the breast, in the home and 
role-appropriate warmth in the office can 
help us fulfill our task of preventing and 
curing mental illness. But for us to do so, 
we must also return to scientific precision, 
even in the presence of human warmth. 


SUMMARY 

Scientific precision has far too often been 
consciously excluded from classical psy- 
choanalysis, because Freud rejected it. In 
consequence, classical psychoanalysis has 
assumed many of the trappings of a reli- 
gion, and lost many of the essential charac- 
teristics of a science. Two anti-scientific 
trends in the field, defensive secrecy and 
arrogant “elitism,” seem to have 

in part as a result of perpetuation of this 
lack of precision. 
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P notes(1), the reasons given in the note for 


the 

_ tion 
i the reason in the note since 
the individual may have been too disturbed 
0 give a clear account of the circumstances 
ding to the suicide act. The purpose of 
, therefore, is to estimate whether 
accurately reflects the situation, by 
ng the reason given in the note with 
from relatives, friends, or fam- 
the official investigation of 
the Office of the Medical 


- himsel] 

P In the study referred to above, notes 
rere left by 165 suicides. Thirty percent of 
tlie notes gave no clue as to the reason for 
the suicide; in 32% of the cases the record 
Showed no informant. The number of cases 
in which reasons for the suicide were avail- 


ОЁ informants was 87: 15 (mostly physi- 
i 05) unrelated to the suicide, 53 close 
МаНуеѕ (spouse, children, parents, sib- 
), 18 more distant relatives (nephew, 
ріесе, in-laws), and 1 with relationship not 
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AND RESULTS 


‘Each of the 3 authors independently 
ted the reasons given in the 63 notes. 
the paired-agreement method, the 
it of agreement among any 2 raters 
from 84% to 91%, the amount of 


on of Mental Health, Public Health Serv- 
nent of Public Health, Philadelphia, Pa. 
nwealth Mental Health Center, Philadel- 


ision of Statistics and Research, Public Health 
Department of Public Health, Philadelphia, 


Public Health, Philadelphia, Pa. 


CREDIBILITY OF SUICIDE NOTES 


- 


ROBERT J. KLEINER, Pu.D.,? 
LAVELL, M.S.S.? 


partial agreement from 3% to 8%, and the 
amount of disagreement from 3% to 6%, 
To compare the reason given in the 
note with that given by the informant, it 
Was necessary to have agreement on all 
notes. Theréfore, the raters jointly re- 
viewed any notes on which there was not 
full agreement. The reason agreed upon was 
then compared with that given by the 
informant, as stated in the records of the 
Office of the Medical Examiner. 

In general, the reasons given by inform- 
ants were more specific than those found 
in the notes. This is understandable since 
reasons given by informants are responses 
to direct questions by official investigators 
regarding circumstances leading to the 
suicide. The writing of the note, on the 
other hand, is an unstructured situation ; no 
request was made of the individual to pro- 
duce a note and there were no norms to 
guide him about its content. Some indi- 
viduals gave detailed information, readily 
understandable by anyone reading the note, 
about their life situation and the factors 
that played a part in their decision to kill 
themselves. More often the information was 
somewhat obscure, but presumably clear 
to the individual to whom the note was 
addressed. For example, a note from a wife 
to her husband might not and would not 
need to contain a detailed account of the 
precipitating circumstances already known 
to him. In such cases, the note might just 
refer to the fact that she could not go on 
living under these conditions. 

The comparisons of reason in the note 
and that given by the informant were clas- 
sified into 3 categories: agreement, com- 
patibility, and disagreement. The second 
category was necessary because some cases 
could not be classified in terms of agree- 
ment or disagreement, perhaps owing to the _ 
difference in the structuring of the situa- 
tion for note-writer and informant. Ex- 
amples of each of the 3 categories are 
shown below. For each category, the com- 
plete note is reproduced with the names | 
omitted. The reason in the note as agreed - 


upon by the 3 raters and that given by the 
informant are also shown. 


1, Agreement 

L am losing the sight of both my eyes. Please 
take good care of the dogs. I have a heavy 
overcoat and trousers being cleaned at F——— 
on Ogontz, above 67th. 

Reason agreed upon by raters—Losing sight 
in both eyes. 

Reason given by informant—Brother: Eyes 
bothering him and was in poor health. 


2. Compatibility 


want to stand in your way. 

The house will be yours and D——'s equally 
to live in as long as you 2 wish I'm no good 
by myself & don’t want to stop you and 
D——— from having fun. So this is the only 
thing I can think of. 

_ I never realized before how much I was 
in the way. God bless and keep you both safe. 


All my love. 
Mother 


Reason agreed upon by raters—Desire not 
to stand in children’s way, loneliness. 

Reason given by inf i : De- 
Spondent since the death of her husband 2 
years ago, and was under doctor's care. 


3. Disagreement ; 
My soninlaw is the cause of this, © 


Reason agreed upon by 
difficulty with son-in-law, 


Reason gioen by informant DM 
depressed since death of wife a year ago. m 
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agreement Y 
Moe eel h 

there is 75% agreement and, in. 
addition, 18% compatibility. Only 7% of 
cases show disa А 


tween informants 
presented in Table 1, shows 
agreement than between note and i 
ant, but the difference is not statist 
significant. The compatibility between reati 
sons given by 2 informants may be due o. 
variation in familiarity with the sipi- 
tating circumstances rather than to the dif- _ 
ference in the structuring of the situation. —— 


prec 


DISCUSSION AND CONCLUSION 9 | 

The data indicate clearly that credence — 
can be given to the reason found in Ње 
suicide note. This conclusion is w: У 


utilized the second informant in these cases. 
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TABLE 1 
COMPARISON BETWEEN NOTE AND INFORMANT 
AND BETWEEN 2 INFORMANTS 
ERE MENTO o EL I 
Note and Informant 
Category Comparison 1* Comparison 2° Informanis 1&2 
n=63 n=63 n=24 
% . 96 926 

Agreement 15 75 63 
Compatibility 18 18 21 

agreement / y^ 7 16 


— * Comparison 1 utilized the first informant in the 24 cases with 2 informants, 


and comparison 2 


ant. In addition, the amount of 
n between note and informant is 


e agreement between note and inform- 
annot be attributed to the possibility 
the informant had access to the note 
merely repeated the reason in it. As- 
easiest access to the notes for close 
з, less for more distant relatives, and 
st for individuals unrelated to the sui- 
comparison of note and informant 
no difference among the 3 groups in 
nt of agreement, compatibility or 


[us 
ent. Moreover, it is unreasonable. 


s um 
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- to expect that the informant, presumed to 1 


be a normal individual, would give the 
same reason as that found in the note un- _ 
less he thought it to be correct. Even if the 
informant did subscribe to the distorted 
perceptions of an individual who killed 
himself, the high amount of agreement 
between note and informant suggests that 
as much confidence can be placed in the 
note as in the informant. 
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Careful detailed observations were made 
on 14 private patients unresponsive to psy- 
chotherapy alone. Because of ideal condi- 
tions, frequent visits, and duration of con- 
tinous treatment, it is felt the results have 
a definite clinical value. 

It was concluded that when administered 
to patients in certain categories, isocarboxa- 
zid? is an extremely safe and effective anti- 
depressant. Because it is effective, however, 
there may be a tendency to use it in less 
typical cases with uniformly disappointing 
results. 

The usual starting dose was 30 mg. daily, 
with later reduction to 20 or even 10 mg. 
daily. 

Uniformly excellent results were observed 
in depressed but non-psychotic patients. 
The typical complaint was a feeling of de- 

© pression accompanied by difficulty in mak- 
ing decisions and a sense of inferiority, 
inadequacy and inability to perform, and 
occasional ideas of suicide. Here isocarbox- 
azid was very effective in relieving depres- 
sion, but as one would expect, the underly- 
ing neurotic process remained unaltered. 


One 56-year old, married, childless female 
had suffered for 3 years from an incapacitating 
depression that occurred every other day with 
such regularity that following a major opera- 
tion it remitted for about 3 weeks and then 
resumed its course in exactly the same cycle. 

Two courses of ineffective electroshock ther- 
apy were followed by two years of psycho- 
therapy with some increased insight but no 
genuine clinical improvement. Given ipronia- 
zid, she experienced improvement for the first 
time. After 3 months she was switched to iso- 
carboxazid, principally to lessen the possible 

__ tisk of liver damage because of previous infec- 
tious hepatitis. Her improvement was so 
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marked that she felt her old self again. 
a year later this improvement still obtains. A 

The comparative safety of isocarboxazid is | 
illustrated by the case of a middle-aged man _ 
with a chronic compulsive neurosis. D 
analysis he developed a very severe depression _ 
which was unresponsive to analysis ог psycho- _ 
therapy. D 

The effects of iproniazid were so dramatic 
that he was soon able to return to his position. 
as a business executive. After about 6 w 
however, he developed hepatic complication 
the drug was discontinued, and within 2 1 
a complete relapse had taken place. Isoca 
zid was instituted and in 2 weeks there w 
complete remission. Four months later the pz 
tient is still taking the drug with no clin 
laboratory signs of any hepatic toxicity. A 
though this is only one case, it would seem- 
indicate that the drug must be extremely : 
tolerated by the liver. 


Two cases of reactive depression wi 
treated. One man had an alcoholic wife and | 
the others wife was chronically nagging, - 
quarrelling and perpetually dissatisfied 
Both patients were restored to normal mood _ 
and function within 10 days on a dosage of 
10 mg. isocarboxazid t.i.d. 

Two elderly females with addiction pro 
lems (tranquilizers and chloral hydrate) 
became depressed after withdrawal of med- 
ication and a week of withdrawal 
toms. Isocarboxazid was administered in 
the usual daily dosage. About a week lai » 
the depression was relieved and both we 
able to resume their former interests ai 
activities. D 

Isocarboxazid seems to be most useful in - 
patients who exhibit both motor and psy- 
chic retardation, but it is often effective 
those who also have considerable tensi 
and agitation. 

The only consistently observed side 
fects were increased muscle tension, inso 
nia and transient attacks of dizziness, 
sumably due to vascular hypotension. 
former were in most cases not 


ere З 
гео o warrant therapy, but if neces- 
" sary they were readily controlled with mod- 
erate doses of sedatives or tranquilizers. 

Dizziness was easily managed if patients 
1 were cautioned against sudden changes of 
: and advised to sit down for а mo- 
f mient until the attack passed. 


E THE ESTIMATION OF PHENOTHIAZINES USING 
| CHEMICALLY IMPREGNATED PAPER STRIPS 


JACK J. HEYMAN, M.S., BARBARA BAYNE, B.S., anp SIDNEY MERLIS, М.р. 


"Methods for the rapid estimation of 
, othiazines have been developed by 
"Forrest 1, 2, 3, 4, 5). In our laboratory we 
have investigated the use of treated paper 
"strips for these determinations. In a previous 

publication(6) we described a FeCl;-im- 
F ed sulfonic acid resin-impregnated 
"test strip. Lin(7) modified this to a FeCl- 
_ impregnated Whatman ЗММ paper. How- 
: E the yellow background of these papers 
— does not make slightly positive results read- 
‘ily ascertainable. We have therefore de- 
veloped other strips to remedy this diffi- 


MATERIALS 


— wide, 7" strips were cut. The paper was 
treated with either .001M mecuric nitrate 
(343 mg. Hg(NO)s.H30/ 1 H,O) or 
1M Uranyl nitrate (502 mg. UO.(NOs)>. 
Н.О) by immersion in the solution. 
The paper was placed on clean paper towel- 
ing and air-dried. 
* "The ammonium persulfate treated strips 
"were made by the addition of 90 g. of am- 
im persulfate to one liter of .001M 
ecuric nitrate or one liter of the uranyl 
e solution. The paper was then treated 
, these solutions. The strips may be used 
- without drying. They are not stable for more 
| a few days when dry and should be 
irded when they become discolored. 


| From the clinical facilities and research laborato. 
т 2 t à а у 
е а sion, Central Islip State Hospital, 
МҮ. : 


CLINICAL NOTES 


SuMMARY 


Careful detailed observations were made 
on 14 private patients unresponsive to psy- 
chotherapy alone. It was concluded that 
when administered to patients in certain 
categories, isocarboxazid is an extremely 
safe and effective antidepressant. 


drop of urine on the paper. A drop of 3% 
H0, was applied to the same spot. After 
a few moments a drop of concentrated HCl 
was applied to the spot. When the am- 
monium persulfate paper was used the 
H:O, was omitted. A negative result gave 
no color. À positive result gave a violet 
color. The colors were graded against the 
color chart present in Figure 1. 

To test urine in suspected cases of over- 
dose the procedure is changed slightly. The 
acid is placed adjacent to the sample spot 
after the peroxide addition. With a nega- 
tive sample the paper remains white. A 
positive result with unmetabolized pheno- 
thiazines is red to red-brown. The amount 
of drug present was estimated by compari- 
son to a color chart. The chart presented in 
Figure 1 was developed for the ammonium 
persulfate treated strips. When the НО is 
used, slightly lighter color develops be- 
cause of the spreading of the sample. The 
estimate was also carried out by running 
serial 1:1 dilutions with distilled НО until 
a negative result appeared. The “ap- 
proximate minimum detectable quantities 
(AMD)" of several phenothiazines are pre- 
sented in Table 1. The AMD multiplied by 
the dilution factor gives the estimated drug 
concentration in milligrams/milliliter : 

2 x AMD=concentration, where n=? 

of the tube in 1:1 dilution series. 

The usefulness of the strips in the testing 
of urine samples was examined. To check 
our results, the Forrest Universal(5) test 
and the Forrest test for piperazine-linked 
phenothiazines(4) were run on the same _ 
samples. 


PHENOTHIAZINE TEST 

| SAMPLE 
URINE 
grade 2 3 4 
om A 
mg./ ml. 1.56 78 19 
TRILAFON 
mg./ml. .31 15 .08 
COMPAZINE 
mg./ml. .62 .31 «5 
THORAZINE 
mg./ml. .39 .098 .049 
"C ЕШ ШШ 
mg./ml. 2.5 125 62 
STELAZINE 
mg./ml. 1.0 5 25 


D ce disi 


Test Hg, H40. 
Thorazine К Y 
Stelazine .031 .062 
Vesprin .019 .019 
Sparine .048 .048 
Trilafon .039 .019 
Compazine .038 .038 


RESULTS 


In a series of 400 urine samples from 
geriatric patients, approximately 154 false 
positives with a graded color of one or more 
were observed with the strips and both For- 
rest tests. The high rate of false positives is, 
in part, related to elevated levels of bile 
pigments as pointed out by Forrest. The 
false positives could not be correlated with 
the intake of other drugs. 

The overall agreement of the Forrest tests 
with the strips was of the order of 86% 
agreement. 

In a series of 19 chronic schizophrenic 
patients, who had not been on any pheno- 
thiazines in several months, the same series 
of tests were run. These results (Table 2) 


TABLE 2 


COMPARISON OF THE RESULTS WITH TEST 
STRIPS AND Forrest TESTS 


Test Negative Grade-+1 Grade +2 
U/H;O; П 7 1 
Hg/H,O, 11 Т КД, OU 
U/NH4S,0; 11 7 1 
Hg/NH,S,0, 11 7 1 
Forrest Universal 6 11 2 
Forrest 
piperazine-linked 7 10 2 


were used as control values. This group of 
patients was retested after phenothiazine 
therapy was instituted, Five patients failed 
to show an increased color development 
with the strip tests and the Forrest tests 
during the first week of treatment. Three of 
them received 15 mg./day of Stelazine. The 
other two received 50 mg. of an experi- 
mental phenothiazine, WY-2445.? 
1 


? This compound was supplied through the courtesy 
of Wyeth Laboratories, Philadelphia, Pa. 


TABLE 1 Р ү" 
Tue AMD's or Various PuENorTHIAZINES IN MG./ML. 


.062 .062 250 — 
.019 .019 031 
048 .048 015 
-039 .039 .009 
.038 .038 4931 — 


An additional 31 chronic schizop! 
were tested after drug therapy was s 
Of this group, 9 failed to show positive re 
rults with the Forrest tests or the strips : 
their morning specimens. Specimens we 
taken 3 hours after the A.M. drug a 
tration. The amount of Stelazine р 
5 mg. and the amount of WY-2445 
mg. When 3-hour urine samples 
ed, positive results were consistent 
served. ^ 


mb 
min 


CONCLUSION 


The Forrest tests and the test strips 
essentially the same results. These m 
for testing for phenothiazines excreted 
the urine require some caution on the p: 
of the observer. A positive test may Бе: 
dicative of phenothiazine intake, but 
may be due to bile pigments or other 
cretion products. A negative test may 
indicative of no drug intake or low in 
When interpreted with caution, these tes 
remain valid for estimating phenothiazin 
intake. qu 
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IMIPRAMINE THERAPY OF DEPRESSIVE SYNDROMES 


| LEON REZNIKOFF, M.D.' 


In recent years numerous reports ap- 
in psychiatric literature abroad and 
in this country dealing with the use of new 
logical agents in the treatment of 
states ; several monoamine oxi- 
15е (MAO) inhibitors have been found 
helpful in alleviating depressions. 
T However, these investigators in discuss- 
E MAO inhibitors emphasize the need 
frequent and periodic laboratory studies 
liver function; these tests while very 
al in determining the slightest damage 
the liver, frequently alarm the already 
apprehensive and hypochondriacal patients 
о such degree that the effectiveness of the 
drug may be nullified by emphasizing the 
- possibility of body damage. 
— The therapeutic usefulness of the MAO 
itor drugs in depressions had been es- 
hed beyond any doubt but the draw- 
of possible liver damage makes it 
ult for the clinician to prescribe these 
for some ambulatory patients. 
Therefore, a drug which is not a MAO in- 
- hibitor, and is not likely to produce serious 
—side effects should be most useful in the 
treatment of ambulatory depressive pa- 


` 
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— During the past year I have been using 
nipramine hydrochloride (Tofranil)? in 
е treatment of depressions. It is not a MAO 
and according to our present 
knowledge is not apt to produce any liver 
damage. This brief report deals with the 
reatment of 40 depressed patients divided 
two groups : the first group consisted of 
ambulatory patients treated in a private 
the second consisted of 15 patients 
wnited to a public mental hospital. 
pum to the following diagnostic 
cations : 


ato 


inhibito 


ту group: endogenous depres- 
13; 3 aN depression, 6; agitated 


b zed group : manic-depressive re- 

C *Clinical Director, Hudson County Hospital fi 

> An Diseases, Secaucus, N. J. ое 

ert a hydrochloride generously supplied for 
study Geigy Pharmaceuticals under name of 


action, depressed, 8 ; involutional psychotic 
reaction, 2; schizo-affective reaction, 5. 

The youngest patient was 24 years old, 
the oldest 75. There were 15 male, and 25 
female patients. 

Extensive laboratory studies have been 
carried out for the hospitalized group; 
transaminase tests for liver function and 
blood counts were performed at weekly in- 
tervals ; patients have been closely observed 
for any side effects. Blood pressure and 
weight recorded weekly. The most frequent 
complaints consisted of, in the following 
order of frequency : dryness in the mouth, 
profuse perspiration, constipation, dizziness, 
blurred vision and hot flushes. One patient 
during the course of treatment with imi- 
pramine developed a mild hypomanic state, 
which subsided in about 2 weeks. Since 
imipramine produces atropin like effects it 
is contra-indicated in glaucoma, When 
there was gain in weight it was attributed 
to the alleviation of depression and return 
of appetite, rather than any special side 
effect of imipramine, since patients who 
failed to improve clinically, also failed to 
gain weight although they had been on 
imipramine for over 3 months. 

The treatment was started with 25 mg. 
3 or 4 times a day and increased to 150 mg. 
per day ; only a few patients required larger 
doses; maximum dose used in 2 cases 
amounted to, 225 mg. per day in divided 
doses. 

Most of the ambulatory patients had 
anxiety elements in their clinical picture of 
depression ; addition of a tranquilizing drug 
to the imipramine regime during the day, 
and barbiturate at night to facilitate sleep 
had been found most effective. 

All patients were interviewed at least 
twice a week during the first 2 or 3 weeks 
on therapy ; after that at weekly intervals ; 
psychotherapy of supportive type was em- 
ployed with all аа ius the 
ambulatory patients received directive psy- 
chotherapy. Thirty-two (80%) patients in 
both groups either achieved complete re- 
mission, or improved to such extent that 
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; had been able to return to their former 
"occupation. Eight patients (20€) either 
showed slight improvement or transient 
changes, and therefore were classified as 
unimproved. Because of tendency of de- 
pressive patients to relapse, treatment with 
imipramine was carried on for at least 3 
months, although the dose was reduced 2 
weeks after patients achieved what seemed 
to be maximum improvement; however 
with some patients improvement was so 
marked, that imipramine could be discon- 
tinued after 2 months. 


SuMMARY AND CONCLUSIONS 


Forty patients suffering from various de- 
pressive syndromes had been treated with 
imipramine hydrochloride for a period of 
3 to 12 months. 

Remissions and marked improvement had 
been obtained in 80% of cases. 


Liothyronine is a potent hormone with 

qualitative metabolic and physiological ef- 
fects of desiccated thyroid and L-Thyroxin, 
differing only in its chemical structure, 
previously used in the treatment of low 
basal metabolism without myxedema, in 
obesity, cretinism, sterility, alcoholism, and 
Mental disorders. 
- Some authors have reported relief of mild 
to moderate ambulatory depressive states 
but could not explain why some patients 
responded while others did not. 

Twenty-four hospitalized chronic schizo- 
Phrenics were selected for treatment. Ages 
Varied between 24 and 48 years (average 
36.7 years). Duration of illness 1 to 31 
‘Years (average 8.5 years). 

Despite different admission diagnoses, 
symptoms of: withdrawal, unsociability, 
EE————c— 

- l"Cytomel" trademark for liothyronine (triiodo- 
thyronine), furnished by the courtesy of S.K.F. Lab. 
2 Respectively : Resident Psychiatrist, Clinical Di- 

г, and Superintendent, Columbus State Hospital, 
lumbus, Ohio. 


CLINICAL NOTES 


TREATMENT OF CHRONIC SCHIZOPHRENICS WITH 
LIOTHYRONINE (L-TRIIODOTHYRONINE )* 
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depressive feelings is not dramatic and sud- 
den, as with ECT, but rather gradual. 

In refractory patients with a tendency to 
relapse, the drug had been administered in — 
reduced dosage for 12 months, and а 
ently can be continued indefinitely ; is 


maintenance, or preventive ECT. 1 

In none of the 40 patients did imipramine 
have to be discontinued because of side | 
effects, although several patients com- 
plained of dryness of the mouth, profuse 
perspiration, constipation, dizziness, blurred 
vision and hot flushes. 


seclusiveness, inactivity, depression, and .— 
uncooperativeness, varied. Some were un- 1 
kempt, negativistic, taciturn, at times mute, — 
with minimal signs of overt anxiety. All had .— 
previously received tranquilizing medica- - 
tions without major or lasting improve- - 
ment; 21 patients had previously received 
electro-convulsive therapy and 9 insulin 
therapy, with only temporary benefit. Ev 
C.B.C. and urinalysis were performed on — 
all cases, cardio-vascular disease was ruled — 
out. P.B.I., B.M.R., and serum cholesterol 
were not determined ; our chief interest was 
the mental status of the patients. Vital signs 
and weights were checked at regular inter- ` 
vals. All were free of physical disease except 1 
one male and one female patient who had ^ 
shown thyroid insufficiency on previous 
examination. One had been treated with 
thyroid, the other received thyroid 1 gr. daily — 
concurrently with the liothyronine. Y 
Each patient served as his own control, ~ 
receiving divided daily oral dosage, over a — 
13-week period, the smallest dose 10 mcg., 
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Physical Effects: Vital signs stayed 
in normal limits, no signs of cardiac 
lure were noted. There were no re- 
rts of dizziness, headaches, excessive 
ating, pruritus, menstrual disturbance, 
excessive urination. Some patients 
ed an increased appetite; 8 gained 
sight, 12 lost and 4 stayed the same. 

x showed minimal side effects as : rest- 
ness, tension, anxiety, fear, and sleep- 
ness. Five females showed extrapyram- 
syndrome signs, with rigidity, shaking 
remities, staring looks, mask-like facies 
. dragging of feet. They also showed 
rked side effects and mental confusion 
medication was discontinued. Thirteen 
nts were free of any side effects. 
sychological Results: Of the 24 pa- 
its; 8 showed improvement (cyclic), 
по change, and 4 were worse. Thi 
c improvement had never been pre- 
ly observed. The degree of improve- 
t can only be described as minimal. 
ring the periods of clinical improvement, 
itients were more alert, active, social, 
talkative. They paid more attention to 
lves and their surroundings. Some 
e more industrious. Depression and 
withdrawal were less noticeable. In general, 
improvement was not only periodic but 

ted chiefly during the peak dosage, 
diminished or disappeared as the medi- 
n was reduced. 
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In the 4 patients who appeared worse, 
restlessness, sleeplessness, tension, lack of 
interest in themselves or their surroundings, 
and depression were noted. Delusions and 
hallucinations appeared intensified and 
were more readily expressed. Two patients 
were also hostile, irritable, fearful, and un- 
cooperative ; 4 patients, including 2 of the 
improved group displayed overt sexual in- 
terest toward other patients, nursing staff, 
physicians, and relatives. 

Changes for the worse occurred at any 
time after the first two weeks of treatment. 


SuMMARY AND CONCLUSION 


Half of the group of 24 showed tem- 
porary changes. These changes were maxi- 
mal at the peak doses, either in the direction 
of decreased depression and withdrawal 
(8 cases) or increased restlessness and ten- 
sion (4 cases). These changes were not 
lasting, and as the medication was de- 
creased, the group as a whole returned to 
its original level. The temporary periods of 
improvement occurred in a peculiar cyclic 
pattern, lasting from a few days to a few 
weeks at a time. 

In higher doses the drug was accom- 
panied by changes in the mood and activity 
of chronic schizophrenic patients, but did 
not bring about a lasting or dependable 
improvement in psychiatric status or hos- 
pital adjustment. The use of liothyronine 
in psychiatric disorders must still be con- 
sidered in experimental stage. 


DR. UGO CERLETTI 


I recently asked Professor Ugo Cerletti 
of Rome, Italy, to tell me the story of the 
first electroshock treatment. 

Prior to assuming the professorship in 
psychiatry in Rome in 1935, Cerletti had 
for a number of years been investigating 
histopathologic cerebral changes conse- 
quent to convulsions in animals. To avoid 
artifacts, from toxic substances or from the 
passage of electricity through the brain, he 
did not use drugs to produce the convul- 
sions and placed the electrodes one in the 
rectum and the other in the mouth (Viale 
method). This method did not entirely 
prevent electricity reaching the brain as 
was later shown by Bini. With the Viale 
method, not a few of the dogs died from 
cardiac arrest as the current traversed the 
heart. To avoid this complication, con- 
vulsions were produced with the least pos- 
sible quantity of electricity given for a 
very short time (60-70 volts for 0.1 second). 

Soon after Meduna published his ex- 
periences with Cardiazol Convulsive Ther- 
apy in Psychiatric Conditions, Cerletti 
introduced this therapy in Rome. It then 
occurred to almost all those in his group 
who were daily inducing electric con- 
vulsions in dogs, to apply this method 
therapeutically to man. Most of the re- 
searchers, however, were timid and feared 
causing death, irreversible brain changes 
and epileptic states. Cerletti was the least 
fearful, but as yet he did not dare to 
initiate the procedure. Later seeing a 
parallel between the cardiazol convulsion 
and the convulsions caused by transcranial 
application of electricity ; using a bi-tem- 
poral application of the electrodes, he 
experimented on many pigs which were 
Placed at his disposal at the slaughter 

Ouse in Rome. With these animals he 
changed the scope of his experiment and 
instead of using the least amount of current 
to produce the convulsion, he set out to 
——— 
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HISTORICAL NOTES 


find the quantity of current needed and - 
for how long a period of time it should — 
be applied to kill an animal. After noticing — 
that in order to do this a tremendous | 4 
amount of current had to be used for a я 
prolonged time, and that there was a vast _ 
difference between a convulsant and | à 
killing dose of electricity, he became certain 
that the method would be safe in man and - 
decided to go on with it. This was his 
decision and no one else had anything to - 
do with this aspect of the procedure. Cer- E 
letti asserts that EST was not an invention - E 
but it was merely an audacious act. He * 
gives to Meduna the honor of having in- 
vented the convulsive therapies. t 

Bini together with the electrical engineer _ т 
of the clinic constructed the machine which б 
had two circuits : "e 

A direct circuit for the measurements of - 
the resistance of the patient's head, meas- - 
ured in ohms. The other, an alternating “ 
current to elicit the convulsion, This cit- 
cuit included a timer which measured time 
in 1/10 of a second up to a minute; a . 
potentiometer which allowed the voltage t 
vary from 50 to 150; and an ammeter to _ 
indicate the milliamperage which flowed 
between the electrodes. The circuits were 
contained in a metallic case which mad 
the apparatus quite heavy. Dr. Rena 
Almansi who worked with Dr, Cerletti, 
brought one of these machines to America - 
in 1939 which he and I used in our ex- 
periments on dogs, and in our first patient 

Now came the search for Rome's first 
patient. For obvious reasons this was not | 
a simple matter. Then, luckily, а pati ent |. 
from North Italy was admitted to the 
clinic who was а catatonic schizophrenic” 
and who spoke an incomprehensible gib E 
berish. He was unable to give his name or 
to state anything about himself. No one 
could identify him. Dr. Cerletti decided he. 
should be the historic patient. Following 
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treatment postponed until the mor- 
essor knew what that meant. 
to go ahead right then and 
there, but before he could say so the patient 
sat up and pontifically proclaimed, 
in a jargon, but in clear Italian ; 
on seconda ! Mortifera !” ( Not again, 
it kill me). This made the Professor 
think and swallow, but his courage was 
not lost. He gave the order to proceed at a 
higher voltage and a longer time : and the 
first electroconvulsion in man ensued. Thus 
was born EST out of one man and over the 
objection of his assistants. 
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Advances in science and methodology 
through the centuries have radically and 
continuously changed the practice of medi- 
cine. The fundamental philosophy of medi- 
- cal practice has not changed to any signifi- 
cant extent, however. The Code of Medical 
Ethics of the American Medical Association, 
"first published in 1848 and revised six times 
Subsequently, including the most recent 
revision in 1955, still embodies in principle 
the standards of ethical conduct for phy- 
‘sicians which Hippocrates included in his 
renowned oath. Now as in the days of Hip- 
_ pocrates and his followers, the chief concern 
of the physician in the practice of his pro- 
fession is the benefit of his patients. Cer- 
tainly he is expected to “abstain from every 
voluntary act of mischief and corruption ; 
and further, from the seduction of females 
or males, . . ."? To quote from the Hippo- 
‘cratic Oath, the confidential relationship be- 
tween the physician and his patients re- 
mains a sacred trust, and the right of 
‘Privileged communication has been upheld 
by law. 
Psychiatry is a special branch of medi- 
‘ine. Physicians for many years have as- 
Sumed direct responsibility for the care 
"and treatment of the mentally ill. The first 
mational medical association in North Amer- 
ca, was organized by thirteen physicians 
who were in charge of institutions providing 
Tesidential care for mentally ill patients. 
this group of physicians, in their meeting 
Philadelphia, Pennsylvania, on October 
1844, established the Association of 
dical Superintendents of American In- 
utions for the Insane. In 1892 the name 
this organization was changed to the 
erican Medico-Psychological Association. 


At the request of the Journal, Dr. Tarumianz, who 

i5 chairman of the Committee on Ethics, kindly pre- 

d this statement which we are happy to print as 
editorial comment. Ed. 

Oath of Hippocrates, quoted from M. A. 

anz, "History of Medical Ethics, Delaware 

Medical Journal, Vol. 21, No. 10, October 1949, 


COMMENTS 


PROFESSIONAL ETHICS FOR THE PSYCHIATRIST 
IN THE PRESENT DAY? 


In 1921 the Association was renamed The 
American Psychiatric Association, and in 
1927 it was incorporated under the laws of 
the District of Columbia.* 

On May 5, 1951, the Council of the 
American Psychiatric Association approved 
A Manual of Organization and Policy (Pre- — 
senting Our Purposes and How We Work 
Toward Them). This manual was approved - 
by the membership of the Association on 
May 8, 1951, at the annual 
Cincinnati, Ohio. Section VI of the M. 
which concerns professional ethics, 
that "The APA recognizes and adopts the 
Code of Ethics"* of The Canadian and The ~ 
American Medical Associations. A 

A code of ethics for psychiatrists was 
drafted in 1953 by members of the Amer- 
ican Psychiatric Association after several 
years of study had been given the matter, 
This proposed code presented certain spe- 
cial problems of concern to psychiatrists "s 
which had not been included in the Amer- ~ 
ican Medical Association Principles of Med- 
ical Ethics. This proposed code was con- 
sidered by several district psychiatric 
societies and adopted by one. The Council 
of APA received the proposed code of ethics 
in 1955 but decided to study the matter fur- 
ther inasmuch as there was no consensus 
among the membership that psychiatrists 
needed a code of ethics separate from that 
to which other physicians subscribe. There 
has been no further action to date regarding 
a special code of ethics for psychiatrists. 

Some years ago the American Psychiatrie 
Association assigned to a standing commit- 
tee, the Committee on Ethics, the respon- _ 
sibility of investigating complaints and — 
accusations presented against psychiatrists — 
who are members of the Association. The __ 
Council of APA in 1955 adopted a Code 
of Procedure to follow in regard to matters a 
of ethics recommended by the Committee 


ЗА Manual of Organization and Policy, American 
Psychiatric Association, p. 1. 
4 Ibid., p. 5. 
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Ethics. According to the procedure 
adopted, the Committee on Ethics makes 
"the investigation of charges. A hearing on 
"hearings may be arranged at which the ac- 
cused psychiatrist and/or his counsel may 
"appear; after receiving the report of the 
"findings and recommendations to the Com- 
mittee, the Council of the APA takes final 
action. 
A procedure for disciplinary action 
against members of the Association who 
аге proven guilty of violations of medical 
"ethics was adopted by the Council in 1957. 
In 1958 the membership voted amendments 
“to the Constitution and By-Laws of the 
"APA, giving to the Council authority by 
"which “a member may be admonished, rep- 
‘rimanded, expelled or suspended from the 
privileges of membership if such action is 
ed and voted by two-thirds of the 
cil ; provided Council, by a two-thirds 
ое, shall determine that such a member 
-has been engaged in unethical or unprofes- 
sional conduct, or has wilfully refused to 
“comply with resolutions or requests of the 
Council, or brings discredit or dishonor on 
the Association or on the practice of psy- 
—ehiatry, or if he has been convicted of a 
— crime involving moral turpitude."* 
— In the discussion which preceded the 
adoption of procedure for disciplinary 
- action against members, there was some 
“question as to the necessity for such pro- 
"visions. Although psychiatrists have not 
lacked definitely stated principles of pro- 
— fessional ethics to guide them, it appears 
that the conduct of some members of the 
_ profession has led to questions and accusa- 
- tions suggesting possible violation of ethics. 
_ During each year in which the writer has 
д _ served with the Committee on Ethics, both 
^ as a member and more recently as chairman, 
- complaints and accusations have been pre- 
| еше against members of the Association. 
| Some a is M have been former 
|| patien e accused physici: 
] - have been other physicians: pede 
En. In several instances physicians have been 
involved in publicity suggestive of self- 
advertising. To promote the sale of a phy- 
- sician’s book, publishing companies, some- 
times acting without the author’s approval 


" 
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_ SAPA By-Laws, Art. Ш, Sect. 3, 
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of knowledge, may circulate brochures 
which make unwarranted claims or are 
written in a style not in keeping with the 
dignity of the physician-author. An author 
can not abrogate all responsibility for the 
type of publicity his production receives. 
He must reserve the right to approve the 
publicity material to be used in presenting 
his writings to the public. 

At times physicians have been quoted in 
advertisements of pharmaceutical products. 
A physician engaged in experimental study 
of various medications would be expected 
to report in scientific journals or before 
professional societies the results of his 
research. He would not endorse particular 
pharmaceutical products. 

The preparation of a psychiatrist is costly 
in both time and money. Higher fees may 
be justifiable for the services of this type 
of specialist, but unreasonably large fees or 
unwarranted claims for cures can not be 
supported. Several complaints of malprac- 
tice have been argued in courts of law in 
various states, and the Committee on Ethics 
has received accusations against some phy- 
sicians who, in return for exorbitant fees, 
guaranteed to cure a patient of a mental 
condition for which there is as yet no known 
cure, Charges have been brought for the 
alleged promise of a physician to treat one 
mentally ill patient exclusively and receive 
a large fee on a regular basis. Professional 
ethics demands of the physician a realistic 
and humble appraisal of his abilities and 
limitations in trying to meet the needs of 
other individuals. Also, the dedication of 
the physician must be to render service to 
ill people rather than to make money. 

The apparent impetus to practice psy- 
chiatry for monetary gain per se has led 
to accusations against physicians of adopt- 
ing practices suggestive of defrauding 
rather than serving the public. Care should 
be exercised in the involvement of non- 
medical personnel in the treatment process. 
The position of the American Psychiatric 
Association is quite clear that “(1)‘Psycho- 
therapy is a form of medical treatment and 
does not form the basis of a separate pro- 
fession . . ” (2) It is imperative that all 

psychologists and other non-medical per- 
sonnel dealing with persons süffering from 
mental and nervous disease and disorder 
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should do so only under 
psychiatrists and in a medical setting offer- 
ing adequate safeguards to the patients."* 

The charge of the violation of privileged 
communication has been made against some 
psychiatrists. Even in situations in which 
the release of confidential information is to 
advance the treatment of a patient, as in 
the case of requests for past histories or 
diagnostic summaries to be sent to hospitals 
or other physicians, permission should be 
obtained from the patients, if they are com- 
petent, or from reSponsible relatives or 
guardians before such information is re- 
leased. As the Code of Ethics of the Amer- 
ican Medical Association indicates, "Some- 
times, however, a physician must determine 
whether his duty to society requires him to 
employ knowledge, obtained through con- 
fidences entrusted to him as a physician . . . 
Before he determines his course, the phy- 
sician should know the civil law of his com- 
monwealth concerning priviledged com- 
munication."* 

The most serious accusation, and the one 
presented most frequently by patients or 
their relatives, is that of alleged intimacies 
between physicians and patients. Physi- 


ê Principles of Medical Ethics of the American 
Medical Association, Chapter II, Sec. 1, Chicago, 
Illinois, p. 14. 

1 APA Manual, op. cit, pp. 5f. 


RULES 
The young man knows the rules, but the old man knows the exceptions. 


relationship. The physician must be. Gone 
stantly on guard against any emotional in 
volvement of a patient wi He should 


circumstances. 
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skill as well as for the practice of his pro- 
fession is to do all in his power to relieve th 
ills of humanity. The dedication of г: 
sicians to high ethical standards of medic: 
practice is essential if the profession is to 
advance. ju 
M. A. Tarumianz, M.D., 
Delaware State Psychiatrist. - 


Aa 


—OLIVER WENDELL HOLMES 


E д itor, THE AMERICAN JOURNAL or Psycut- 


Sm: In the November issue of the Jour- 

Ronald W. Angel criticizes the notion 
psychic determinism on the basis of re- 
nt developments in physics. He notes 
psychic determinism has often been 
dered fundamental to psychoanalysis, 
Freud frequently treated it as an axiom 
which investigation was based, and 
some contemporary analysts, even after 
g faith in it as an axiom, are reluctant 
andon it as a healthy working hypothe- 
T On the other hand, Angel calls attention 
e discovery by physicist Werner Hei- 
erg that the smallest particles behave 
random fashion. The behavior of these 
cles can be predicted only when they 

nsidered in the aggregate, according 
tatistical calculations of probability, the 
iction taking the form of an anticipa- 
on with a high probability rather than an 

ance, 


In attempting to understand the hold 
hich the notion of psychic determinism 
s on certain thinkers, Angel cites with 
proval Bertrand Russell’s contention that 
minism has become ingrained over the 
turies, while the newer physics is dif- 
cult to understand. Still following Russell, 
translates the concept of determinism 
à a statement about causality into a 
ement about a functional relationship 
hich says, in effect, that the state of a 
at a given time is a function of its 
at previous times. The determinists, 
ing to Angel, believe that such a 
ction is “limited in complexity ; capable 
eing apprehended and written down.” 
believes that with this qualification 
5 formula expresses the determinism 
ition, and manages to do so without 
reference to some eternal force of 
ity. Instead of an axiom of investi- 
, it is merely a hoped-for regularity 
May or may not be found as science 
more about the world. 
then suggests that in fact we now 
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CORRESPONDENCE 


PSYCHIC DETERMINISM : AN OUTMODED CONCEPT ? 


have some reason to think that the hope is 
unfounded; the regularity is not there; 
determinism does not hold; there is ran- 
domness in the workings of the mind. 

He notes that even Freud entertained the 
idea that an organic rather than a psychic 
state may account for a psychic effect, and 
he refers to a recent suggestion that at a 
decisive point in neuronal pathways, psy- 
chological results may be determined by 
structures small enough to "come under" 
the Heisenberg Principle, in other words, 
psychological states may represent random 
neurological activity. He suggests that even- 
tually a "statistical point of view" may 
replace determinism in the realm of psy- 
chology. 

Angel has done a service in confronting 
psychology with the new physics ; habitual 
modes of reasoning should be disturbed 
and challenged by the recent developments 
in the most advanced science. The purpose 
of this paper, however, is to underline the 
tentativeness with which Angels conclu- 
sions are presented, and to support the 
thesis that the lesson for psychology to 
learn from modern physics is not yet avail- 
able. Angel, after all, is dealing with sever- 
al of the most intractable headaches of 
philosophy, and one cannot be too cautious 
in evaluating the claims of a new remedy 
for a malady of hundreds of years duration. 
(Among the symptoms are problems of 
causality and chance, the mind-body prob- 
lem, the problem of substance or objects, 
and the problem of the a priori.) 

The main points of Angel's presentation, 
as summarized by him, are : 1. That physics 
no longer accepts causality as a basic post- 
ulate; 2. That psychoanalysts have been 
reluctant to abandon it because the idea has 
become habitual to them, while the alterna- 
tive is difficult to understand ; 3. That de- 
terminism can be expressed as a functional 
relationship, and 4. That this functional 
relation is open to question, since it cannot 
be established a priori. These points will 
now be briefly debated. 
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HAS PHYSICS DISPROVEN CAUSALITY ? 


Physics per se makes no statements about 
causality; modern philosophy of science 
makes many. Just as there are varying 
schools of psychology, so there are varying 
schools of philosophy. One must be careful 
to guard against assuming that recent theor- 
ies are necessarily more adequate than 
older ones, just as one would hesitate to 
pronounce existentialism an advance be- 
yond psychoanalysis, or neo-Zen an im- 
provement on existentialism on chronologi- 
cal grounds alone. More important still, 
history shows that philosophy of science, 
far from directing scientific thought, is a 
follower and explainer, and tries to make 
general sense out of specific scientific ad- 
vances. It is never as up-to-date as the 
contemporary science it studies, so that even 
the legitimate enthusiasm for the latest 
theory should be tempered by the fact that 
it is young and immature. 

Statements in modern physics tend to 
take the form of symbolic relations between 
symbolic notations. It has been the difficult 
task of the philosophy of science to elabo- 
rate the significance of these symbols. No 
one will say that this task has been com- 
pleted. Bertrand Russell, in fact, is among 
those who have been actively wrestling with 
the translation of scientific statements into 
the terms which we ordinarily use to de- 
scribe our world. Among philosophers, even 
among those of kindred outlook, there is 
probably more disagreement than agree- 
Ment on this subject. We must note, then, 
that the Heisenberg Indeterminacy Princi- 
ple applies to “particles” the nature of 
which cannot as yet be confidently stated 
apart from the symbolic notation in which 
the principle is formulated ; we have not 
even the right to think of “them” as individ- 
ual “things.” If we say that causality “does 
hot hold” in physics, we must add that it 
does not hold when applied to items which 

emselves we cannot as yet conceptualize. 
If We precipitously pronounce that causality 
18 passé, we may be making an altogether 
Unjustified translation of our abstract sym- 

15 on the basis of a mere analogy between 

ese “unthinkable” particles and the things 

at we normally talk about. 


WHY ARE SOME THINKERS SO REACTIONARY 
ABOUT DETERMINISM ? 


Psychiatrists have come to think that 
firmly held views, no matter how apparently 
bizzare and unreasonable, turn out on ex- 
amination to have some kind of almost rea- 
sonable foundation. Psychiatrists, therefore, 
have less excuse than philosophers when 
they dismiss popular and tenacious doc- 
trines as mere habit or ignorance. This ap- 
plies to the notion of determinism. Anyone 
who feels that determinism is a naive be- 
lief should refer to the little-known work of 
Emile Meyerson who traces the impact of 
this belief on the progress of science up to .— 
his day. He offers a very persuasive argu- 
ment that science (and explanation in gen- 
eral) is an attempt to find that what looks ~ 
like a change is in fact the expression of — 
something that does not change; that we — 
seek an identity underlying an apparent 3 
diversity, and that the idea of causality is _ 
a part of the very process of explanation. j 

Be that as it may, it behoves the critic of 
this ancient notion to show in detail that he — 
can do without it, and to date this has not 
been done. I am tempted to adduce Angel's 
apparent belief that a random distribution 
of neuronal elements might cause a psy- 
chological effect. But far more important 
are the difficulties encountered by inde- 
terminist philosophers of science in coping 
with problems which are in fact the gaps 
left in their systems by the rejection of — 
causality. 


DETERMINISM WITHOUT CAUSALITY ? 


Russell's translation of determinism from 
causal terms into terms of functional rela- 
tions is incomplete, and, by virtue of being 
incomplete, argues against the notion of cau- — - 
sality by begging the question, and stores — 
up trouble for him in another area. Some- - 
one who believes in causality believes that 
the description of a system at a given time _ 
is a function of certain data at other times, 
and this much Russell has accounted for 
in his formula. But a believer in causality 
also believes that the relationship holds 
even if the data are not observed, and the 
events they describe do not happen. In 
other words, causality implies that if the data 
are as described in the antecedent part of 
the formula, then the final description also 


ies, even when the data are not so 
cribed ; in that case he says that a given 
e would have been observed, if the re- 
uisite data had been noted. This last 
ase is known as a “counter-fact condition- 
al” statement, meaning that it says some- 
thing about what would have resulted if 
something which did not happen had hap- 
(p ened. This part of the meaning of causality 
is not comprehended within Russell's form- 
- ula, and it is omitted precisely because such 
а statement involves the notion of causality 
which it is Russell’s purpose to dismiss. 
- Now the impressive fact, the significance of 
yhich cannot be exaggerated, is that mod- 
philosophy of science finds as great a 
eed for counter-fact conditional statements 
did ancient philosophy. To convince one- 
self of this, one need only note the profusion 
of attempted formulations of the counter- 
fact conditional. And it is really no surprise 

all because а moment’s reflection will 
eveal that if one cannot make counter-fact 
onditional statements, one cannot predict 
vents in the future. Russell’s formula is a 
е in point. His notation limits him to 
tements about relations between things 
have actually happened. There is no 
yom in it for invisible or latent tendencies 
hich have never manifested themselves. 
But it is belief in these dormant "tendencies" 
(usually called laws of nature or causal 


iction, the “tendency” we are counting 
on has not yet yielded up its manifesta- 
tion. When the future arrives, we can de- 
ibe the relation between conditions at 
о times according to Russell’s formula, 
while the future still lies before us, the 
ts about what it will be like can in no 
ay be accommodated in Russell’s formula. 
hort, there is no room in Russell’s func- 
al relationships for “tendencies” or “dis- 
tions (to react in certain ways),” and 
thout these we can make no statements 
out what does not yet exist. But science is 
nothing if not predictive. 

Ithough visibly disturbed by it, modern 
osophy of science has not resolved this 
mma, and its failure to do so leaves it 
n to the charge that the counter-fact 
nditional statement represents in modern 
ilosophy of science what causality repre- 
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sents in the older systems, and the generally 
recognized necessity for such statements is 
an indication that modern science like an- 
cient science employs the notion of causal- 
ity. 

IS THE QUESTION OF DETERMINISM AN 
EMPIRICAL ONE? 


Finally, Angel's statement that the ques- 
tion of determinism “cannot be answered a 
priori” hinges on his accepting Russell's 
functional translation of the notion of de- 
terminism. We have seen that Russell was 
attempting to confine his translation to de- 
scriptions of what has actually happened 
(omitting what might have happened). 
Because he limited himself in this way, he 
made determinism an empirical hypothesis : 
he says to look and see if a relation can 
always be established between all the states 
of a system at all moments. Angel is correct 
in saying that we cannot answer this ques- 
tion a priori. But if we are to have the power 
to say what would have happened and what 
will probably happen, we may need to in- 
voke a principle of causality, and this prin- 
ciple may well have to be a priori. 

Behind the great sophistication of modern 
probability theory lurks one uneasy com- 
monplace, namely that no mere empirical 
description of what is or has been, offers 
by itself a valid reason for expecting some- 
thing in the future, no matter how tenta- 
tively and probabilistically we hedge our 
expectation. Hume and Kant may be of 
some use to us yet. 

Philosophy is like a closed surgical glove 
partly filled with air. If one attempts to col- 
lapse one finger it will tear a hole elsewhere 
in the glove. The fingers represent concepts, 
for example causality. The history of philos- 
ophy is replete with schools that have nicely 
done away with problems or concepts that 
have concerned other schools, only to find 
that they are struggling just as hard with 
problems that are merely the manifestations 
of the same pressure that forced the others 
to their conclusions. Perhaps this is the 
most important lesson to be learned from 
the history of philosophy. 


CONCLUSIONS 


1. It is not yet clear what conclusions we 
may draw from the Indeterminacy Principle 
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of physics in regard to causality or deter- 
minism. 

2. We must explain why many thinkers 
hang on to the concepts of causality and 
determinism by factors of sufficient weight 
to account for the tenacity with which they 
hold on. 

3. Determinism, as it is commonly 
thought of, has not as yet been expressed in 
non-causal terms, and causality or its prox- 
ies still appear to be essential concepts in 
scientific thought. 

4. Attempts to make the question of de- 
terminism an empirical one have not been 
successful. 

Lawrence Friedman, Lt. (MC) USNR, 
United States Naval Hospital, 
Navy No. 3923, 
F.P.O. San Francisco, Calif. 


REPLY TO FOREGOING 


Editor, THE AMERICAN JOURNAL or Psycur- 
ATRY : 

Sm : It was a pleasure to learn that my 
paper has been studied so carefully and an- 
swered so intelligently by Dr. Friedman. I 
would agree with him that one should 
"underline the tentativeness" of my conclu- 
sions. The purpose of my article was cer- 
tainly not to provide a definitive statement 
on the current status of causality or to 
insist that psychiatry must keep in step with 
Physics. Another point on which I would 
agree with Dr. Friedman is the danger of 
using—or abusing—the concepts of modern 
Physics in fields where they do not apply. 
In this connection, I feel that one should be 
Very cautious in applying Heisenberg's 
Principle as Eccles has done. Although I 
referred to Eccles’ use of the Indeterminacy 
Principle in neurophysiology, I cannot ac- 
Cept responsibility for the validity or in- 
validity of Eccles' argument. My object in 
Paraphrasing Eccles was merely to show 
9ne possible mechanism whereby neuronal 
activity may be randomized, at least par- 
tially, 

After my article was submitted for publi- 
Cation, Russell's new book, My Philosophi- 
cal Development, was released. Dr. Fried- 
man will be pleased to learn that Russell 
15 now less definite in his rejection of 
Causality. On р. 17 Russell writes, “Cause, 
Which was the philosophical form of what 
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physicists called force, has also become | 
decrepit. I will not admit that it is dead, _ 
but it has nothing like the vigour of its _ 
earlier days.” Moreover, in chapter XVI, _ 
Russell invokes the notion of “causal lines.” _ 
So it looks as if the “old headaches" may | 
be with us for some time. If my article _ 
had been written a few months later, some 
of the remarks about causality would have 
been even more tentative. 4 
Entirely aside from the question of caus- 
ality and determinism, I think that it is im-  - 
portant for psychologists and psychiatrists 
to be aware of the growing interest in in- 
formation theory and the importance of 
"random" factors in biological systems. The _ 
current literature on mathematical biophys- 
ics contains numerous references to “Mar- _ 
kov chains" and “Markovian machines,” in _ 
which behavior is determined by a matrix 
of transition probabilities. Here is an ex- 
ample which should be of great interest to | 
psychologists : At the University of Illinois, | 
high-speed digital computers are now being 
used to compose music, imitating, to some 
extent, the thought-processes of human com- _ 
posers. When the machine was set to com- 
posing melodies, it was programmed so as _ 
to generate random integers. Different de- _ 
grees of randomness could be introduced 
in order to achieve a “compromise between _ 
chaos and monotony.” The point that I wish _ 
to make is this: that even the computing _ 
machines are now being programmed so as — 
to include random factors in their behavior, _ 
especially when they are supposed to be _ 
imitating "human" activities. a 
In my article I suggested that normal hu- — 
man behavior may involve some sort of | 
balance or compromise between order and - 
disorder, between randomness and rigid 
organization. I feel that this concept will 
assume more and more importance in fu- _ 
ture analyses of human behavior. This con- _ 
cept does not need to involve those "intract- 
able headaches of philosophy" at all. We are 
faced with a very practical and important: 
question: to what extent does the "pro- . 
gramming” of the human brain include | 
random factors ? Without allowing for ran- 
domization, we cannot understand the op-- 
eration of ILLIAC, much less the human 
mind. y 
In summary, I feel that my statements 


normal human behavior is a e 
between order and disorder, Sus 
abnormal deviations in one € 


Ronald W. Angel, M.D 
VA 


OPINION 


ES » Nothing is more curious than the self-satisfied dogmatism with which mankind at each. | 
| period of its history cherishes the delusion of the alit o its existing modes of knowl | G 
Sceptics and believers are all alike. At this moment scientists and sceptics are Ње — 

. Advance in detail is admitted : fundamental novelty is barred. This - 

c common sense is the death of philosophical adventure. The Universe is vast. — 


—ArrnRED М№втн WHITEHEAD | ў 


Hanvanp RESEARCH TRAINING PnocRAM.— 
This program is designed for selected psy- 
chiatric residents after their third year of 
training, or Ph.D.’s interested in mental 
health research careers. The candidate will 
be attached to one of 8 laboratories (clin- 
ical psychiatry, social science, psychology, 
psychophysiology, psychopharmacology, 
neurochemistry, and neurophysiology ), will 
participate in interdisciplinary seminars, 
and will receive other special instruction. 
The training period may be for one or more 
years, to fit a man for a career in research 
or academic life. The stipend : $6,000 for 
the first and $7,000 for the second year of 
training, beginning in July of 1960. For in- 
formation address the Research Department 
of the Massachusetts Mental Health Center, 
74 Fenwood Road, Boston. 
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Dr. Barnes WoopHALL APPOINTED DEAN 
Duke Мерса, ScHoor.—Neurosurgeon 
Barnes Woodhall assumes the deanship of 
Duke University Medical School July 1, 
1960, succeeding Dr. Wilburt C. Davison, 
Professor of Pediatrics in the Medical 
School. Dr. Woodhall, many years a mem- 
ber of the faculty of Duke Medical School, 
is V.A. consultant in neurology, treasurer 
to the Second International Congress of 
Neurological Surgery 1961, and member of 
the executive council of the World Federa- 
tion of Neurosurgical Societies. 


Dn. Bernarp Wortis Dean N. Y. U. 
5сноо, оғ Meprcine.—Succeeding Dr. 
Donal Sheehan, professor of anatomy, New 
York University has announced the appoint- 
ment of Dr. S. Bernard Wortis as dean of 
the School of Medicine and Post-Graduate 
Medical School and deputy director of the 
N. Y. U. Medical Center. Dr. Wortis will 
also continue as professor of psychiatry and 
heurology in the School of Medicine. 


British INTERNATIONAL MEDICAL Ару: 
Sory Bunrav.—The Council of the British 
Medical Association has established this 
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hospitals and clinics. General information, 9 


Square, London, W.C. 1, England. 


Тнк American Couiece or NUTRITION. 
—Formation of the American College of 
Nutrition was announced on October 26 
by a group of New York and New Jersey 
specialists in nutrition, metabolic diseases ~ 
and gastroenterology. The college will in- 
clude physicians, gerontologists, endocri- — 
nologists, surgeons and others. Its purpose is — 
to promote postgraduate research and edu- — 
cation in therapeutic nutrition. E 

The college is incorporated as a non- 
profit organization subject to American ~ 
Medical Association regulations. Its annual — 
meeting will precede the AMA convention” — 
in the same city each year, with the first — 
meeting scheduled for Miami, Fla., in 1960. — 
The administrative office of the college: 19 — 
Oak St. Livingston, N. J. Dr. S. William _ 
Kalb of Newark, N. J. has been elected — 
president, and Dr. Robert A. Peterman of. 
Livingston, N. J., secretary-treasurer. 


Tue CHILIAN SOCIETY or NEUROSURGERY. 
—The Third annual meeting of the Society 
will be held at Antofagasta, July 22-24, 1960. 

Subject : Neurological and Neurosurgi 
Sequelae of Birth Trauma. ` 

President : Dr. Carlos Villavicencio. 

Secretary-General : Dr. Juan Fierro M. 

For information write to the Neurosur- . 
gical Society of Chile, Cassilla 70-D, Santi- 
ago. : 


с. 


CATION Ams IN ApHasiA.—A 
one-hand manual language was developed 
by Dr. Hamilton Cameron of New York 
as a result of his own disability from 
hemiplegia and complete aphasia re- 
ting from a cerebral embolism in 1943. 
ing his left hand he devised 20 hand 
which are pictured on a "Hand Talk- 
Chart" that can be had without charge 
г doctors and nurses who may have use for 
t in their practices. 

- The International Research Council was 
ered in 1954 as a world-wide medical 
ization for the collection and dissemi- 
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ciated with hemiplegia. 

Further information may be obtained 
from Dr. Cameron at 601 W. 110th St., New 
25, N. Y. 


HE AMERICAN BOARD OF PSYCHIATRY AND 
ROLOGY, Inc.—The Board will conduct 

Spring, 1961, examinations in New Or- 
ans, La., on March 20-21, 1961. 


_ Seminars ON Hypnosis Founpation.—A 
-profit teaching and research institute 
been incorporated and licensed by the 
e of Illinois. It is currently conducting 
rses in clinical hypnosis under the spon- 
sorship of various medical and dental so- 
cieties and universities, giving repeated 
ourses of both beginning and advanced in- 
ction to give full coverage over a two- 


period. 

esident of the Board of Governors is 
filton H. Erickson, M.D. Official head- 
uarters : 6770 North Lincoln, Chicago 46, 
It is serviced by a teaching staff of more 
n 20 clinically experienced lecturers 
n 6 fields of medicine, dentistry and 
ПО ору. 


ERNATIONAL SYMPOSIUM, “THe EXTRA- 
“ipaAL SYSTEM AND NEUROLEPTICS."— 
Department of Psychiatry of the Uni- 
of Montreal is organizing this inter- 
onal symposium to be held at the 
versity of Montreal, November 17-19, 
0. The purpose is to permit an exchange 
ideas among researchers interested in 
Ibject from the point of view of anato- 
physiology, neurosurgery and psychi- 
Admission to the symposium will: be 


B 
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unrestricted but participation will be by 
invitation only. We have the cooperation of 
our 10 Canadian provinces, the United 
States and several European countries. The 
official languages are English and French, 
with simultaneous translation. For informa- 
tion, address to : Doctor Jean-Marc Borde- 
leau, Department of Psychiatry, University 
of Montreal, Montreal, Canada. 


AMERICAN PSYCHOSOMATIC Sociery.—At 
the annual meeting of the American Psycho- 
somatic Society in Montreal, March 25-27, 
1960, the following persons took office : 
President, Morton F. Reiser, M.D. ; Presi- 
dent-elect, Stewart Wolf, M.D. ; Secretary- 
Treasurer, Eugene Meyer, M.D. 

Elected to Council positions were : John 
I. Lacey, Ph.D.; John W. Mason, M.D.; 
and John P. Spiegel, M.D. 

The eighteenth annual meeting of the 
Society will be held on April 29 and 30, 
1961, in Atlantic City. 


Summer WORKSHOP AT VINELAND.—Spon- 
sored jointly by Temple University and 
the 72-year-old Vineland Institution, the 
annual Summer Workshop for teachers and 
prospective teachers of retarded children 
will be held from June 27 to August 5, 1960. 

The Training School at Vineland has a 
notable history in the field of education and 
training for the retarded. It was the first to 
establish a research centre in retardation ; 
it first standardized intelligence testing, and 
it developed early research in cerebral palsy 
and the Vineland Social Maturity Scale. 

For information, contact The Director of 
Summer Sessions, Temple University, Phila- 
delphia 22, Penna. 


LYNCHBURG TRAINING SCHOOL LECTURES 
—From May 26 to Oct. 26, 1960 The Lynch- 
burg (Va.) Training School and Hospital 
will conduct a series of 16 lectures, semi- 
nars, and demonstrations in the fields of 
mental retardation, learning process, spe- 
cial education, neurological diseases of 


childhood, electroencephalography, schizo- _ 


phrenia, and psychotherapy. 
Distinguished speakers will come from 
Letchworth Village, Medical College of 
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Virginia, Columbia University, Boston and 
University of Virginia. 
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GENERAL SEMANTICS GENERAL CONFER- 
ENCE.—The Conference will be held іп 
Hawaii, July 3l-Aug. 4, 1960. A package 
ticket at $349.75 includes round trip by air, 
registration for the Conference, 7 days in 
Hawaii with 6 nights at the Hawaiian Vil- 
lage Hotel, special tours and meals. 

Arrangements for attending the Confer- 
ence should be made at once through An- 
drew W. Lerias, Inc., 133 Montgomery St., 
San Francisco. 


EASTERN PSYCHIATRIC RESEARCH Asso- 
cration Wonrp Tour.— Members of the As- 
sociation will start this tour July 1, 1960. 
They will hold meetings in conjunction with 
the psychiatric societies of Japan, Thailand, 
Hongkong, India and Israel. At these meet- 
ings members of the Association will pre- 
sent papers. 

Anyone who would like to join the tour 
should contact Mr. C. J. Jones, University 
Travel Co., 18 Brattle St., Cambridge, Mass. 

An all-inclusive round-trip fare will be 
approximately $2,200. to $2,300. per person. 


THE American BOARD ОЕ PSYCHIATRY AND 
' Neunorocy, Inc.—The following candidates 
were certified by this Board after exami- 
nation in San Francisco, Calif., March 14 


and 15, 1960. 
PSYCHIATRY 


Ackerman, Norman Mactas, Woodmere, N. Y. 
Amselem, Benmaman Jaime, Agnew, Calif. 
Arlen, Harold W., Beverly Hills, Calif. 
Bail, Bernard W., Beverly Hills, Calif. 
Ball, Thomas Frederick, San Carlos, Calif. 
Belcher, Charles H., Winnebago, Wisc. 
Berenson, Marvin Harvey, Beverly Hills, Calif. 
Binstock, William A., Topeka, Kan. 
Blanchette, James E., Redlands, Calif. 

Boyce, William H., Philadelphia, Pa. 

Braun, Joseph A., Topeka, Kan. 

Braun, Robert A., Detroit, Mich. 

Breiner, Sander James, Detroit, Mich. 

Briggs, Leon Royden, Jr., Fresno, Calif. 


Brown, George Clark, Oakland, Calif. б 


Cambor, Charles Glenn, Mayview, Pa. 

Cheatham, James S., Seattle, Wash. 

Chen, Calvin H., Northville, Mich. 

Cooper, Arnold M., New York, N. Y. . 
Errichetti, Anthony Joseph, Jr., San Francisco, Calif. 
Eshleman, S. Kendrick, Ш, Lancaster, Pa. 
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Fischer, Ames, San Mateo, Calif. — 
Follette, William T., San Francisco, Calif. 
Freeman, Paul, San Francisco, Calif. 

Furukawa, Edward F., Philadelphia, Pa. 

Gerz, Hans Otto, Middletown, Conn. 

Graham, Charles R., Berkeley, Calif. 

Granzow, O. Joachim, Los Angeles, Calif. 
Griffin, Julius, Encino, Calif. y 
Grotstein, James Stanleigh, Beverly Hills, Calif. 
Guido, John A., Fullerton, Calif. hg 
Haberle, Charles A., Minneapolis, Minn. 
Haentzschel, Lester E., Salem, Ore. 

Haylett, Clarice H., Sam Francisco, Calif. ы 
Hermann, Harland T., Fort Meade, S. D. у 
Hernandez, Manuel O., Worcester, Mass. 
Hoyer, Thomas V., Van Nuys, Calif. 

Ionedes, Nicholas, Hines, Ill. 

Johnston, Harold B., Tacoma, Wash. 

Kane, Ruth Powell, Pittsburgh, Pa. 

Karn, William Nicholas, Jr., Evanston, Wyo. 
Kaupas, Julius V., Eloise, Mich. 

Kenward, John F., Chicago, Ill. 

Kinsman, Robert G., Fullerton, Calif. 

Kline, Frank M., Beverly Hills, Calif. VES 
Knight, James A., Houston, Tex. 

Koegler, Ronald R., Los Angeles, Calif. 
Kramer, Charles H., Oak Park, Ill. 
Langsley, Donald G., San Francisco, Calif. 
Lanning, Theodore R., Brooklyn, N. Y. i 
Larson, Alfred Leonard, San Rafael, Calif. 
Lebovitz, Allen E., Pittsburgh, Pa. 

Leone, William A., Miami, Fla. 

Lightburn, John L., Denver, Col. 

Linton, Patrick H., Topeka, Kan. 

Marshall, John D., Jr., Westport, Conn. 
Marty, Samuel C., Jr., San Mateo, Calif. 
Mason, Edward, Worcester, Mass. 

Mawardi, Youssef K., Los Angeles, Calif. _ 
Mayberg, Donald MacMillan, Minneapolis, Minn. - 
Mercer, Wayne C., San Francisco, Calif. 
Merjanian, Antipas, Agnew, Calif. 
Morgenstern, H. S., Napa, Calif. 

Neal, Miron W., Belvedere, Calif. 

Nobel, Rudolf E., Lansing, Mich. 

Orgun, Ibrahim Necmi, Hartford, Conn. 
Osinoff, Maurice, New York, N. Y. 

Paredes, Alfonso, Oklahoma City, Okla. 
Parlour, Richard R., Beverly Hills, Calif. 
Patterson, Robert M., Imola, Calif. 

Pipe, Bernard Joseph, Tacoma, Wash. 
Powell, Charles W., Cherokee, Iowa 
Raulinaitis, Valerija B., Downey, Ill. 
Rondeau, Henry Thomas, Arcadia, Calif. 
Ross, Melvin B., Cleveland 6, Ohio 

Schapire, Hans Martin, Denver, Col. 

Shipper, John C., Los Angeles, Calif. 

Sidley, Nathan T., West Newton, Mass. 
Simmons, James Q., III, San Fernando, Calif. 
Simson, Clyde B., Detroit, Mich. 

Smith, Philip B., Topeka, Kan. 

Spira, Henry, Birmingham, Ala. 

Stamatovich, Constantine, Flushing, N. Y. 
Tapia, Fernando, Clayton, Mo. 

Traill, Alexander C., Denver, Col. 
Turcotte, Guy N., Portland, Maine 


NEUROLOGY 


Ajax, Ernest Theodore, Salt Lake City, Utah 
Davis, Edward H., New York, N. Y. 


Mauceri, Jennie, Woodside, N. Y. 

Reinert, John E., Rapid City, S. D. 

Thompson, Hartwell G., Jr., Madison, Wisc. 
Tourtellotte, Wallace William, Ann Arbor, Mich. 
*Walter, Richard D., Los Angeles, Calif. 
Watson, James MacDonald, Syracuse, N. Y. 
Webster, David D., Minneapolis, Minn. 

Wells, Charles Edmon, New York, N. Y. 


E TIME AND ETERNITY 
3 The now that flows away makes time, the now that stands still makes eternity. 
—Boetuius (480?-524) 


MESOPOTAMIAN MEDICINE 


-A system of medicine that was dominated b 
hich was to rehal 


the soul-searching of a patient who was con- 
sinned had a liberating effect ; and the rites per- 
medicine was psychosomatic in all its aspects. 
—Henry E. SIGERIST 
A History of Medicine 
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J. М. Снлпсот, His Lire—His Worx. By 
Georges Guillain, M.D. Edited and trans- 
lated by Pearce Bailey, Ph.D., M.D. (New 
York: Paul B. Hoeber, Inc., Harper and 
Brothers. pp. xvi -+ 202 incl. index. illus., 
1959. $7.00.) 


Charcot was one of those men who, in the 
words of Pearce Bailey, "cross the narrow 
boundaries between nations and belong to the 
- whole world." He died in 1893. In 1955 was 
— published the original biography in French by 
- Professor Georges Guillain, who, too young 
to have been a pupil of Charcot, was however 
a pupil of several of the closest disciples of the 
Master, including Raymond, his successor, and 
Pierre Marie. Eventually Guillain occupied the 
same professorial chair at the Faculty of Med- 
icine in Paris that had been created for Char- 
cot. 
The story of Charcot is intimately bound up 
with that of the great hospital of the Salpé- 
triére, "that grand asylum of human misery" 
~ as he called it, and which dates from the 16th 
century. The name derives from an arsenal 
- where gunpowder was stored and which orig- 
— jnally occupied the same site. Conversion to 
asylum and hospital uses with much new con- 
struction took place during the 17th century. 
"The history of this famous institution is in- 
cluded in Guillain's text. 
Charcot was born in Paris in 1825. He died 
at the age of 68. He had begun his studies in 
_ neurology in 1850 ; he came to the Salpêtrière 
in 1862, was appointed clinical professor of 
diseases of the nervous system in 1881, thus 
becoming the world's first professor of clinical 
Neurology. In Bailey’s words he “transformed 
_the Salpêtrière from a prison and an asylum 
^ of unwanted womanhood into one of the great 
clinical research centers in the world." 
" Guillain in his dramatic story calls Charcot 
"the veritable creator of modern neurology." 
And he documents this statement with a list 
of some of the discoveries reported year by 
“year from the Salpêtrière clinic ; among them, 
intermittent claudication (1858) ; he was the 
first in France to describe exophthalmic goitre 
- (1856) ; amyotrophic lateral sclerosis (1865), 
‘Sometimes spoken of as "Charcot's disease"; 
amyotrophy Charcot-Marie, also described by 
Н. H. Tooth of London the same year (1886) ; 
Multiple sclerosis, named by Charcot “sclerose 
plaques,” and differentiated from paralyis 
(1868) ; tabetic arthropathies (1868) ; 
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spastic spinal paralysis, called by Charcot 
tabes dorsal spasmodique" (1876). Erb had 
also observed this syndrome in 1875 ; cerebral 
localization studies (1870-1880) ; spinal cord 
localization (1873) ; hysteria and the neuroses 

(1862-1892). 
Guillain has something to say about later 
criticisms of Charcot's description of hysteria 
ger generations who have 
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triére epileptics and h 
indiscriminately housed. “Living in this 
among the epileptics,” wrote Marie, “the 
hysterics were susceptible to powerful 4 
sions and because of their tendency to mimic 
. . . they duplicated in their hysterical fits every ~ 
phase of a genuine epileptic seizure.” Guillain 
agrees that Charcot's account of the “major _ 
hysteric crisis with its four well-defined phases ч 
^ 


was unquestionably quite artificial and colored — 
by acting on the part of some patients”; but — 
he also lists the multiform symptoms recog- ~ 
nized as characteristic of the hysteric neurosis — 
and of which Charcot gave full descriptions, — 
To the charge that he overlooked the problem .— 
of malingering his own words give the refu-  — 
tation: "It is found in every phase of hys- 
teria and one is surprised at times to admire Г 
the ruse, the sagacity, and the unyielding te- 
nacity that especially the women, who are under 
the influence of a severe neurosis, display in 
order to deceive . . . especially when the victim 
of the deceit happens to be a physician." Char- 
cot also gave а full account of the condition - 
later elaborated by Dupré as “mythomania.” . 
Supplemental to the chapter on Charcot's .' 
hysteria studies Guillain adds a discussion of 
Babinski's theories. È 
Professor Leyden of Berlin spoke of the - 
Salpêtrière of Charcot as "the center of the 
grand international march of neuropathology, 
where everything was to be seen and to e ‘ 
learned, and where almost every day some- — 
thing new was brought to light.” Я 
And Babinski in 1925 : “То take from neu- 
rology all the discoveries made by Charcot _ 
would be to render it unrecognizable. Indeed, — 
not a single day passes in a neurologic service _ 
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that we do not use some of the notions he 
"introduced ; his thinking is always with us.” 
After his death, Charcot's pupils collected 
funds for making and erecting at the entrance 
f the Salpêtrière a bronze statue of their 
eloved Master. In 1942 Nazi troops occupying 
caused this statue to be melted into 
ap metal. Recording this bit of recent his- 
tory Guillain said: “Here, I should like to 
abstain from comment." 
Pearce Bailey has rendered an important 
service in making Guillain’s book available 
to English readers. He has done much more 
than translating the French text ; he has added 
throughout explaining difficult 
French expressions and allusions to personal- 
and incidents that require familiarity with 
з French scene and French history. His ver- 
n thus becomes easy and delightful reading. 
- A number of illustrations, including one of 
bronze statue that is no more, accompany 
e text. 


notes 


C.B.F. 


1 снотвор1с Drucs. By S. Garattini and V. 


"This book, edited in Milan, Italy, contains 
proceedings of the International Symposium 
Psychotropic Drugs which was held in 
n in May 1957. This is the first major 
international symposium on psychopharmaco- 
lo gical agents to appear since the advent of 
ў promazine and reserpine in the early 
950's. This volume of 606 pages contains 100 
ers and short communications on a wide 
ety of drugs by authors from many coun- 
. Both academic research reports and pa- 
emanating from the laboratories of 
aceutical companies are included. Three- 
hs of the volume is devoted to basic re- 
ch on brain function and on the behay- 
electrophysiological and general pharma- 
logical studies of psychotropic drugs. The 
work reported includes interesting papers 
Miller, Killam, Olds, Bradley, Unna, Him- 
Norton, Blough, Morruzzi, Blaschko, and 
attini, to name just a few. The book is 
ticularly valuable for those interested in 
mechanisms by which drugs act on the 
entral nervous system, the clinical work re- 
being, generally, more informal and 
more limited coverage of this aspect of 
opharmacology. Many of the contribu- 
from France, Italy, and other European 

s are printed in the language of the 
English summaries are provided for the 
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major papers but not for the brief communica- 
tions also included in this volume. 
Jonatuan О. Core, M.D., 
Psychopharmacology Service Center, 
National Institute of Mental Health, 


Water AND ELECTROLYTE METABOLISM IN 
RELATION TO Ace AND Sex. Ciba Founda- 
tion Colloquia on Ageing, Vol. 4. Edited 
by G. E. W. Wolstenholme and M. O'Con- 
nor. (Boston: Little, Brown and Co., 
1958, pp. 327. $8.50.) 


This is the collection of papers and discus- 
sions about them presented at a colloquia held 
in January, 1958, in London under the auspices 
of the Ciba Foundation. The participants were 
27 authorities in the field of water and electro- 
lyte metabolism, from Europe and the United 
States, 

Though many topics are covered, there is 
but little dealing specifically with the central 
nervous system and hence of direct interest 
to the neurologist or psychiatrist. The paper of 
Fourman and Leeson on hyponatremia and 
hypernatremia associated with cerebral dis- 
turbances was a critical review of this topic 
and the presentation of some case data ; their 
conclusions are that problems of hypernatremia 
are in general ones of water deficiency while 
those of hyponatremia are more complicated 
and can be associated with either simple salt 
depletion and/or excess dilution of extracellu- 
lar fluid by water. Because of the recent 
interest in a magnesium deficiency syndrome, 
the paper of Card and Marks is also of some 
interest to neurologists and psychiatrists ; these 
workers emphasize the great difficulty there is 
in producing a sufficient depletion of body 
magnesium to cause clinical signs. 

This book is not meant to be either a text- 
book nor a general review of the field ; the 
general tenor of the material presented and 
the discussions that follow the various papers 
is on the level of the expert in the field. The 
book will no doubt be of interest to those who 
already have a good background in this com- 
plicated field. 

W. J. Frrepuanver, M.D., 
Boston, Mass. 


CHILDBEARING BEFORE AND AFTER THIRTY- 
Five. By Adrien Bleyer., (New York: 
Vantage Press, 1958, pp. 119, $2.95.) 


. This unobtrusively published book is of great 
importance. It is by a remarkable physician 
who was for many years associate professor 


of clinical pediatrics at the Washington Uni- 
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versity School of Medicine. In 1906 he founded 
the first Infant Welfare Clinic in Атейса. For 
many years he has been our best authority on 
mongolism, and in 1934, in an astonishingly 
brilliant piece of informed deduction, he cor- 
rectly suggested the cause of mongolism in a 
paper entitled “Indications that Mongoloid 
Imbecility is a Gametic Mutation of Degressive 
Type,” Am. J. Dis. Child., 47 : 342-348, 1934. 
The explanation offered in this astonishing 
paper, as far as I know, was completely ig- 
nored, and it was not until January 1959 with 
the publication of Lejeune and his co-workers’ 
paper, and in later months in 1959, that 
mongolism was demonstrated to be due to a 
disjunctive chromosomal aberration, The pres- 
ent volume was published too early to in- 
corporate these new discoveries, and it was a 
reference to his 1934 paper on mongolism that 
led me to the discovery for myself of Dr. 
Bleyer’s truly remarkable paper—which I 
should rank as one of the outstanding pieces 
of ratiocination in the whole history of science. 
It is really quite astonishing that it had to wait 
a quarter of a century for confirmation by 
workers who, I am sure, had never heard of 
Dr. Bleyer's paper. 

In the present volume Dr. Bleyer resumes 
some of the evidence which demonstrates that 
the optimum age for childbearing is between 
about 21 and 28 years, and that as the mother's 
age advances every aspect of pregnancy, from 
the development of the embryo to labor and 
birth, is increasingly seriously affected. 

Since the reviewer has been collecting ma- 
terial on this subject for many years, he can 
confirm the general validity of this demonstra- 
tion. Readers of this Journal will be interested 
in the evidence bearing on the relation be- 
tween age of parents, and particularly of 
mother at conception of the patient. There is 
no longer any doubt that in a significant pro- 
portion of cases there is not only a social but 
also a biological factor, in some way related 
to age of mother at conception of the patient, 
which plays some role in affecting the psycho- 
logical development of the individual. 

The social and biological implications of 
maternity after age 35 are of the most serious 
nature, and society, already much indebted 
to Dr. Bleyer, and the physician and social 
Worker, will be grateful to the author for 
bringing together so much of the relevant 
evidence relating to an area of social and 
medical practice which is still virtually wholly 
ignored. Dr. Bleyer's book is short, readable, 
and convincing, so that even he that runs may 
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read. Its size is in inverse proportion to its 


importance. a 
AsurEv Montacu, Pu.D., 
Princeton, N. J. 


Diacnostica Psicutarrica. Parte Speciale 


By Agostino Rubino Idelson. (Naples : 
Di E. Gnocchi E F., 1958. pp. 443. 
L.5.500.) TAM 


This is the second of a series of 3 volumes 
written by Rubino on psychiatrie diagnosi: 
It is difficult to review a book devoted to 
this subject at a time when psychiatric dia: 
nosis has lost importance in relation to · 
psychodynamic and therapeutic approa 
The various entities are here described as 
lections of symptoms, without any atten 
DN to interpret or to connect 
together. Perhaps the author will do so 
third volume. 

Rubino is a pupil of Buscaino, who is o 
the staunchest supporters in Europe of | 
organie school of psychiatry, believing 
most psychiatric disorders are the results 
metabolic dysfunctions. The whole book i 
written in the spirit of Kraepelin's and B 
caino's teachings. Bleuler has left very 
imprint on the author, and such contrib 
as Adolf Meyer, Freud, Jung, Sullivan, 
gostki, Goldstein and others are almost c 
pletely ignored. · bi 

The book cannot be recommended as a com- | 
plete textbook of psychiatry. However, 
tain sections, which are generally neglected in. 
American psychiatric books, namely thos 
dealing with rare organic syndromes like зо 
types of mental deficiences, will be read 
profit in this book by readers who are 
ticularly interested in these conditions. 

The book is richly illustrated. 

Smvano Anizri, M.D., 
New York, N. Y. 


Tur EvonLurioN or Man’s Capacity 
Currumr. Edited by J. N. Spuhler. (D 
troit: Wayne State University Press, 1 
pp. 79. $3.50.) 


This is a most stimulating book containin; 
contributions to the fascinating problem ho 
man evolved his capacity for culture. Dr. J. : 
Spuhler considers "Somatic Paths to Cultu 
in a brillant article, Ralph W. Gerard 
cusses “Brains and Behavior," S. L. Wa 
speculates “. . . on the Interrelations of the 
History of Tools and Biological Evolution 
Charles F. Hockett, makes a most oi 
contribution in discussing the criteria ol 


* 


t quie 
ball D. Sahlins discusses "The Social Life of 
Apes and Primitive Man.” In a final 
Review" Leslie A. White ably dis- 


extent of supporting scientific evidence is 
__Thevitably, value judgments must be made. 
W have to decide that one quality (or be- 

ic) is desirable, while an- 
And the decision, obviously, can 
in a context of moral and ethical 


clarifying the psychologi- 
of Positive Mental Health.” Cer. 
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the evidence indicates that there is ng 
one of good mental health, any more than 
there is one kind of mental illness. Similarly 
the environmental and biologic conditions make 
ing for good mental health are difficult to 
isolate and study. “Those dissatisfied with this 
unending search for better and better approxi- 
mations to an unattainable goal will have {0 
turn away from science and seek elsewhere for 
their insight into conditions for mental health” 

In spite of these discouraging conclusions 
Dr. Jahoda has done an extremely competent 
job of evaluating critically the current think.” 
ing in this area. She establishes 6 basic cone 
cepts relating to good Mental Health for 
which there is considerable support among 
scientific workers. These are: 1. Attitudes 
toward the self ; 2. Growth Development and 
Self Actualization ; 3. Integration ; 4. Autono 
my ; 5. Perception of Reality ; and 6. Environ. 
mental Mastery. The empirical basis for her 
selection, the conditions required for their ob- 
servation and the specific nature and design of 
further research necessary are indicated. 

The author's base line in this monograph is” 
the premise that positive ог "good" mental. 
health is essentially different from the mere 
absence of mental illness and that no dichoto- 
my exists separating on a continuum the one 
from the other. In this assumption she is ій 
good company, for it is one entirely consistent — 
with the definition of health contained in the 
charter of the World Health Organization. And 
this has been officially subscribed to by some 
70 different countries! 1 

However, it is not subscribed to by all —- 
psychiatrists, as is attested by Dr. Walter Bar- — 
ton in the concluding chapter (The Viewpoint — 
of a Clinician). Many physicians will b 
more at home with his contention that con- — 
cepts involving psychobiologic and physiologie - 
equilibrium (e.g., Cannon's Homeostasis) are x 
useful and that perhaps after all from a practi- | 
cal point of view, when a patient recovers from 
his mental illness and loses his mental symp- 
oed: returns to a state of “good” mental _ 


J. D. Garin, M.D,  — 
General Director, _ 
Canadian Mental Health Association. — 
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= Saul, Leon J. : Technic and Practice of Psy- 

- .. ehoanalysis, 186, Aug. '59. 

b E J. H.: See Frankl, Viktor E., jt. 

КО auth. 

Ж Scott, William Wallace : See Jones, Howard 

| W., Jr., jt. auth. 

Shy, G. M. ; Bradley, R. B. ; and Mathews, 

W. B., Jr. : External Collimation Detec- 

tion of Intracranial Neoplasia With Un- 

.. stable Nuclides, 93, July '59. 

Snyder, Charles R. : Alcohol and the Jews, 

— . 980, Oct. '59. 

- Solomon, Н. C.; Cobb, S.; and Penfield, 
= W.: The Brain and Human Behavior, 

— 92, July '59. 

Spaulding, William В. : 

К G., jt. auth. 

Spoerri, Th.: Nekrophilie. Strukuran 

- . eines Falles, 762, Feb. '60. "d 


4 


See Dewan, John 


ler, J. N.: The Evolution of Man’s 
Na Capacity for Culture, 1129, June ’60. 


Strean, Lyon P.: The Birth of Normal 
Babies, 955, Apr. '60. 

Sugar, Oscar: See MacKay, Roland P., jt. 
auth. 

Taylor, James: Selected Writings of John 
Hughlings Jackson, 479, Nov. '59. 

Teirich, H. R. : Musik in Der Medizin, 94, 
July '59. 

Torgerson, Warren S. : Theory and Method 
of Scaling, 190, Aug. '59. 

von Gebsattel, Victor E. Freiherr: 
Frankl, Viktor E., jt. auth. 

Walshe, Sir Francis; and Walshe, J. M., 
eds. : Diseases of the Nervous System, 9th 
ed., 574, Dec. '59. 

Weitzenhoffer, André M.: General Tech- 
niques of Hypnotism, 88, July '59. 

Whitaker, Carl A., ed.: Psychotherapy of 

Chronic Schizophrenic Patients, 766, Feb. 
60. 

Williams, Glanville: The Sanctity of Life 
and the Criminal, 185, Aug. '59. 

Willis, R. A. : The Borderland of Embryolo- 
gy and Pathology, 761, Feb. '60. 

Wilmer, Harry A.: Social Psychiatry in 
Action, 761, Feb. '60. 

Wilson, Robert N. : See Leighton, Alexander 
H., jt. auth. 

Wolstenholme, G. E. W.; and O'Connor, 
M.: Water and Electrolyte Metabolism 
in Relation to Age and Sex, 1128, June 


See 


Wortis, S. Bernard: See MacKay, Roland 
P., jt. auth. 

Zubin : See Hoch, jt. auth. 

Zucker, Luise J. : Ego Structure in Paranoid 
Schizophrenia, 378, Oct. '59. 

Borderline Cases: Structure and Function of 
the Predominating Symptom in; Leo Н. 
Bartemeier, 825, Mar. '60. 

Brain and Personality (Ed.) ; 938, Apr. '60. 

Brain Diseases and Damage: See Neuro- 
pathology. 

Bromide Intoxication : A New Screening Test 
For (C.N.) ; George H. Reye, 166, Aug. 
'59. 


C 


Gentral Inspection Board ; 183, Aug. '59. 

Cerebral Localization ; Curtis Pechtel, 51, July 
"59. 

Chemotherapy : See Psychopharmacology. 

Chemistry : Neurophysiology, Chemistry and 
Endocrinology (Review of Psychiatric 
Progress, 1959) ; O. R. Langworthy, 581, 
Jan. '60. i 

Chiarugi : Bi-Centenary of the Birth of Vin- 
cenzo Chiarugi (1749-1820) (Н.М№.); 
George Mora, 267, Sept. '59. 


\ 


. 1960 | 3 
Child Psychiatry : 

American Child Psychiatry, Ltd.? (Ed.) ; 
1040, May '60. 

Child Psychiatry ; Mental Deficiency (Re- 
view of Psychiatric Progress, 1959); 
Leon Eisenberg, 604, Jan. '60. 

Current Status of; J. Franklin Robinson, 
712, Feb. '60. 

Enforced Restriction of Communication ; Its 
Implications for the Emotional and Intel- 
lectual Development of the Deaf Child ; 
Robert L. Sharoff, 443, Nov. '59. 

Facilities for, in Moscow, Russia ; George R. 
Klumpner, 1087, June '60. 

Hellers Disease and Childhood Schizo- 
phrenia ; Nathan Malamud, 215, Sept. '59. 

Relationship of School Phobia to Childhood 
Depression ; Stewart Agras, 533, Dec. '59. 

Separation in Parent-Child Emotional Crisis ; 
John A. Rose, 409, Nov. '59. 

Outcome of School Phobia ; Alejandro Rodri- 
guez, 540, Dec. '59. 

Childhood Psychopathology : Influences on the 
History of ; M. B. Macmillan, 1091, June 


60. 

Children on Adult Wards (A.N.) ; Ott B. Mc- 
Atee, 172, Aug. '59. 

Clinical Information : Transmission of; Mare 
H. Hollender, 828, Mar. '60. 

Clinical Psychiatry and Psychotherapy (Review 
of Psychiatric Progress) ; Paul H. Hoch, 
590, Jan. '60. 

Collaborative Research : St. Elizabeths Hos- 
pital and N.LM.H. (Ed.) ; 465, Nov. ’59. 

Community Hospitals : Proposal for a Com- 
munity-Based Hospital as a Branch of a 
State Hospital ; Wilfred Bloomberg, 814, 
Mar. '60. 

Community Milieu Therapy: Community 
Planning as a Support to Treatment ; My- 
ron J. Rockmore, 723, Feb. '60. 

Community Treatment : Mental Health—Back 
to the Community (Ed.) ; 851, Mar. '60. 

Community Services: The Mental Hospital : 
Cornerstone for Community Psychiatric 
Services; Francis J. O'Neill, 810, Mar. 
60. 

Comparative Psychiatry : 

The Fiji Islands ; Eric Berne, 104, Aug. 59. 
Value and Limitations of a Psychiatric De- 
partment in a General Hospital in Bom- 
bay (India) ; N. S. Vahia, 158, Aug. '59. 

Conversion Symptoms: Contemporary Con- 
version Symptomatology ; Frederick J. 
Ziegler, 901, Apr. '60. 

Convulsive Disorders : 

Amino-Glutethimide in the Treatment of 
Chronic Psychotic Epileptics (C.N.) ; G. 
Donald Niswander, 260, Sept. '59. 
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а. 


Epilepsy (Review of Psychiatric Progress, 
1959) ; Walter J Friedlander, 630, Jan. 


Medico-Legal Aspects of Post-Traumatic 
Epilepsy ; Irwin N. Perr, 981, May 60. ~ 
Convulsive Therapy : First Electroshock Treat- - 
ment (H.N.) ; David J. Impastato, 1113, - 

une '60. 5 
Cross-Cultural Studies: Cross-Cultural Ap 
proach to Mental Illness ; Eric Wittkower, - 


423, Nov. '59. 
George - 


"- 


Cross-Transfusion : in Schizophrenia ; 
Nicklin, 334, Oct. '59. 
Cultural Problems : 
Child Psychiatry Facilities in Moscow, Ri 
sia ; George R. Klumpner, 1087, June " 
Manic-Depressive Illness in Israel ; Jozef Ph 
Hes, 1082, June '60. -— 
Psychopathology in Tahiti ; Eric Berne, 1076, 
June '60. / A 
D f 
Day Hospitals : AR 
Further Developments in ; T. J. Boag, 810, 
Mar. '60. a 
Psychiatric Day Hospitals; Michael Craft, 
251, Sept. '59. 
Deafness : `6 
Enforced Restriction of Communication : Its 
Implications for the Emotional and Intel 
lectual Development of the Deaf Child ; 
Robert L. Sharoff, 443, Nov. '59. ; 
Psychiatric Observations on Congenital an d 
Acquired Deafness: Symbolic and Pe: -— 
ceptual Process in Dreams ; Jack Mendel- - 
son, 883, Apr. '60. + r 
Depression : xà 
Effect of RO-50831/1 (Marplan) in De 
pressive States (C.N.) ; H. Azima, 45: 
Nov. '59. 
The Modern Treatment of; Fritz A. Frey- 
han, 1057, June '60. 
Report of Hypomanic Excitement with 
Imipramine Treatment of (C.N.) ; C. 
Schorer, 844, Mar. '60. 
Therapeutic Reorientation in Some Depres- 
sive States ; William Furst, 429, Nov. '59. 
Determinism, Psychic: Concept of; Ronal 
W. Angel, 405, Nov. '59. Y 
Diagnostic Classification : The Significance of 
a Dichotomy in Clinical Psychiatry; G. 
Langfeldt, 537, Dec. '59. D. 
District Branches ; The District Branch of the 
APA ; Walter H. Obenauf, 416, Nov. ‘59. 
Dreams : iM 
Psychiatric Observations on Congenital 
Acquired Deafness: Symbolic and 
ceptual Processes in Dreams ; Jack 
delson, 883, Apr. '60. $. 
Subliminal and Supraliminal Influences | n; 


» 


~ Charles Fisher, 1009, May "60. 
rugs and Drug Therapy : See Psychopharma- 


Durham Plan : Durham Plus Five Years : De- 

velopment of the Law of Criminal Re- 

© sponsibility in the District of Columbia ; 

— Andrew S. Watson, 289, Oct. '59. 

B E 

Earle, Pliny : 

7 Dr. Pliny Earle (1809-1892) (H.N.) ; Eric 

D. T. Carlson, 557, Dec. '59. 

Pliny Earle and Edgar Allan Poe (H.N.) ; 
Jerome M. Schneck, 73, July '59. 


Hi 
| Electroencephalography (Review of Psychi- 
К atric Progress, 1959); W. T. Liberson, 
© 584, Jan. '60. 
— History of Electrotherapy and its Correla- 
— tion with Mesmers Animal Magnetism 
E KEN.) ; Jerome M. Schneck, 463, Nov. 


Jlectroshock Therapy : See Shock Therapy. 
docrinology : Neurophysiology, Chemistry 

and Endocrinology (Review of Psychi- 

_ atric Progress, 1959) ; Walter E. Barton, 

— 644, Jan. '60. 

^ nd's Mental Health Act; W. S. Maclay, 

— TTT, Mar. '60. 

"English Psychiatry : Practice of Psychiatry in 

~ England Under the National Health Serv- 

7. ice; A. Spencer Paterson, 244, Sept. '59. 

idemiology : Social Class and Mental Ill- 

EU. cd : P haga for Clinical 
| Theory an ctice; Raymond G. Hun 

1065, June ’66. 2 Я 
sy : See Convulsive Disorders. 

: Professional Ethics for the Psychiatrist 

{ in the Present Day (Ed.) ; M. A. Taru- 

С mianz, 1115, June '60. 

Eon A aA ; Henry P. Laughlin, 769, 


imental Psychiatry with Human Sub- 
jects : and the Artificial Traumatic Neu- 
_ тоз; Bernard Bressler, 522, Dec. '59. 


E 


F 
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ress, 1959 
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Berne, 104, Aug. 59. 


Follow-Up of Mental Patients; Florence A. 
Beasley, 834, Mar. '60. 
Forensic Psychiatry : 

Forensic Psychiatry (Review of Psychiatrie 
Progress, 1959); Winfred Overholser, 
647, Jan. "60. 

The Function of Psychiatry in a Municipal 
Law Enforcement Agency ; David H. Wil- 
son, 870, Apr. '60. 

Medico-Legal Aspects of Post-Traumatic 
Epilepsy ; Irwin N. Perr, 981, May ‘60. 

A Psychiatric Study of Check Offenders ; 
John M. MacDonald, 438, Nov. '59. 

Role of Psychiatrists in Criminal Trials 
(Corr) ; 80, July '59. 

Funkenstein Test : 

Value of, as Indicator of the Effectiveness of 
The Ataractic Drugs (C.N.); Manfred 
Braun, 66, July '59. 

Funkenstein Test (Corr.) ; 1042, 1043, May 
'60. 


G 


General Hospitals : Value and Limitations of 
a Psychiatric Department in a General 
Hospital in Bombay, (India); N. S. 
Vahia, 158, Aug. 59. 

General Practice and Psychiatry ; Frederick 
Lemere, 518, Dec. '59. 

Genetics : See Heredity and Eugenics 

Geriatrics and Old Age Problems : 

Embolic Cerebral Sequelae in Rheumatic 
Mitral Stenosis Precipitating Senile Mental 
Deterioration (C.R.) ; Walter L. Bruetsch, 
364, Oct. '59. 

Geriatrics (Review of Psychiatric Progress, 
1959) ; Karl M. Bowman, 629, Jan. '60. 

Gerty, Francis J.; Francis J. Braceland, 11, 
July '59. 

Group Psychotherapy (Corr.) ; 176, Aug. '59. 


H 
Hallucinations : 

The Action of Psychotogens and a Neuro- 
physiological Theory of ; Amedeo S. Mar- 
razzi, 911, Apr. '60. 

Effect of Trifluoperazine on Auditory Hal- 
lucinations ; Walter Kruse, 318, Oct. ’59. 

Effect of Visual Stimulation on, and Other 
Mental Experiences During Sensory De- 
privation ; John Davis, 889, Apr. '60. 

Hamilton, Dr. Samuel W. : and the Founding 
of the American Board of Psychiatry and 
Neurology, Inc. (Corr.) ; 265, Sept. '59. 

Health Insurance (Ed.); 79, July '59. 

Hellers Disease: and Childhood Schizo- 
pireng; Nathan Malamud, 215, Sept. 


1960 


Heredity & Eugenics : 

Heredity and Eugenics (Review of Psychi- 
atric Progress, 1959) ; Franz J. Kallman, 
577, Jan. '80. 

Genetic Factors in Schizophrenia ; 
Gregory, 961, May '60. 

History of Psychiatry : Seven Years of Awaken- 
ing, 1906-13; Earl D. Bond, 110, Aug. 
"59. 

Home Treatment: Of Psychiatric Patients ; 
Tobias T. Friedman, 807, Mar. '60. 
Homosexuality : and Paranoid Schizophrenia ; 

Franklin S. Klaf, June '60. 

Hughlings Jackson : Mind-Brain Problem and 
Hughlings Jackson's Doctrine of Con- 
comitance ; Max Levin, 718, Feb. '60. 

Hungarian Refugees : Lawrence E. Hinkle, 16, 
July '59. 

Hypnagogic Symptoms : Observations on Men- 
tal Symptoms in Eye Patched Patients : 
Hypnagogic Symptoms in Sensory Depri- 
vation ; Eugene Ziskind, 893, Apr. '60. 

Hysteric Symptoms: Contemporary Conver- 
sion Symptomatology ; Frederick J. Zieg- 
ler, 901, Apr. '60. 


I 
India: Value and Limitations of a Psychiatric 
Department in a General Hospital in Bom- 
bay (India) ; N. S. Vahia, 158, Aug. '59. 
Industrial Psychiatry : See Occupational Psy- 
chiatry. 
Infant Development : Biological Deviations in 
a Schizophrenic Infant ; Barbara Fish, 25, 
July '59. 
In Memoriam : 
Richard Brickner, 191, Aug. '59. 
Konstantin Mihailovich Bykov, 288, Sept. 
'59. 
Jacob E. Finesinger, 383, Oct. '59. 
Hans W. Gruhle, 95, July ‘59. 
Richard Sherman Lyman, 1055, May '60. 
Albert Warren Stearns, 863, Mar. '60. 
Seymour D. Vestermark, 191, Aug. '59. 
Oskar Vogt, 959, Apr. '60. 
Gregory Zilboorg, 671, Jan. '60. 
Insulin Addiction—A Fable (Ed.) ; 559, Dec. 


lan 


Insulin Coma Treatment : 
Efficacy of Divided and Single Dose Sched- 
ules in (C.N.) ; Max Fink, 839, Mar. 60. 
Potentiation and Facilitation of Insulin Coma 
Therapy (C.N.) ; J. B. Hayes, 164, Aug. 
'59 


Iroquois: Alcohol in the Iroquois Dream 
Quest ; Edmund S. Carpenter, 148, Aug. 


59. А 

Israeli Psychopathology: Мапіс-"Рергеѕѕіуе 

- Illness in Israel;. Jozef Ph. Hes, 1082, 
June '60. dra 
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Jehovah's Witnesses: A Child Dies (Ed.) 
151, Feb. '60. 
Joint Commission: on Mental Illness a 

Health ; Jack R. Ewalt, 782, Mar, '60. 


А 
d 
+ 


L * 


Legislation : The New Mental Health Act in 
England and Wales; W. S. Maclay, 
Mar. '60. 

Leprosy : and Psychosis ; Paul Lowinger, 32, 
July 59. a 

Leucotomy : See Psychosurgery. 


M 


Manic-Depressive Illness: in Israel; Joze 
Ph. Hes, 1082, June '60. - 
Manpower, Psychiatric; Daniel Blain, 
Mar. '60. Am 

McLean Hospital: Dr. Rufus Wyman 0 
(ELN.) ; Eric T. Carlson, 1034, May “6 

Medico-Legal : Durham Plus Five Years; An- 
drew S. Watson, 289, Oct. '59. ' 

Mental Deficiency : Child Psychiatry (R 
of Psychiatric Progress, 1959); 
Eisenberg, 604, Jan. '60. 

Mental Health in Education (Review of P 
chiatric Progress, 1959); W. 
Ryan, 640, Jan. '60. 

Mental Hospitals : Cornerstone for Comm 
Psychiatric Services; Francis J. ON 
810, Mar. '60. 

Mental Hygiene : Interdisciplinary Trends 
Research and Training in (Ed.); 368 
Oct. bcd 

Military Psychiatry : 

Military Psychiatry (Ed.) ; 173, Aug. 
Military Psychiatry (Review of Psychiat 
Progress, 1959) ; Joseph S. Skobba, 65 


an, '60. 

The ма-га Problem: and Hughlin, 
Jackson's Doctrine of Concomitance ; 
Levin, 718, Feb. '60. Д 

Murdering Mothers; Werner Tuteur, 447, 
Nov. '59. | 


N 


National Health Service in England : Psyc 
atry Under; A. Spencer Paterson, 
Sept. '59. ; 

Neurology: Clinical Neurology (Review 
Psychiatric Progress, 1959) ; William 
Timberlake, 616, Jan. '60. , | 

Neuropathology.: Brain Damange from 
Alcoholism ; A. E. Bennett, 705. 


and Psychopathology : 
Chemistry and Endocri- 
nology (Review of Psychiatric Progress, 
1959) ; О. R. Langworthy, 581, Jan. "60. 
Information Input Overload and Psycho- 
; James G. Miller, 695, Feb. 


New York State Hospital Population Reduc- 
tion: During the First Four Years of 
Large-Scale Therapy with Psychotropic 
Drugs ; Henry „ 495, Dec. '59. 

Nursing, Psychiatric : Psychiatric Nursing (Re- 
view of Psychiatric Progress, 1959) ; Mary 
F. Liston, 641, Jan. '60. 


о 


‘Occupational Psychiatry (Review of Psychi- 
x atric Progress, 1959) ; Ralph T. Collins, 
608, Jan. '60. 


plications of a New Classification. of ; 
j Irving Kaufman, 920, Apr. '60. 

Pavlovian Psychiatry : In the USSR ; Konstan- 
- tin M. Bykov, 203, Sept. '59. 
, Perversion: An Unusual Perversion: The 
Desire to be Injured by an Automobile 
Operated by a Woman (C.R.) ; Martin H. 
| Keeler, 1032, May '60. 

Pharmacotherapy : See Psychopharmacology. 
Physicians as Psychiatric Patients ; Manuel M. 

Pearson, 915, Apr. '60. 

| Physiological Treatment (Review of Psychiatric 

| pe 1959) ; Joseph Wortis, 595, Jan. 


“Placebo Effect: in the History of Medical 
: eo Arthur K. Shapiro, 298, Oct. 
Poe, Edgar Allen: and Pliny Earle (H.N.) ; 
"Jerome M. Schneck, 73, July 59, Wee) s 
| Presidential Address : The Physician and Psy- 
chotherapy ; Francis J. Gerty, 1, July "59, 
4 р» Ыз яе 
й eral Medicine Before Specializati 
(Ed. ; 688, Jan. 60. ecu 
iatric Education (Review of Psychiatric 
Progress, 1959); Franklin C. 
653, Jan. '60. ap 
f qp Training Abroad (Ed.) ; 467, 


Nov. '59. 
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The Reactions of General Practitioners to a 
Psychiatric Abstracting Service; R. $. 
Garber, 339, Oct. 59. 

Undergraduates: As Reflected in Final 
Examinations ; Charles Watkins, 55, July 
'59. 

Psychiatric Orientation and its Relation to Di- — 
agnosis and Treatment in a Mental Hos- 
pital; Benjamin Pasamanick, 127, Aug. 
'59. 

Psychiatrogenic Illness ; A. Н. Chapman, 873, 
Apr. '60. 

Psychic Determinism: An Outmoded Con- 
cept ? (Corr.); Lawrence Friedman, 
1118, June '60. х 


lysis : 

Current Problems in Dynamic Psychotherapy 
in its Relationship to; Franz Al- ander, 
322, Oct. '59. 

Precision in; Nathan S. Lehrman, 1097, 
June 60. 

Some Psychoanalytic Ideas Applied to Ela- 
tion and Depression ; Bertram D. Lewin, 
38, July '59. 

Psychology : Clinical Psychology (Review of 
Psychiatric Progress, 1959); Frederick 
Wyatt, 588, Jan. '60. 

Psychoneurosis: A Statistical Study of First 
Admissions with Psychoneurosis in New 
York State, 1949-51; Benjamin Malzberg, 
152, Aug. '59. 

Psychopharmacology : 

General Articles : 

Analysis of Population Reduction in New 
York State Mental Hospitals During 
the First Four Years of Large- 
Therapy with Psychotropic Drugs; 
Henry Brill, 495, Dec. '59. 

The Development of Intercurrent Disease 
and Injury in the Tranquilized Psychi- 
atric Patient (C.N.) ; Gordon W. Olsen, 
459, Nov. '59. 

Discontinuation of Treatment with Atarac- 
tic Drugs (C.N.) ; Martin Gross, 931, 
Apr. '60. Y 

Drug Use-Rate in a State Hospital 
(C.N.) ; J. R. Whittier, 169, Aug. '59. 

Drugs and Psychotherapy; Paul Hoch, 
305, Oct. '59. 

The Estimation of Phenothiazines Using 
Chemically Impregnated Paper Strips 
(C.N.) ; Sidney Merlis, 1108, June '60. 


Evaluation of Tranquilizing Drugs in the — - 


Management of Acute Mental Disturb- 

ance; D. Wilfred Abse, 973, May '60.- 
A Graphic Comparison of Five Phenothia- 

zines ; Jackson A. Smith, 392, Nov. '59 


1900] (MR. 


A New Quantitative Serum Bromide De- 
termination (C.N.) ; George H. x 
546, Dec. '59. : 23 

Psychopharmacological Agents: A Selec- 
tive Survey (C.N.) ; James P. Cattell, 
352, Oct. 59. 

Reversibility of Drug-Induced Parkinson- 
ism (C.N.) ; Robert B. Cahan, 1021, 
May '60. 

Serum Oxidase Activity in Chronic 
Schizophrenics Treated with Tranquil- 
izing Drugs (C.N.) ; Leo E. Hollister, 
553, Dec. '59. 

The Significant Variables in Psychophar- 
maceutic Research ; Lewis J. Sherman, 
208, Sept. '59. 

Sources of Uncertainty in Studies of 
Drugs Affecting Mood, Mentation, or 
Activity ; Irwin L. Linn, 97, Aug. '59. 

Spinal Fluid Changes in Patients Treated 
with Ataractic Drugs (C.N.) ; H. A. 
Denzel, 545, Dec. '59. 

Trials With Several New Drugs (C.N.) ; 
Michael J. Keith, 745, Feb. '60. 

What Happens to Returned Tranquiliz- 
ing Drug Patients ?; Werer Tuteur, 
547, Dec. '59. 

Reports on Individual Drugs : 

Acepromazine (Plegicil) : Clinical and 
Statistical Evaluation of Results With, 
in Chronic Mental Patients (C.N.) ; 
E. J. Tolan, 69, July '59. 

Amino-glutethimide (Elipten): Use of, 
in the Treatment of Chronic Psychotic 
Epileptics (C.N.); G. Donald Nis- 
wander, 260, Sept. '59. 

Aminophenylpyridone (Dornwal) : Clini- 
cal Findings and Psychophysiological 
Tests of the Effects of (C.N.) ; Carney 
Landis, 747, Feb. '60. 

BOL (2 Brom-d-lysergic Acid Diethyla- 
mide): Chemotherapeutic Trials in 
Psychosis (C.N.) ; William J. Turner, 
261, Sept. 59. 

Chlorpromazine : 

High Dosage Chlorpromazine Therapy 
in Acute and Chronic Schizophrenia ; 
R. H. V. Ollendorf, 729, Feb. '60. 

A Long Term Evaluation of, in 
Six Chronic Schizophrenic Patients 
(C.N.); Patricia Neely Wold, 461, 
Nov. '59. 

A Long Term Evaluation of; William 
N. Winkelman, Jr., 865, Apr. '60. 

Responses of Treatment-Refractory 

| Chronie Schizophrenics to, with 
Concurrent Adrenocortical Steroid 
(C.N.); Kisik Kim, 1022, May '60. 


"T LA 


(EN) ; Joseph A. Barsa, 255, Sept, 


К.К АН : Clinical Evalu 
tion of (C.N.) ; Irving J. Taylor, 451 
Nov. ‘59. 
Imipramine (Tofranil) : 
Clinical Findings ta Ge Use of, ЖЫ 
pressive and Other N 
cre Benjamin Pollack, 312, Oct. 
9. 


4 


Imipramine Therapy of Depressive Syn- 
dromes (C.N.); Leon Reznikof 
1110, June "60. 


Inpatient Treatment of Depre 
States with (C.N.) ; W. Keup, 257, 
Sept. '59. 

Negative Results in the Treatment of 
Depression (C.N.) ; Frederick Le- _ 
mere, 258, Sept. '59. 

Iproniazid (Marsilid) : Administration a 

BAS, 5-HTP and Marsilid to Schizo- 

phrenic Patients ; Aaron Feldstein, 219, f; 

Sept. '59. 

Isocarboxazid (Marplan) : q 

A Clinical Note on (CN); V. т 
Lathbury, 1107, June '60. 

In Ambulatory Patients (C.N.) ; Hary - 
F. Darling, 355, Oct. '59. 

The Effect of, in Depressive S: 
(C.N.) ; H. Azima, 453, Nov. '59.- 

Treatment of Depressive States with 
(PR); Jane E. Oltman, 848, Маг. 


Саа (Cytomel) : Treatment < Е. 
Chronic Schizophrenics with ; Eliere J 14 
Tolan, 1111, June '60. 

Methohexital (Brevital) : Brevital An 
thesia in  Electrocerebral her 
а, PE 551, D 


I: 
(C.N.); Francis A. Gagliardi, 552, 


Perphenazine (Trilafon) : 

A Note on the Clinical Effects of, at a 
very High Dosage (C.N.) ; John S. 
Hamlon, 456, Nov. '59. 

The Phrenotropic Action of, in 323 
Neuropsychiatry Patients (C.N.) ; 
Veronica N. Pennington, 65, July '59. 
Phenelzine (Nardil) : 

and ECT in the Treatment of 

а (C.N.) ; Peter D. King, 64, July 


Clinical Results with (C.N.) ; John C. 
Saunders, 71, July '59. 
Therapeutic Reorientation in Some De- 
pressive States: Clinical Evaluation 
Е: of ; William Furst, 429, Nov. '59. 
_ Promazine (Sparine) : 
Promazine and Combined Promazine- 
Meprobamate Treatment of Hospi- 
talized Psychotic Patients (C.N.) ; 
George Vlavianos, 168, Aug. '59. 
Three Years of Treatment of Chronic 
Hospitalized Psychotic Individuals 
with (C.N.); Anthony J. Graffeo, 
842, Mar. '60. 
R-1625: Problems in Evaluation of 
' (C.N.) ; Herman C. B. Denber, 356, 
* ~ Oct. '50. 

RO 4-0403/4 : A Preliminary Report on 
(P.R.) ; Walter Kruse, 849, Mar. '60. 
RO 1-9569/12: Trial of, оп a Group 
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in depression... positive and invaluable therapeutic results, but 


PLEASE DO NOT PRESCRIBE Catron 


UNLESS. sin ы pins oe sue of this drug cas be consistently applied to the management 
of your patients. request now because our surveys indicate that ia appresimatety $0 patients, 
Rd M ERES b Mn Geen EA or ond m d ERE E RD 


insure frequent return of the patient for observation. 
has displayed outstanding efficacy in depression, 
inhibitor therapy, your attention is directed to the 
CATRON, and repeated below. 


HOW TO USE CATRON: CATRON is a monoamine 
(MAO) inhibitor useful in the treatment of depression 
of other disorders indicated below. It is recommended 
use in carefully selected cases and in those patients 
have not ri to the milder drugs. 

ADMINISTRATION AND DOSAGE: Dosage of CATRON must 
individualized according to each patient's п 
initial daily dose 
reduced as soon as the desired clinical 
A single daily dose in the morning is recommended. A 
tinuous or interrupted schedule may be used, the latter 
during the maintenance period. 

DEPRESSION (Endogenous, Reactive, Postpartum, Involu- 
tional, and Depression Secondary to Schizophrenic or Neu- 
rotic Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then re- 
duced to 6 mg. daily. As improvement continues, mainte- 
nance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term па, 

ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of 
pain and elevation of mood may be dramatic. Victims of 
angina pectoris who respond in this manner should be cau- 
tioned against overexertion induced by their sense of well- 


being. 

RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely 
disabling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reduc- 
ing further to 3 mg. daily on signs of i „На 
conventional antiarthritic agent is used, lower doses of each 
are indicated. 1 

CAUTION: Certain circumstances should be watched care- 
fully when using CATRON. ^ 

DRUG POTENTIATION—The list of drugs which CATRON po- 
tentiates is not yet complete. Hence, caution should be 
exercised when combining CATRON with any other drugs 
such as tranquilizers, phenothiazines, the amphetamines, 
barbiturates, and hypotensive agents. 

HYPOTENSIVE EFFECT—Patients receiving CATRON, but espe- 
cially elderly and hypertensive patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit con- 
tinuation of therapy. 

VISUAL DISTURBANCES—A reversible red-green color defect 
has been reported in a few patients, chiefly hypertensives, 
on extended therapy with CATRON. Discontinue the drug if 
such changes occur. In a few instances, at unusually high 
dosage, or where the drug was administered following color 
disturbances, diminished visual acuity occurred which may 
be partially irreversible. ny 

ANIMALS, NEUROLOGIC SIGNS—In toxicity studies with ani- 
mals a neurologic syndrome has been observed, character- 
ized by tremors, muscle rigidity and difficulty in locomotion. 


E 


H 


ні 


& 
| 
ы 
i 


пою perm p ee 
and instructions prominently displayed in our literature on 
Gaclosed 


H 
[ 
| 
| 
| 


п 
lii 
i 
ШЇ 
s: gm 


| 
il 
i 
i 


i 
R 

| 
| 
i 

t 


6. Patient sheoid m for observation before additional 

CATRON is . Foc oe reason, prescriptions for 
ed; refillable.” 

SUPPLIED: CATRON is the original brand of ine hydro- 

chloride. It is supplied in tablets of 3 mg. and 6 mg. bottles of 50. 

канш n.V Tae og erigere Pace 

ences, Nov. 20-22, д, (2) Bercel, 


gy of the Monoamine Ц lors, Pharma- 
to the Study of the Mind, Springfield, 111., Charles C 
259. р. 271. (8) Кеппатег, R., and Prinzmetal, M.: Treat- 
1959. (9) 1, A. L, and Harrison, J. W. 

and Some Other Amine Oxidase Inhibitors in Rheumatoid Arthritis, Con- 
tv on пане Oxidase Inhibitors, New York Academy of Sciences, 


Lakeside Laboratories, Inc « Milwaukee 1, Wisconsin 
(49608 
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“The onset of antidepressant activity is very r Uu 
"Improvement is progressive...” "...eighty per: 
of patients were discharged...as recovered 


“It is our opinion that the drug is suitable for bo 
ambulatory or hospitalized depressed patients. 


corrective —removes the depression and depression-induced anxiety, rather than mierely 
masking the symptoms as do tranquilizers, CNS stimulants or sedatives.” rapidly effec- 
tive—unlike many similar drugs, Nardil's antidepressant response is often seen within 
a week; complete remission usually within 2 to 6 weeks, in 4 out of 5 patients.” safe— 
low dosage and preferential distribution to the brain account for the minimal incidence of 
toxicity in over 400.000 patents 


«x Ww 


to date, and confirm Nardil's excellent safety record. 


n references to the antidepressant action of 
Vin the literature further confirm the rapid effec- 
and low toxicity of this simple tablet therapy. 


JED: Orange-coated tablets, each containing 
. of phenylethylhydrazine present as the dihy- 


REFERENCES: n Thal, №: Різ. NUS. System 20:197 (Pt. 1) 
1959, 2, Sainz, A.: Dis. Nerv. System 20:537, 1959. 3. Sainz, 
A.: Ann, New York Acad. Sc. 80:780, Art. 3, 1959. 4. Saun- 
ders, J. C., Kline, N. S., et al.: Am. J. Psychiat. 116:71, 1959. 

‚5. Arnow, L, E.: Clinical Med. 6:1573, 


1959. 6. Dickel, Н. A. et al.: Clinical 
Med. 6:1579, 1959. 7. Dunlop, E.: Rhode 
Island М. J. 42:656, 1959. 8. Sarwer- 
Foner, G. J., et al.: Canad, M. A. J. 
81:991, 1959. 9. Hobbs, L. Е: Virginia 
Med. Monthly 86:692, 1959. 10. Dun- 


MORRIS ттлт. wy. lop, E.: Dis. Nerv. System (in press) 1960. 


Macaque monkey is characteristically vicious prior to Librium therapy. 


Calm but alert n-treated 
monkey offers strik ntrast to 
"doped-up" app resulting 
from administratior jine and 


phenothiazine deriv 


Calming and taming effect of Librium on rats, monkeys and mice 


sEFFECT.ON ACTIVITY ANO. AGGRESSION IN MONKEYS? Legend: activity aggression 


: | 
БЕ 5 | 
ж LÀ 

мута, ж ю .40 Lj гю zu > оз 055 25 

Librium™-™. Meprobamate Chlorpromazine 
Aggression No decrease in Aggression reduced; 
dramatically reduced; aggression; slight precipitous decrease 
level of activity normal reduction of activity in activity 


Mice fight each other furiously under 
mild electric shock administered 
through bottom of cage. Librium- 
treated animals fail to show hostility. 


Rage reaction (left) is elicited by 
lifting tail of rat made vicious by 
destruction of septal area in brain. 


Septal rat (right) allows lifting by 
the tail after treatment with Librium. 
Rat remains alert. 


` In the few weeks since its introduction, Librium has met with over- 
whelming acclaim from all parts of the medical profession. Internists, 
psychiatrists, cardiologists, gynecologists, dermatologists and many 
other specialists, as well as tens of thousands of general practi- 
tio;ers, are discovering that the therapeutic applicability of this 

eriarkable new compound transcends that of any tranquilizer or 

group of tranquilizers. 

Here are presented some pertinent pharmacologic and clinical data 

documenting 


W 10 mg — and now 5 mg 


LIBRIUM 


THE SUCCESSOR TO THE TRANQUILIZERS 


E 


SUCCESSOR IN SCOPE — Librium covers the entire meprobamate range of 
therapy®® plus a significant portion of the phenothiazine area? plus the 
difficult middle ground between the two.® Librium is effective in obsessive- 
compulsive neuroses which previously have defied drug treatment.9/47.5.!7 
Librium has a profoundly beneficial effect on depression,9-9.!! particularly 
the agitated type.^7.9 


SUCCESSOR IN SAFETY — Librium is safer than the most widely prescribed 


tianguilizing and "equanimity-producing" арепіѕ.6:9.1? Librium lacks the auto- 
nomic blocking effects of chlorpromazine and reserpine.'? Librium is devoid 
of phenothiazine toxicity;*-'? free of extrapyramidal complications;!7 and not 


encumbered by the depressions that often follow reserpine.® 

SUCCESSOR IN EFFECT — Librium, in addition to relieving anxiety, produces 
a feeling of well-being, increased drive and a broadening of interest. Librium 
appears the biggest step yet toward “a pure neuroleptic or ‘easing’ action 
totally distinct from a central sedative or hypnotic one.” !6 


USES OF LIBRIUM: Librium is more than replacement therapy. It is not a 
substitute for, but quantitatively and qualitatively superior to, older tran- 
quilizers and “equanimity-producing” drugs. Librium is of particular value: 
in the office patient troubled by anxiety and tension, and by the irritability, 
fatigue and nervous insomnia associated with tension states 

in the office patient where you suspect anxiety and tension as contributing 
or causative factors of organic or functional disorders 

in more severely disturbed patients, including cases of agitated and reactive 
depression, fears, phobias, obsessions and compulsions 

Supplied: Capsules, 10 mg, green and black; 5 mg, green and yellow — bottles 
of 50 and 500. 


For complete information on indications and recommended dosage, please 
consult product literature. 


LIBRIUM™™: Hydrochloride = 
7-chloro-2-methylamino: 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


— 
NOW — LIBRIUM 5 mg capsules, par- 
ticularly for pediatric and geriatric 


patients. 
——— 


Published Reports on Librium: | T. H 
Harris, Dis. Nerv. System, 21:(Suppl.), 
3, 1960. 2. L. O. Rondall, ibid., p. 7 
3. |. M. Tobin, |. F. Bird ond D. E 
Boyle, ibid., p. 11. 4. Н. A. Bowes, 
ibid., р. 20. 5. ]. Kinross-Wright, 1. M 
Cohen and J. A. Knight, ibid., p; 23 
6. H. H. Farb, ibid., p. 27. 7. C. Breit 
ner, ibid., р. 31. 8. 1. M. Cohen, Dis 
cussant, ibid., p. 35. 9. С. A. Constant 
ibid., p. 37. 10. L. |. Thomas, ibid., 
p. 40. 11. В. C. V. Robinson, ibid., 


p. 43. 12, S. C. Koim and I. N. Rosen 
stein, ibid., p. 46. 13. H. E. Ticktin 
ond J. D. Schult b 49. 14. 
J. N. Sussex, ibid., p LN 
Rosenstein, ibid., p. 57 Eng 
lish, Curr. Therop. Res., 2:88, 1960 
17. T. H. Harris, J.A.M.A,, 172:1162, 
1960 


helps 
establish 
rapport 
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with the difficult patient 


Prozine is an effective aid for the symptomatic control of (1) apprehension and 
agitation, especially as manifested by somatic complaints and (2) motor excit- 
ability.! Such control is often advantageous where these symptoms hinder rap- 
Port and, consequently, definitive therapy. According to Ehrmantraut ef ol., 
PROzINE administered to adolescents" . . . proved most effective in securing the 
cooperation of the more unmanageable patients,’’2 


Dosage requirements for PRoziNE are usually low, thus minimizing the possibility 
of side-effects that might interfere with therapy. 


Wyeth Laboratories Philadelphia 1, Pa. 


1. Oswald, W.J.: Int. Rec. Med. 772:743 (Dec.) 1959. 2. Ehrmantraut, W., et al.: 
of Columbia Medical Society (Nov. 24) 1958, Washington, D.C. 


For Neurosis or Psychoneurosis 


meprobamate and promazine hydrochloride, Wyeth A Century of Service 


to Medicine 
For further information on prescribing and administering PROzINE see 


available on request, 


Scientific Exhibit, District 


descriptive literature, 


Sie 


The gift of confidence in epilepsy. In the enchanted moment of childhood, happiness 
is a world of friends, plans, faces, teams... Time was when the penalty of being “different” 
was to be denied these joys of belonging, never to know the simplest and sweetest pleasures 
of growing up. Now, with these five distinguished anticonvulsants you can take your 


patients from early childhood to productive maturity—steadily, usefully, confidently. 


Anticonvulsants by Abbott. PEGANONE? (Etholoin, Abboto—4A hydantoin of exceptionally low toxicity. Indicated 
for grand mal and psychomotor seizures. PHENURONE® (Phenacemide, Abbott) — Often effective when other agents 
seizures. GEMONIL® (Metharbital, Abbott)— 

orgrand mal, petit mal, myoclonic and mixed seizuressymptomatic of organic 

brain damage. TRIDIONE? (Trimethadione, Abbott) PARADIONE? (Paramethadiono, Abbott) —Homol- ABBOTT 
ents. Generally afford symptomatic control of petit mal, myoclonic and akinetic seizures. 


fail. For grand mal, petit mal, psychomotor and mixed 


Relatively non-toxic. F 


ogous ag 


XXV 


———M—M—Á——  — —MÓ———————— f$ on 
ААА UD TEN 


in private practice 


Stelazine’ 


brand of trifluoperazine 


is an effective adjunct 
in the treatment of 


chronic anxiety 


A psychiatrist once said: If you can reach 
them and hold them, you can remit them. 


‘Stelazine’ can help you to reach, hold and 
bring to remission patients suffering from 
chronic anxiety. 

‘Stelazine’ is particularly effective when 
anxiety is expressed as apathy, listlessness 
and loss of drive. As 'Stelazine' works to 
penetrate these defense mechanisms, pa- 
tients become more capable of responding 
to psychotherapy and counselling. 


On ‘Stelazine’, most patients promptly ex- 
perience relief of anxiety and a subsequent 
restoration of drive and improved mental 


outlook. 


See MD USA in color on the March of Medicine, 
Fri., May 27, NBC-TV 
(see your newspaper for time and channel) 


KLINEG 
FRENCH 


leaders in psychopharmaceutical research 


TENSION 


DISRUPTS 
~ TREATMENT 


Dependable, prompt-acting 
daytime sedative. 

Broad margin of safety. Vir- 
tually no drowsiness. Over 
a quarter century of successfu 
clinical use. Alurate is effec- 

tive by itself and compatible 
with a wide range of other drugs. 
To avoid barbiturate identifica 
tion or abuse, Alurate is avail- 
able as Elixir Alurate (cherry-red) 
and Elixir Alurate Verdum 
(emerald-green). 


Adults: % to 1 teaspoonful of either 
Elixir Alurate or Elixir Alurate 

Verdum, 3 times daily. 
ALURATE®—brand of aprobarbital 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley 10, N. J 


| 


... а timely study of man’s attitudes 
toward death and its inevitability. 


The MEANING of DEATH 


Edited by Herman Feifel, Ph.D. 


Ihis book provides a ground- 
work of information and 
reflection which will il- 
luminate issues and stimulate 
fresh insights, suggest prac- 
tical and therapeutic treat- 
ment possibilities, and direct 
the way toward needed re- 
search. The Meaning of 
Death is a first attempt to 
come to grips with the prob- 
lem of death as seen from 
different outlooks. The 21 
contributors represent the 
specific fields of medicine, 
psychiatry, psychology, phy- 
siology, psychoanalysis, phi- 
losophy, anthropology, re- 
ligion, art, and literature. 


556 x 8, 351 pp., illus. $6.50 


THEORETICAL OUTLOOKS ON DEATH 


. The Soul and Death—Carl G. Jung 
. The Fear of Death—Charles W. Wahl 
. The Eternal Now—Paual Tillich 
4. Existentialism and Death—W alter Kaufmann 
. The Ideology of Death—Herbert Marcuse 


DEVELOPMENTAL ORIENTATION TOWARD 
DEATH 


. The Child's View of Death—Maria H. Nagy 
. Time and Death in Adolescence—Robert Kasten- 


baum 


. Attitudes toward Death in Some Normal and Men- 


tally Ш Populations—Herman Feifel 
DEATH CONCEPT IN CULTURAL 
AND RELIGIOUS FIELDS 


. Mortality and Modern Literature—Frederick J. 


Hoffman 


. Modern Art and Death—Carla Gottlieb 
. Social Uses of Funeral Rites—David G. Mandel- 


baum 


. Grief and Religion—Edgar N. Jackson 
. CLINICAL AND EXPERIMENTAL STUDIES 


. Personality Factors in Dying Patients—Arnold A. 


Hutschnecker 


. Treatment of the Dying Person—Gerald J. Aron- 


оп 


. The Doctor and Death—August M. Kasper 
. Death and Religion—Irving E. Alexander and Ar- 


thur M. Alderstein 


. Suicide and Death—Edwin S. Shneidman and Nor- 


man L, Farberow 


. The Phenomenon of Unexplained Sudden Death in 


Animals and Man—Curt P. Richter 


. DISCUSSION 


. Discussion—Gardner Murphy 


The Blakiston Division 


McGRAW-HILL BOOK COMPANY 
68 Post Street 


330 W. 42nd Street t ; 
San Francisco 4, Calif. 


New York 36, N. Y. 
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in the senile patient, 


-ontrols acute agitation, hostility, 
se ere apprehension, hyperactivity 
reduces confusion, delusional 
reections encourages cooperation 


for furt! formation on prescribing and administering Sparine see descriptive literature, available on request 


INJECTION TABLET 


BLETS SYRU 
= jee, = f 
i r Г am N 
e3parine 
HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 


Wyeth Laboratories Philadelphia 1, Pa 


4 A Century of 
Service to Medicine 


faster therapeutic r« sponse 


b Model SOS contains the Reiter unidirectional currents and three 
` ranges as part of the single selector control. Other models available 
\ 1. Model S containing only the unidirectional currents; 2. SedAc (a 
Y paw to m used with Model S; 8. SedAc (self-powered) an indepe 
nstrument. [a Y 2 
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REITER 
MODEL SOS 


the one instrument combining the strongest 
cov -ulsive currents with powerful yet 
gc itle sedative currents 


LE CALIBRATED KNOB CONTROLS ENTIRE TREATMENT 


T 48th STREET, NEW YORK 36, N. Y. 
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90% of anxious, agitated and apathetic 
office patients calmed without drowsiness 


and with normal drive restored... 
on one or two 0.25 mg. tablets b.i.d.: 


s is the pattern of performance for 


PERMI 


Fluphenazine dihydrochloride 


W In 1164 patients with anxiety and 
anxiety-induced fatigue or depression, 
PrRMrTIL, administered in small daily 
doses of 0.5 mg. to 1 mg., produced 
significant improvement in 90%.* 

W Permitit is virtually free from side 
effects at recommended dosage levels. 


m Patients become calm without being 
drowsy and normal drive is restored. 
Ш Onset of action is rapid; effect is pro- 
longed. M Permitit does not poten- 
tiate barbiturates or non-barbiturate 
sedatives and can be used with impunity 
with such agents. 


How to Prescribe PERMITIL: The lowest dose of Permitir that will produce 
the desired clinical effect should be used. The recommended dose for most adults 
is one 0.25 mg. tablet twice a day (taken morning and afternoon). Increase to two 
0.25 mg. tablets twice a day if required. Total daily dosage in excess of 1 mg. should 
be employed only in patients with relatively severe symptoms which are uncon- 
trolled at lower dosage. In such patients, the total daily dose may be increased to a 


maximum of 2 mg., given in divided amounts. Complete information concerning 
the use of Permitir is available on request. 


Supplied: Tablets, 0.25 mg., bottles of 50 and 500. 


*Recent compilation of case reports received by the Medical Department, White Laboratories, Ing. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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Dornwal 


chemical name: 
1-m-aminophenyl -2- pyridone 
generic name: 
amphenidone 


with selective action on the central nervo 
system at both the cerebral and cord leve 


us 
Is. 
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for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
* relieves tension without undue stimulation 
* effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pinktablets,each in bottles of 
100 and 500. 


um 


PDL-03 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 


LIFT THE 
DEPRESSION 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 
Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1 , 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. H. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20: ( Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psych 

116:355, 1959. 7. A. L. Scherbel and J. W. rison, Ann. N 
80: ( Art. 3), 820, 1959. 8. L. О. Randall and R. E. Bagdon, ibid., p. 626. 9. € 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. Te Red 

Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and Н. Fre 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
a. W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 


ium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 

‚ Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 

18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
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aibit, American Medical 
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N. J., June 8-12, 1959. 
60th Annual Meeting, Atlantic Cit 

Kimbell, Jr., paper read at Cooperativ 
Research Conference, Memphis, Tenn., May 
Bagdon, Second Marsilid Symposium, Chicag: 


Cole, ibid. 24. I. 
hiatry, 4th Annual 
25. L. O. Randall and R. E. 
. W. B. Abrams, D. W. 
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MARPLAN'*-—brand of isocarboxazid 
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“It is as if the machinery of the personality 
were intact but the psychological voltage 


were not sufficiently strong to drive the machine.” 


—Kamman, G.R.: Fatigue as a Symptom in Depressed 
Patients, Journal-Lancet 65:238. 


to counteract lowered motivation and chronic, spurious fatigue 
in depressive states: 


brand of dextro amphetamine sulfate 


a rapid-acting cerebral and psychomotor stimulant of proven effectiveness 


Available: Tablets, 5 mg.; Elixir, 5 mg./5 cc.; and SMITH 
Spansule? sustained release capsules, KUNE & 
15 mg., 10 mg. and 5 mg. FRENCH 
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specific for depression 
brand of nialamide 


NIAMID helps you establish rapport with many depressed patients, 
increases their willingness to continue psychotherapy, and frequently 
decreases the need for ECT. 


| now helps you reach the depressed patient 


Gradually, gently, NIAMID makes some patients more accessible 
within a few days, but most patients require at least two weeks 
before response appears. 


NIAMID is exceptionally well tolerated. More than 500,000 prescrip- 
tions have been written ... more than 90 papers have been published. 


NIAMID is supplied as 25 and 100 mg. scored tablets. A Professional Infor- 


mation Booklet is available on request from the Medical Department, 
Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York, 


[Pfizer] Science for the world's well-being" 


WHEN 
PARKINSONISM 
COMPLICATES 
PHENOTHIAZINE 
THERAPY 


Tremors, rigidity, cramps, and spasm due to 
treatment with potent phenothiazines are 
“easily alleviated with COGENTIN," even in 
many cases when other drugs have failed.’ 
COGENTIN is a most powerful antispasmodic,’ 

yet its long, cumulative action is unusually A | 
well tolerated. By controlling parkinsonism _ 
and other extrapyramidal symptoms, COGENTIN 
usually enables the physician to continue the 
full benefits of phenothiazine management. 
Detailed directions for the use of Cocentin, includ- 


ing dosage and routes of administration, are 
available to physicians on request. 


NEW DOSE FORM: INJECTION COGENTIN, 1 mg. per 
cc., ampuls of 2 cc. Also available: Tablets Cocentin 
(quarterscored), 2 mg., bottles of 100 and 1000. 


1. Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, R.H.: 
Am. J. Psychiat. 116:360, 1959. 3. Brock, S. 
(Moderator): Bull. NewYork Acad. Med. 32:202,1956. 
Сосентїн is a trademark of Merck & Co., Inc. 


Ср MERCK SHARP & DOHME 
© division of Merck & Co., Inc., West Point, Pa. 


COGENTIN 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned ond Operated by The Anclote Manor Foundahos — A Nos-Prolt Orgon sates 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Theropies • Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medicol Director Constanti in Prychietry 
Lorant Forizs, M.D. Somuel G. Hibbs, M.D. Arturo Gonzaler, М.О. 
Clinical Director Samvel Worson, M.D. Roger E. Phillips, М.О. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Mortha McDonald, М.О, 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA • VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by joint Commission on Accreditation ot Hospitols 
Member Notional Assn. of Private Psychiatric Hospitals, American Hospital Assa., Florida Hospital Assa. 


Founded in 1904 


HIGHLAND HOSPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physi and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 


peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, MD. 
Clinical Director 
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OM ЖУУ So ntum Gourds live 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESS 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHEO 1884... BOOKLET ON REQUEST 
Fully Accredited 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please odd 25 cents postage for cach 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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ArT EES in 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 
chiatric nursing, and psychiatric social work 


Ла placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
New YORK 20, NEw YORK 


The Brown Schools 
for 


MENTALLY-RETARDED 
and EMOTIONALLY- 
DISTURBED 
Children and Adults 


Seven resident centers make it possible for 
THE BROWN SCHOOLS to place the ex- 
ceptional person in a climate of group living 
most congenial to his age and interests, to his 
personality organization, and his level of social, 
educational, emotional, and physical develop- 


ment. 


To receive a detailed catalogue and other 
regular publications describing in text and 
photographs the services and facilities of THE 


BROWN SCHOOLS, use the coupon below. 
v ife 


THE BROWN SCHOOLS, 
Dept. C-O 
P. O. Box 4008 Austin 51, Texas 


Name. Е 
Position. we a == 
Street or Вох No. —— 


City. > Zone — State 


THE BROWN SCHOOLS 
AUSTIN, TEXAS . Founded in 1940 


the human chair 
for mental patients... 


To the patient, the Royal Topeka Chair 
is beautiful, relaxing, perfectly normal. 
From his viewpoint there is nothing 
about it that might set it apart. To you 
and your staff, it is far more than that, 
for it was especially built to the exact- 
ing and rigorous requirements of the 
Topeka State Hospital at Topeka, Kan- 
sas—designed for the physical comfort, 
mental ease, dependable safety of 
your patients. 
send for free literature 


ROYAL METAL MANUFACTURING CO., 
One Park Ave., New York 16, Dept. 32-F 


® 


the preferred furniture of great and growing institutions 
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CARE and TRAINING for the 
MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 


Children’s Serv: 


staff, Electroencephalographic, and neurological ex- Outpatient 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- evaluation 


pies 


SIX COMPREHENSIVE PROGRAMS: ment for 


* Observation and * Residential Supervision | 
Diagnosis © Summer Program children of 

* Education and Training € Psychiatric Treatment 

* Custodial Care Center 


to 18. Resider 
The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 


ment for ‹ 


ment of practical habits, attitudes and work skills. grade child: 
Children live in homelike cottages on 1600-acre 

estate. School, hospital, chapel, swimming pools, ROBERT E. emotional and ! 
lake, working farm. The Training School Research SWITZER, M.D 

Laboratory is famed for continuous study of causes, eq горе 
prevention and treatment of mental retardation. DIRECTOR I T 


Established 1888. For information write: Registrar, 
Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 


The Menninger Clinic 


TOPEKA, KANSA* 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academi 
and college entrance courses from grade seven through high school. The school is accredited b; 

New York State Department of Education, and a majority of its graduates regularly enter colit 
or junior college. It is Psychiatrically oriented and is well equipped with the most modern met! 
and procedures, not only in academic, recreational and modern school environment fields 
particularly in personnel and guidance of each individual student. A full-time psychiatri 
psychologist are in residence. Our work emphasizes a much wider concept of student training 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his Personality is a primary aim. 


V. V. ANDERSON, M.D., LL.D., Director 
For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teachin, techniques and program of therapeutic 
education. Varied han. icrafts, cooking, nature study and field 
Saath depres ae pend and other activities. Comfortable, 
ike atmosphere. Close cooperation wi i ici 
70 miles from New York City. а о 


Directors / Frances М. King, formerly Director of the Seguin School 


f ces 
Catherine Allen Brett, M.A. ovdi 


Telephone Dingmans Ferry 8138 
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Phone: Entablabed 
СНекош 7-7346 Alte бин Cops In 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet avallable on request. 


Јони H. Nicnots, M. D. О. Расынк Weis, К. М. Henexer A. Smer, Je. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 
HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7.1251 


George S. Hughes, M.D. Robert Isenman, M.D, 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


LOUDEN HALL 


Neuro - Psychiatric Service 


SHOCK THERAPY — IN AND OUT PATIENTS 
ELECTRO - ENCEPHALOGRAPHY - IN & OUT SERVICE 
SPECIALIZED TREATMENT FOR ALCOHOLICS 


GENERAL HOSPITAL FACILITIES ON THE GROUNDS 


THE BRUNSWICK HOSPITAL CENTER, INC. 
AMITYVILLE, L. 1., NEW YORK 


LOUDEN HALL New York City Tel. Brunswick General Hospital 


* AMityville 4-0053 MUrray Hill 3-7012 AMityville 4-5000 
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SANITARIUMS and PRIVATE HOSP!! 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 George 
Located in the bills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy und 
direction of trained occupational and recreational therapists. 


Harry C. SoLomon, М.Р. GEORGE M. ScHLoMER, M.D 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalog 
E. Jauzs BRADY, M. D., Medical Director 
C. F. RICE, Superintendent 


FRANCIS A. O'DoNNELL, M. D. RicHARD L. СомрЕ, M. D. 
RonERT W. Davis, M. D. Н. C. Hoss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 


therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. ” 


MAfair 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuro 
Individual and group psychoth 
accepted therapies are available. 


H. E. Andren, M. D. 
Medical Director 


Psychiatric disorders requiring special supervision and guidance. 
егару, occupational and activity therapy emphasized. АП other 


Member of N. A. P. P, H 
Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185  — МЕ 1-1148 


Member of American Hospital Association and Nationa! Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment k Serving the Los Angeles Area 


Fully Approved by Central Inspection Board of APA 


Accredited by Joint Commission on Accreditation of Hospitals 
С. CresweLL Burns, M.D. Heren Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 
SUMMIT, NEW JERSEY 
А 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROzETrT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


1889 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
2 Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. О. Worse, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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An advanced 
psychiatric 
RESEARCH and treatment 
clinic in SUBURBAN 
montneal. 


A fully accredited, 140 bed 

— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program, 


Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient's comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses, 


Brochures and rates on request, 


i 
VOST 
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6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


ENTER NEW SUBSCRIPTIO 
RENEWALS ON THIS FO! 


AMERICAN JOURNAL OF Р 


1270 AVENUE OF THE AMERICAS 
NEW Үовк 20, NEW YORK 


Enclosed herewith is $.... 
for one year's subscription to the 
JOURNAL OF PSYCHIATRY b 


Volume ........ Number 
DAMES dier 
Print 
ADDSESS S lores 
SIGNATURE е... 


Subscription $12.00 a year or by the V« 

eign Postage $1.00 extra. Canada and Sou: 

Postage $.50 extra. New Volume began Ji 
issue. 


IMPORTANT 


We are in urgent need of obtaining 
the January, 1893 issue of the 
American Journal of Psychiatry 

(Volume 49 #3) 


We will pay $5 each for the 


first five copies received in this office. 


Send to: 


Austin M. Davies, Bus. Mgr. 


American Journal of Psychiatry 


1270 Avenue of the Americas, 


Rm. 1817, New York 20, New York 


A good college education today costs 
4s much as $65 a week. But, the 
same education can be bought with 
much less financial strain if you start 
now, putting $9.50 a week into U.S. 
Savings Bonds. At college age there 
will be more than $11,000 —and over 
$2,750 of it will come entirely from 
interest. That's like getting a whole 
year of college free. 

HERES WHY U.S. SAVINGS BONDS ARE 

SUCH A GOOD WAY TO SAVE 


+ You can save automatically with the 


г How to Send Your Baby 
to College on'939 a Week 


Payroll Savings Plan. * You now earn 
334% interest at maturity. • You in- 
vest without risk under a U. S. Gov- 
ernment guarantee. * Your money 
can't be lost or stolen. • You can get 
your money, with interest, any time 
you want it. • You save more than 
money—you’re helping your Govern- 
ment pay for peace. + Buy Bonds 
where you work or bank. 


NOW every Savings Bond you own —old or 


new—earns $95 more than ever before. 


You save more than money with U. S. Savings Bonds 


r4 o 
The U. S. Government does not pay for this advertising. The Treasury Department 
thanks The Advertising Council and this magazine for their patriotic donation. . d 
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